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LANTRUDUCE LUN.

Hypertension is not a new discovery. 4t and its associated
heart, kidney and cerebral complications have been known for a
considerable time., it is interesting to look back into history and
see how the problem was recognised.

Although succegsful treatment is a recent development, study
of the disease goes back much turther, and disorders of theheart and
blood vessels are frequentiy mentioned in ancient writings.

the Egyptians and indians knew of neart disease before the
birth of Christ. ithe empaimers of Ancient Rgypt Left tne heart in
position, although all other viscera were removed irom the corpse;
evidence of the importance they attached to the organ., the ibers
Papyrus, dated anout 50U B.C. mentiuns the heart whicn is regarded
as the principal vital orgsn. lhe kgyptians knew that the pulse
could be felt in many parts of the body and that it was in time with
the heart beat. <The Aztecs of exico mentioned angina pectoris in
their writings. A feature of Lhinese medicine from ancient times
has been diagnosis by palpation of the pulse which became elaborated
into a complex pulse lore. Volhard quotes the Bhinese physician
Choun-You~J., who lived about 20U B.C. as follows:~'"When the pulse
upon depression is very firm and upon superficial palpation very

tight/
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tight, then the disease has its seat in the kidney". ‘This is a rule
which can still be applied to-day.

Many references to the heart and the consequences of high blood
pressure are to be found in the Bible. Job (3/.L) recorded the
effect of fear on his heart during his sufferings. ‘The Psalmist
(119,70) and isaiah (0.lU.; mention the heart. ‘he same erfect and
its significance for the hypertensive patient were noted by the
Scottish Surgeon, John Hunter (L1/25=93), who said that his life was in
the hands of those who would annoy him, rightiy predicting that he
would die during a fit of anger.

Apoplexy is a disease which has been known for centuries, but
John Jakas Wepper probzbly first recognised haemorrhage as its cause
in L655, fHe described the case of a monk aged about 45 years, who
died from cerebral haemorrhage. wepper himself had extensive aortic
athergc Llerosis, and medical history shows many instances of cruel
co-incidences where a physician has died from the disease he studied.

Boronary artery disease, so often a consequence of hypertension,
was described by hrehi in L74U, and its relation to angina pectoris
by Jenner and by Fothergill some years later. Morgan (L/46)
appreciated the relationship between cerebral vascular disease and

apoplexy gnd was the first to recognise the hereditary factor in

apoplexy.
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Blood pressure was first determined accurately by an kEngiish
theologian, Stephen Hales (L67/-Ll76L)., e was the outstanding Engliish
physiologist of the 18th.century. ‘the signs of Left ventricular
hypertrophy, which had been recognised for many years were described
in I¥19 by Laennec.
Kichard Bright mentioned thickening ot the large renal arteries
in the diagnosis which bears his name, and by 1836 had studied one
hundred cases of renal disease, Johnston (L552; described renali
arteriolar sclerosis, believing muscular hypertrophy to be its cause.
Arterial hypertension was shown to be the link connecting renal
diseases with cardiac hypertrophy by lraube in 1856.
1o help him in his studies of eye accommodation and colour vision,
Hermann von Helmholtz designed the tirst opthalmoscope in 1851 and had
“the great joy of being the t'irst to see a Living human retina“. ‘The
instrument was considered at first merely an ingenious gadget; its

very real use was quickly appreciated, however and to-day the state of
the retina in hypertension has become almost a field of study on its own.

In 1853 Vierordt, Professomfhysiology at lubingen, demonstrated
the first sphygmograph which could trace the pulse beat. He also
attempted to measure the blood pressure by adding weights to his
instrument.

Augustus Waller (lsle-i870) first recorded the electrical impulses

of/
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ot the heart.,

The first sphygmomanometer was designed by Herisson (1834)
applying the idea that the amplitude of the pulse could be used to
measure systolic arterial pressure. Various improvements were made,
and along with the development of the sphygmomanometer came a widening
of the field of knowledge in hypertensi.e disease.

The first sphygmomanometer which could be used in medical practice
was introduced by von Basch in lLssU. this ingtrument has since been
hailed as a blLessing by some and as a curse by others, but has
undoubted Ly added enormous;y to our knowledge of hypertension.,
Previously blood pressure could only be estimated by testing the pulse,
but with von Basch's instrument a reasonably accurate determination
could be msde without inconvenience,

inproved sphygmomanometers were designed by Riva-hocecl (L¥96) and
Hecklinghausess (19UL) who used the idea oif an inflated curf. 1in 1905
Korotkoff reaiised that the sounds heard over the artery distal to the
cuff could be used as indices of systolic and diastolic pressures.
Meanwhile the first cardiograph had been constructed, a further addition
to the physician's armamentarium.

b great deal of work was done during the latter half of the
nineteenth century on the relationship between cardiac hypertrophy and
hardening of the arteries. The theory was advanced that high blood

pressure/
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pressure might be due to intra-arterial tension, although increased
heart-action was considered the primary cause at the time. Most
clinicians associated hypertension with chronic Bright's disease until
Mahomed (L¥74-158L) first recognised the condition later named
“essential hypertension® by Janeway (L9u4j. Mahomed aiso advanced

the i@ea that hypertension causes the renal vascular aftections t-und
at necropsy. Allbutt (1¥95; recognised “nypepiesia“ as a condition
independent of chronic nephritis and arterioséierosis. He believed W
that elevated intra-arterial tension might cause both arterial and
arteriolar disease, which has only recently been proved experimentally.
Huchard (1893) advanced the idea of a generalised angiosclerosis
involving heart, arteries, veins and capillaries.

The pressor properties of extracts of suprarensl medulla were .
discovered by Uliver and Schaefer in Ls95. Nine years later Vaquez
advanced the theory that hypertension resuits from increased secretion
of adrenaline.

So, within a century, more progress had been made than in the
previous thousand years. True, the journey was far from over. But
instruments were avaiiable for accurate study of the.conAition; the
way was paved for the search for treatments.

The end of the nineteenth century saw the beginning of a trend

towards specialisation in medicine. in the field of cardiology

Walter/
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walter Holbrook GaskeiLl (L¥/74-i714) studied the innervation of the heart.
Sir Lauder Brunton noticed the effect of nitrites in the reiietr of pain
in angina pectoris. f#stimation of blood pressure wag first used as a |
routine procedure by Potain or faris, and in this country by Alibutt.

By L9uZ James vachenzie, blessed with a rare blend of genius and
industry, had amassed a considerapie volume of knowiedge on cardiac
disease = the fruits of nineteen years or careful study. fe was
first attracted to the study of heart disease when a young patient of
his died suddenly and unexpectediy of cardiac failure during cnild-
birth; then Macihenzie realised how little was known of this type or
disease. #t the age of fifty-towr he gave up his practice in Burniey
and entered the sacred precincts of Hariey ustreet. Working incredibly
hard and accepted as the roremost heart specialist or nis time, he
gpent ten fruitiul years; then as suddeniy as he had come, he lerft
London to return to generai practice.

Througnout nis life Macnenzie had great respect for the general
practitioner and the service he could render to medicine, asserting
that “medicine will make but halting progress while all fields
essential to the progress of medicine wiil remain unexpiored, until
the general practitioner takes his place as an investigator®.

Financial troubles soon compelled a return to London, however, where
he contended with a busy praciice, attacks of angina and his desperate

desire/



Mo
desire to finish the books on which he was recording his Life's work.
He designed the Macnenzie ink Polygraph which simultaneously recorded
the jugular vein beats and the radial pulse, thus relating ventricular
and auricular action. Mackenzie was knighted and elected Fellow of
‘the Hoyal Society for his work. Angina killed him in Jamuary, 1925,
at 5t. Andrew's and ciosed a Lifetime of achievements.

A further invention followed in i9U3, when Wiiliam Einthoven
produced the first electrocardiograph. Although greatly improved
equipment now enabied blood pressure to pe studied accurately, Little
further signigicant progress was made towards a satisfactory treatment
during the early part of the present centuwy.

As eariy as L9L4 Crile combined unilateral adrenalectomy with
iigation of the thyroid and cervical sympathectomy in an operation for
hypertensive disease. When the adrenal cortical hormones became
availabie it was possible to try total, or aimostfotal, adrenalectomy

where necessary.

In 1922 a case of phaeochromocytoma was investigated and reported
on by Liebbe; five years Later the {irst operation was successrully
performed by Mayo. Although suggested by various earlier authorities,
sympathectomy 28 a treatment for hypertension was initiated by Howntree
and Adson in 1925. Subsequently more extensive operations were

devised by Adson, Peet, Smithwick and others.

The/
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The first cardiac catheter was inserted in a living person in L9<3.
W. Forssman after practising on a cadaver, inserted a catheter 36 c.c,
into himself. Although he felt no ill-effects, a friend who was
present persuaded him to stop. A week later, alone, he increased the
distance to 65 c.c., and reached the heart. An example of thoughtful
courage easy to underestimate.

Although of little practical significance because of the difficulty
of assessing direct pressure, it was reaiised that a comparison of
direct and indirect vaiues would give a usetul check on the accuracy
of the methods in general use. Wolf and v. Bonsdorff achieved such
a comparison in 193i, Direct measurement was made by piercing the
brachial artery with a needle connected to a manometer by a saline-
filied lead tube., Iindirect measurement was m=de before this operation,
and again after it by a different technique. In less than haLf\the
cases examined was the indirect measurement within 5 mm. of the
direct value,

Puring the past two decades the treatment of hypertension, both
medical and surgical have made rapid strides.

Among factors still to be fully investigated is the role of
hormones in the regulation of blood pressure. Selye (195U and L951)
and other workers have studied the relationship of adrenal hormones
to electrolyte balance and the changes brought about by stress.

So/
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So the hyperitensive patient to-day is in a better positioh than ever
before. Pioneer work by physicians and scientists over many hundreds
of years has produced a fund of knowledge and a variety of treatments
which offer real hope to many patients for whom nothing could have
peen done in the past. Perhaps camparable progress will now be made
in preventing the condition. '

‘'he incidence of hypertension in the population has probabiy
increased, as more people now reach the age when it is more common.
The result is, that in countries such as our own, hypertension has
become one of the major diseases. ‘*the number of patients with this
condition seen in general practice is now high,

Fiuctuations in the biood pressure can of'ten not be explained.
‘he biood pressure tends to be higher in the physically untrained
person than in the trained athlete., ¥t 1s often found to.be high in
obese, plethorie, sedentary individuais. ‘I'he blood pressure is orten
found to be higher at the tirst consultation, than at subsequent ones;
particularly in the nervous individual. Xet, hypertension is not
characteristicalily associated with prolonged anxiety states or
thyrotoxicosis, but is found often in the emotionally stablie and
apparently physically fit person., *he patient often has no symptoms

and his raised blood pressure is found at a routine examination.

It is the family doctor who sees the patient in the eariy stages

of/
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of the condition and who is therefore able to study the early symptoms
and signs of the disease, He has the best opportunity to notice the
appearance of complications. Almost invariably it is he who treats
the patient in the final stages of the iliness.

The management of the hypertensive patient in general practice
involves not only the use of drugs but also the taking into account
of other factors wnich can intiuence the course of the disease., Lhe
family doctor is in a very favourable position to see the genetic,
familiai, environmental, nutritional and occupational factors which
may intluence the disease.

Lhe treatment of hypertension is not easy. <lhe patient nas to
learn to live with, and adapt himselt to, his disease. in each
practice there are many patients with a mild degree of hypertension
who have no symptoms and have no need of treatment. ln each
practice however, there are a few patients who are iil, sometimes
desperately itLi, with a high biood pressure. ‘lhese patients need ail
the resources of modern medicine and gometimeg modern surgery.
in the treatment of severe hypertension, a large number ot effective
remedies are now avaiiabie. OConsiderabie care is required in deciding
which one should be used for a particular patient. It is with these
patients that the famiiy doctor requires help and advice from his
hospital colleagues., Some of the remedies are powerful, their effect

difficult to control, and require the fullest co-operation between the/
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~the patient and all his doctors.

Inis thesis on the management of the hypertensive patient in

general practice is based on observations made by myself in

general practice in an industrial town in Central Scotland. The

emphasis throughout is on the diagnosis of hypertensiom and the

management of the hypertensive patient in general practice, making

reference to the help received from my colleagues in hospital.

L.

2.
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MALN HEME

a) FOrMS iN WHICH HYPERTENSION I5 KNCUUNIERED.

The family doctor encounters hypertension in three ways.

It is most often found in a patient who has come seeking an
explanation of symptoms which are causing anxiety., ‘‘hese symptoms
may have been present for months or even years; the visit to the
doctor being precipitated by the symptoms becoming worse. *he
diagnosis is made when the doctor takes the patient's bLood pressure
in the course of his examination. This group includes most of the
patients who are found to have hypertension.

the second group are those patients whoshypertension is found as
a result of a routine medical examination. in men, this examination
is usually for insurance purposes. Lin women, it is usually part of
ante-natal care,

The third group of patients is the smaliest. These patients
present with sudden and often serious iilness. <They may have had no
previous symptoms or the symptoms may have been so slight or of such
recent onset that the patient did mot think it necessary to seek
medical advice., ‘The first indication of their hypertension is a
vascular disaster, or it may be a cardiac asthma or a hypertensive
encephalopathy. Uf the ninety six cases of hypertension L have

- gtudied/
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studied in the past six years, two presented as cardiac asthma and one

as a hypertensive encephalopathy.,

b) FACTURS AFFECTING HYPERTENSION.

The aetiology of hypertension remains obscure. However there are
several factors which seem to influence ihe disease and the family |
doctor is in a favourable position to study them.

the genetic factor seems to be important. %n a study of
untreated hypertension Leishman {1959;) showed that in hypertension
the male sex had an unfavourable prognosis. 4in his series of cases
which were watched over the period of time from L946 to 1959, not a
single male survived whose diastolic blood pressure was initially
found to be over L3U mms. Hge. the greater tolerance of women for

high blood pressure was evident, Even in cases of malignant
hypertension, the average duration of survival of the female was twice
as long as that of the male. It 1s not known why women withstand
hypertension better than men., Newman et al (1959) in a study of
treated hypertension aiso found a comparative immunity of female
patients to the complications of hypertension.

This has been confirmed in observations in my own practice.
During the pest six years in my practice there have been twenty eight

men and sixty eignht women who merited the diagnosis of hypertension.

Sixteen of the men and nine of the women have had a serious illness/
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illness directly attributable to the hypertension.

the familial factor is aliso understandably important. Ayman
(1934} found that where one parent had hypertension, the incidence
in the children (in later Life) was about %. Where both parents
had hypertension it was about 45%. Thus, the absence of & family
history of such iliness in a patient with hypertension suzgested
to him that there should be a particularly careful search for some
underlying cause. An interesting controversy on the aetiology of
essential hypertension was started by the publication of a paper
by torrison and Morris (1959) which purported to show that
essential hypertension was inherited as a simple dominant. <This
evidence was challenged by several workers, among the chief of whom
were Uldham, Pickering, noberts and Sowry (L96U). ‘hese authors
had, in earlier papers, proposed the view that essential
hypertension was not a specific disease entity, but was rather the
result of a gradation which is probably inherited polygenically in
the same fashion as, for example, height., it is important that
this controversy should be settled one way or the other as soon as
possible because ot its effect on future work, but at this stage
it would be unwise to forecast which view will prevail.

In my own experience i have found the family nistory to be of
great importance. It has been particularly striking in two families.

Une/
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Une of my female patients, aged frorty years, is the sole survivor
of a family of three sisters and one brother. uUne older sister died
of a myocardial infarction and the other older sister and older
brother both died of cerebral haemorrhage. AllL three who died
were hypertensive, and the surviving sister is at presént under
treatment for hypertension,

In another family therc are two brothers and two sisters. Une of
the sisters has hypertension but has had no serious complications.
Both the brothers have h~d myocardial infarctions. Une brother
has had two infarctions and he has hypertension.

The personal habits and way of life of patients sutfering from
hypertension deserve consideration. ost hypertensive patients
reqﬁire advice in adapting their way of Life to suit their raised
bivod pressure., iven the severest grade of hypertension will show
a fall in the blood pressure at times of complete rest or during
sieep. ¥et it has been my own tinding that nypertensiQn 1s not
necessarily found in pat:ients wno are emotional, or are being
subjected to environmental or occupational factors which cause stress
and anxiety. L. have otten found tnat it is the emotionaliy stabie
person, who has a peaceful home Lif'e and who is nhappy at his work,
who suftiers from hypertension. 1 do not think that environmental
or occupational factors are important as causes.

What/
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what is important 1s that hypertensive patients should have
advice on their mode of Life. ‘lhis, L feel, can best be given by
the family doctor, who knows the domestic and occupational background
of his patients. I'nough there is no evidence that essential
hypertension is primarily a psychological disorder, emotional stimuli
usually cause a higher rise in the plood pressure oi people with
nypertension than those wnose blood pressure is normal. Ulost
hypertensive pstients feel better and have a Lower bivod pressure
vhen under the care of a sympathetic and understanding ramiiy dovctor.

Diet may have some intiuence. Lt is interesting to note that the
Eskimos and the Sikhs who have a large protein intake and the Uhinese
and the tindus who are Largely vegetarians, rarely suffer from
hypertension.

Many hypertensive patients over-eat, Lif this is associated with
obesity, then it 1s wise to reduce their intake of food suiticiently
to reduce their weight. My impression is that male hypertensive
patients who are over-weight, are more lLikelLy to have complications,
and also have a shorter expectancy oi lire, Lt is also my impression
that most women with hypertension are over-weight.

it is therefore difficult to assess the importance of obesity in
women, though a recuction in weight is usually accompanied by a rall
in blLood pressure. the fact that they have a greater tolerance to

hypertension aiso makes it difficult to assess the influence of/
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of obesity in prognosis., 1t is of interest to note that Leishman
(1959) who, was making a comparison of treated and untreated hyper-
:tension, made the tollowing observations.

when he first started he noted ﬁhat the absence ot obesity was
probably a bad prognostic sign. <+hig was later reconsidered and he
thought that it was fairiy evident that the preponderance of patients
of normal weight among the fatal cases was biased by cases of
malignant hypertension, who are rarely over-weight., when cases of
malignant hypertensiuvn were exciuded the presence or absence of
obesity seemed much Less important since 38% of the petients who died
had been over-weight compared with A83% of those still living.,

ln the more serious cases of hypertension, reduction in sodium
intake is known to be of value., Gilchrist (1956) suggested that even
in malignant hypertension neariy half the patléhts will show a
regression of papilloedema and an improvement in eyesight when the
sodium content of the diet is reduced to ZuuU mgs. a day. in pre-
eclamptic toxaemia it has been known for several years that reduction
of the sodium intake has a beneficial effect on the illness. din my
own practice of domiciiiary midwifery L have no doubt oi the useful-
tness of sodium restriction. It is of interest here to note that
1 have a clear impression that pre-eclamptic toxaemia is much

commoner in obese women than in tnose of normal weight.



L3,

(ej DIAGNUSLS.

Hypertension is a common cause of premature death; its
diagnosis is therefore important. [t is equally important to
differentiate the two main divisions of essential hypertension
and secondary hypertension, kssential hypertension may be
described as a comlition with the symptoms and signs of
hypertension without any underlying cause. it has been my
finding that the younger the patient 18, the more thorough
should be tne search for some underlying cause, especially
if’ there is no tamiiy history of nypertension. sSecondary
hypertension is most commoniy due to renal disease,
particulariy i have found in women, to chronic pyelonephritis.,
Uther renal conditions are rare and include giomerular
nephritis, poliycystic kidneys, tuberculosis of the kidneys
and obstruction ot the renal artery. in my own practice,
out of the total of ninety six patients, who over the past
six years have merited the diagnosis of suffering from
hypertension i.e, wnose resting blood presswre is constantly
leU/ 10U or higher, only one had a rare renal condition. He
had biiateral polycystic kidneys and died of coronary
thrombosis. Occasionally the hypertension is due to other

rare causes, such as coarctation of the aorta, a phaechromocytoma or
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or Cushing’s syndrome. in my own practice i have not had the
opportunity ot seeing such a case. 1t follows therefore, that each
family doctor does not see many rare causes.

1 divide my approach to the problem of diagnosis into four
sections: -

Lo wHE PATISNI'S HIsSrORY AND SYAPIUMS

These are often difficult, misleading and bizarre.
Sometimes it is difficult to decide whether they are directly
attributable to hypertension, or whether they are due to other
causes such as cerebral atheroma or an anxiety state. They
cannot be directly related to the height of the blood pressure and
1 have often found a patient with severe hypertension as judged by
the height of the blood pressure, who has no symptoms. Conversely
a large number of symptoms can be found in a person whose blood
pressure rise is not severe. 1n most cases, however, the hyper-
:tension is found because the patient seeks advice for symptoms
which are related to hypertensive cardiovascular disease. lhe
commonest symptoms are headache, breathiessness, angina and
visual disturpance. Uccasionally it is an acute 1llness such as
a cerebro-vascular disaster. In patients with malignant
hypertension, headache can be severe. If the patient thinks he

has hypertension he tends to exaggerate his symptoms., Because
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Because of this, symptoms are not a satistactory criterion to judge
the severity of the iliness and the response to treatment., L have
found occasional difficulty in the differential diagnosis of the
patient who also has chronic bronchitis and emphysema and who may
have attacks of bronchial asthma, A history of renal infection,
renal pain and frequency of micturition should suggest
pyelonephritis. ©This condition may be missed when the symptoms are

not severe.

Ze _LHi BLUUD PRESSURE.

A solitary reading is useless. At phe first consultation, the
petient is often anxious and apprehensive and this puts the blood
pressure up. lhe diastolic reading is the most important as this
represents the permanent load carried by the heart and blood vessels.
I have found from my own experience, that L can get a 1U-15 mms Hg.
variation in the diastolic pressure and a 3U - 4U mm. Hg. variation
in the systolic pressure, at separate times during an examination,
This is presumabLy caused by excitement and apprehension of the
patient, I recard as abnormal, a blood pressure taken in a resting
position which is constantly 160/1UU mms. of :dg. or higher. 1
take the diastolic pressure to be the level at which the sounds
disappear.

I have found that with different techniques, L can get
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get different blood pressure readings in the same person. ‘he
pressure varies of course with posture., 1t is also varied with the
number of times the cuff is inflated, as the more often the reading
is taken, the more anxious and apprehensive the patient becomes.

The size of the arm may also be important, it is said, than an
obese arm can give a reading 15 mms. higher than it should be.
reduction in weight and therefore in arm girth is usually
accompanied by a fall in blood pressure. 1t has occurred to me
to doubt whether this fall in blood pressure is real, or whether it
is associated with the reduction in arm girth.

As a result ot these observations 1 feel that the height of the
blood pressure is not necessarily directly related to the severity
and therefore to the prognosis of the disease. 1 place little
reliance on a single blood pressure reading. ‘The significance of the

readings should be assessed in broad perspective,

3. CLINICAL SiGiNS,

"hese are the effects which the raised blood pressure is having
on the various organs of the body. FKrom the generai practitioner's
point of view, the signs which he can look for can conveniently be
put into three groups. These are the effect the raised blood

pressure has on the heart, the tundi of the eyes and the kidneys.
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In established hypertension the heart is usually tound to be
enlarged. the enlargement is due to either hypertrophy alone, or
to hypertrophy plus the dilatation of failure. The impulse at the
apex is found to be further out and down than is normal. |

The retinal picture is very important and finally decides the
category of the hypertension.

The renal rindings are very usetul. My own approach to this
aspect of the problem is to lLook for the presence of albumin, casts,
ceils or bacteria, ‘The culture of a mid-stream specimen of urine is
ugseful, both in male and temale., 1 very rarely resort to catheter-
tisatlon in general practice, 1 do not think it is really
necessary if the mid-stream specimen is properly collected.  ltext,
a properly conducted specific gravity test and an estimstion of the
blood urea are done, i consider that these tests are quite
suttficient, since they will show whether there is any renal fallure,
or whether the patient has a chronic pyelonephritis. A blood urea
level oi above 1lUU mgs. per LUOU ml. suggests a high degree of renal
failure,

'he retinal grading along with the efficiency of the heart and
kidneys are therefore the important factors in determining whether
treatment is necessary, and if it is, what kind of treatment wbuld

be best.
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4o FURIHM MAAAANAT IONS AND SESIS.

Further more detailed examinations may be necessary. ‘he two
most important are intravenous pyelography and electrocardiographic
examination. 1t is at this point that the family doctor requires
to seek the assistance of his hospital colieagues. It is my
opinion therefore, that the famiiy doctor cantake the investigation,
and assessment of the severity of hypertension a considerable

distance, up to the point of these detailed investigations.

(d) HUSPLTAL Al AND Cu=OPEAATLON,

A most important help to the general practitioner is access to
good laboratory facilities., 'This makes a great ditference to his
abiiity to diagnose, assess the severity of, and treat the condition.

In my own area, the general practitioners are very fortunate in
having this facility. In many areas, it is unaccountabiy denied
them,

it may be necessary to refer the patient to a hospital
specialist., in my own experience the two main reasons for seeking the
opinion of a colleague in hospital are:=-

L. The investigation of the young person with hypertension and

2. When the patient's hypertension is of such a serious degree
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degree that ganglion blocking drugs are thought to be necessary.

In my own opinion, it is only very rareiy and for compelling
reasons that these drugs should be commenced out of hospital. when
such an opinion is sought, it has been my experience that the tamily
doctor does get real help from his hospital colleague. 'fhe main
thing being sought is an opinion. 1t is of littie use to receive a
series of biochemical and X-ray reports without a qualif'ying
assessment of their meaning to the particular patient. 'hat they
should be accompanied by the opinion of a consultant with regard to
treatment goes without saying. uUnfortunately it sometimes happens
that this assessment and opinion is given not by a consultant, but
by one of his junior staff, This is unfortunate for two main
reasons, Hirstly, the patient is disappointed. He has been tolid
by his tamily doctor that he is being sent to see a consultant, who
may actually be named. vhen he does not see the person he was
expecting to see he reels disappointed and thinks that he has not
been considered important enoughto be seen by a consultant. He
has probably been looking forward with eagerness to the consultation.
For him, it is an important matter and a big event in his lifte.
Secondly it is annoying to the family doctor to receive an
assessment of his patient from someone who may be much his junior

in years and experience. <1his was not the opinion he was seeking.
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In my opinion it is completely wrong that patients referred tor

a consultant's opinion should mot be seen by a consultant. in
this respect, if it does occur, the family doctor does not get the
real help he is seeking.

Fortunately, in my own area tnis rareliy occurs. It has been
my experience that the family doctor does get real help from his
consultant colleagues. 1t is of great advantage tor him to know
the hospital consultants personaily. He can then discuss his cases
with them. ‘Ihis state of co-operation is one to be constantly
striven for. ¥From the patient's point of view, only good can come

out or such a state of affairs.

() HOSPILAL rmSUUHCES AVAILLABLE U FAMILY DUCLUR.

The resources available to the family doctor vary from area to
area, As L have said, access to a good Lavoratory greatly helps.
To be able to interpret the findings obtained in a sensible and
useful way is, of course, essential. It is in matters such as these,
that to be able to discuss a case fully with a consultant colleague
is of such great value.

1 feel strongly that it is very important that the family
doctor should have access to, and be encouraged to use, the

laboratory facilities of his local hospital.
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(£) rESULLS O THREATMENT AND FrOGNUS LS.

Wwidespread evidence exists that modern medical treatment
greatly improves the prognosis of patients with hypertension.
However, the treatment often imposes a strain on the patient, and
side effects may be troublesome. ‘his particularly applies to
the ganglion-blocking drugs. Symptoms due to postural hypotension
are common, and constipation can be troublesome. 7The hypertensive
patient who needs treatment, wiii as a rule, tolerate these gide
effects; 1t is however, undesirable to impose them unnecessarily.

From the family doctor's point of view, with regard to
treatment, the important thing is that he is responsible for the day
to day management of the patient. He sees the results of treatment
in a way that his hospital colleagues never can., By his knowledge
of the patient's family b=ckground he is able to observe the eftect
that the patient's improvement or deterioration is having upon the
family circle. 1t is the framiLy doctor's responsibility to advise
the patient with regard to his work. He has also to treat the
patient for any invercurrent ilinesses, and tals may require
temporary modification ot the hypertensive treatment. Almost
invariably it is the family doctor who treats the patient in the
terminal phase of his iliness.

Fortunately, the necessity to treat hypertension with



i

with gangiion-biocking drugs is, in my experience, rare. uut of
ninety six nypertensive patients 1 have treated, onlLytiee required
treatment with these drugs. ‘1wo hnave died. Une was a middie-aged
lady who had a maiignant hypertension foliowing eciampsia. ‘he other
was a young man who had malignant hypertension secondary to
bilateral polycystic kidneys. 1 have no doubt in my mind that the
treatment of hypertension in suitabie cases is both necessary and
justitiabte. Lt reduces and sometimes aboiishes the patient's
symptoms. LIt therefore makes his home a happier place. it often
enables the patient to continue at his work and allows him or her to
continue as an active member of the community. it enables a
housewite to continue to be busy and active in her own home.

in patients with malignant hypertension the outiook seems poor
in spite of treatment. Degenerative changes in vital organs,
particularly the kidneys, means there is little or no hope of
reversing the process.

From my own experience there are four main factors which
influence the prognosis.

These are:-

{(a) Sex - the male sex has a much worse prognosis.
(b)¥amily history = a family history of

hypertension gives a worse prognosis.
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(¢) High diastolic blood pressure is a bad sign.

(d) The state of the retinae is highly important.
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aiPOrT ON HY PERUBENSION AN GENEAL PRACTICE.

(A) EXCENT OF THY PROBLEM,

Hypertension is a common cause of premature death. It is now
one of the major diseases in civilised countries such asg the
United singdom and the United States of America. 1n the
United States ot America it hss been estimated that directly or
indirectly, one fifth of all deaths are due to the condition.
lmproved diagnostic techniques and longer expectancy of life,
presumably account for pert of the high incidence of this
condition to-day.

The extent or the problem and the prevalence of the disease
can be judged from the figures abstracted from my own practice,
in my practice of 4,0uU patients there are at present 96 who
merit the diagnosis of nhypertension, Uf these 28 are men and 63
are women. lhis may not seem a large number but compared with
other important medical conditions which require continuing
supervision and treatment, it is comparatively high. 1n my own
practice the number of diagnosed diabetics 1s L7 and the cases of
pernicious ansemia number lU,

Patients suffering from hypertension require regular and
careful supervision. if they are on drug treatment, their

supervision becomes even more exacting. 9The extent of the problem
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problem facing the general practitioner can therefore be big.
When a chart is made of the patients in my practice who
have been diagnosed as suftering from hypertension in the past six

years, the following is obtained:-

AGH wHEN DIAGNUSLS WAS MADE. VALE, FEMALE. TOLAL.

21 to 3V years 3 4 g

3L B4 T 1 3 4

4L ¥ 50 ' 2 7 9

5L % eb v L3 23 35

6L " ”' 8 25 33

7L+ L 7 8
TUTAL 28 =0 26

These figures lend confirmation to two suppositions that
all family doctors are inclined to have. firstly, there are more
women than men suffering from hypertension at any given age
group. Secondly, it is a disease which mainly affects the

older age groups.

(8) MAN1FESTATION UF HYPERIBNSIUN AS SHEN BY A GHNkrdAl

PRACY LI LUNER,
Headache, giddiness, angina of effort and a variety of ill-
defined complaints such as restlessness and irritability are the

symptoms most commonly associated with hypertension. Sometimes
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Sometimes it is difficult to decide whether the symptoms are
directly attributable to hypertension or whether they are due to
cerebral atheroma or psycho-neurosis. 4Lhey cannot be solely
related to the height of the blood pressure. A high blood
pressure isoften found in patients who are apparently in good
heaith and have no complaints. A multitude of sSymptoms can be
obtained from someone whose blood pressure is not much raised.
In those cases where the symptoms are attributable to the
hypertension, 1 have found that the response, to treatment which
lowers the blood pressure, is very satisfactory. in pitients
with malignant hypertension in particular, headache may be very
severe and develope before the patient is aﬁare that he has
hypertension, the response to treatment in these patients, as
regards relief of symptoms, can often be very gratifying.
However, because of the difficulty in analysing them, 1
have found that subjective manirestations can really have no
precise bearing on the severity of the condition or in
assessing the results of treatment, Their real value lies in
prompting the practitioner to take the patient's blood pressure.
Amongst my own patients 1 have found that there are certain
symptoms which do occur frequently and which lead me to take the

patient’s blood pressure. From the patients studied over the
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the past six years 1 have found the following incidence of
presenting symptoms, ULhe three most common are, headache,

giddiness, angina and breathlessness on effort.

Headache 4 21 25
Giddiness 6 10 16
Angina & breathlessness 15 12 , 27

i have found that the other three ways in which
hypertension was most commoniy found are:-

L, Ante-natal care,

Ze. Accidental finding at an insurance examination.

3. Sudden onset of serious illness in someone ﬁho was
not previousiy complaining, ©Such illness is usually a
cerebral disaster or sudden heart illness,sSeven of my cases
presented this way. Lhere were three men, one with a
myocardial infarction, one with cardiac asthma and the other
with a hemiparesis. *here were four women, one with cardiac

agthma and three with a haemipliegia.

(C) CAUSES ur HYPERIBENSLUN vrnmr tHAN IDIUPATHIC.

It has to be decided whether the hypertension is essential
or secondary to some other cause. <The prognosis in essential

hypertension is reiated more to the effect of hypertension on
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on vital organs than to the height of the blood pressure itself.
1 think that unrecognised mild chronic pyelonephritis in women
is probabiy more common than is realised. [he original
infection aimost certainly occurs in pregnancy. Hypertension
présumabLy ensues in a number of these women and probably
accounts for the considerable percentage of women in middie age
who have hypertension, it is my practice to treat cases of
pyelonephritis in pregnancy energeticaily and carefully.

Apart from this group, theisrgest number oif patients who cannot
be clagsitfied as essential hypertension, is undoubtediy the
group in whicn hypertension is associated with other symptoms
and signs of pre-eciamptic toxaemia., the cause of this
illness is still obscure. uther causes are rarer and in my own
practice L have found onlLy one. He was a patient who suftfered

from bilateral cystic disease oi the kidneys.

(D; BECOGmiLIUN OF HE HESIASLASAED DISEASE PHOCHKSS.

For practical purposes, a blood pressure which is constantly
above l6U/LUU mms. of mercury i regard as abnormal at any age.
This, of course, does not imply that it is ot serious
significance, and that treatment is required. Wor does it imply

that the patient should be told of the finding. A blood pressure
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pressure of lou/LluU is unlikely by itselt to cause symptoms, or to
be associated with objective evidence of hypertensive disease.

whether hypertension is significant, can often be decided
only atter a period of observation.

A rise in the systolic blood pressure without a corresponding
rise in the diastolic pressure may occur with anxiety, aortic
incompetence or thyrotoxicosis. However, it is most irequentiy
attributabie to atherosclerosis decreasing the elasticity of the
aorta and its main branches. As a rule, systolic hypertension
does not require treatment with potent hypotensive drugs. in
fact it is likely that the lowering of the blood pressure in a
patient with atherosclerosis makes him liable to cerebral
thrombosis. ihe diastolic pressure is trar more important and
it is with it that the prognosis and treatment are mainly
concerned.

Because ot the difficulty in analysing subjective
manifestations, they are not a satisfactory criterion on which
to base the diagnosis of the established disease process of
hypertension. 7The disease process is recognised by a
careful examination of the various systems of the body.

Hepeated examination of the blood pressure may show that
slight hypertension, found under the excitement and apprehension

of an initial medical examination, readily disappears. Un the
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tnhe other hand, persistence of the diastolic pressure at levels

of 10U mms. Hb. or more, merits further investigation, particuiariy
in young patients. Ihe full examination of these patients may
require facilities which are not usually available to the famiiy
doctor. 4t has to be decided whether the hypertension is essential
or secondary to some cause. Lt essential hypertension is the
correct diagnosis, then a search for the compiicativns of
hypertension is important, because of their bearing on prognosis and
the need for treatment, L‘he prognosis in essential hypertension is
related more to the erfect oi hypertension on vital functions than
to the height of the blood pressure itself., LThese effects help to
establish the diagnosis of the disease process and in turn
intivence the decision to which grade a particular case belongs to.

The recognition of the established disease process therefore

does not depend only upon the rinding that the patient has a high
blood pressure. lLividence oi hypertensive disease in other organs
must be sought.,

L. As regards the heart, wnether there is left ventricular
hypertrophy, left ventricular tailure, congestive heart
failure or associated ischaemic heart disease.

2. As regards the retina, whether there is papilloedema,
haemorrhages, exudates or arteriolar changes.

3. As regards the kidneys, whether there is evidence of renal
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renal disease, of impaired remal function or of renal
failure,

L.As regards the brain, whether there has been a major vascular

accident or recurrent minor strokes or mental changes.

Changes occur in the blood vessels of all people right

through lite, 2his takes the form of a sclerosis of the vessels.
This shows as ahardening and marrowing of the vessels. Uhanges
occur in hypertension, and the result depends upon what stage of
involutionary sclerosis the person's blLood vessels are at, <Lnis
has a direct bearing on the classification of the disease.

I classify the disease imto three groups:-

L. Late in lLire the arterial tree shows well marked
involutionary scierosis. The blood vessels'‘' reaction
to hypertension is theretore very small. - fhe arterial
tree is well protected. This constitutes what L call the
benign group.

2. in middle age the arterial tree is not so well protected,
and changes occur more frequentiy in other organs. lhis
constitutes what I call the severe benign group.

3. Early in Life, the vessels are virtually unsclerosed. lhe
vessels therefore show greater changes, and these changes

can be seen well in the fundi. 7This is the group of
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of malignant hypertension.

In the mild benign group there are sometimes no symptoms at all..
Symptoms such as morning headache and vertigo are usually slight.
Individual blood pressure readings vary considerably of course, but
readings between 150/100 and 200/120 might be expected. ‘Lhere
might be some siight arterial narrowing in the retina., Henal
function should be normal. this mild bemign type is often
regarded as needing either no treatment at ali, or only general
measures such as rest and mild sedation.

in the severe benign group a patient would experience symptoms
such as fatigue, headacne, dyspnoea and renal impairment, of
sufficient severity to cause real discomiort., “the retinal vessels
would show definite sclerosis and possibiy exudates, cotton wool
patches or hzemorrhages. Definite retinitis would be in evidence.
Henal function would probably be impaired with some evidence of
proteinuria and haematuria. <*he blood pressure readings would be
in the region of 15U/LiU to 28U/l4U. FYatients in this group often
show a most gratirying response to treatment.

Malignant hypertension often runs its course in a
comparatively short time, Sometimes in a matter of a few months
only. It is rareliy longer than two or three years. It is

associated with severe headache, weakness, loss of weight, dyspnoea
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dyspnoea and confusion. Blood pressures in the region of 24U/130
to 3uU/LsU may be recorded. ‘The retinae will show papilloedema
ard renal function will deteriorate progressively. Drastic
treatment is called for.

it is customary to grade the retinal changes according to
severity, as follows:=

Grade L. General narrowing of the arterioles with varying

calibre and increased lLight reflex.

Grade 2. turther reduction in the arterio-venous ratio and
constriction of the veins where they are crossed by the arterioles.

Grade 3. The appearance of exudates and haemorrhages.

Grade 4. The appearance of papilloedema.

Broadiy speaking, grades 1L and 2 are found in the patient
suffering from mild benign hypertension; grade 3 in the severe

benign case and grade 4 in the maiignant hypertension.

(E) LHEATMENI.

i, DisSCUsSSIUN OF THEATMENT.

An important principie in the care of patients with
hypertension is to assess as accurately as possible the severity
of the disability and to adapt treatment accordingly. Lt can be
as important not to treat or mot to over-treat, when symptoms and
signs are trivial, as it is to emply an intensive routine when the

condition is severe.
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It has to be decided whether the nypertension is essential or
secondary to some other cause., Lf the nypertension is secondary to
some other cause, it is necessary of course, to deal with this cause
if possible. 1i essential hypertension is the correct diagnosis,
then a search for the complications of hypertension is important.
This is because of their bearing on prognosis and on the need for
treatment. ‘therefore the condition of the heart, kidneys, occular
fundi and brain is particularly important. Lif function is
gignificantly impaired then measures to lower the blood pressure
are necessarye.

The patient's safety depends upon the state of his arteriolar
walls. Lo gauge his vascular state and decide on the appropriate
treatment, if any, information of the greatest importance is
obtained by direct inspection of the retimae. Simple studies
of renmal concentrating power, heart size, electrocardiographic
examination of the heart, and the height of the blLood pressure
itselt, are valuable aids in the assessment of the séverity of the
arterial disease. ‘hey are hovever, secondary to examination of
the fundi,

Consideration however, must be given to the etficiency of the heart
and kidneys. Kither of these, after taking the brunt of the
elevated pressure for years, may begin gradually to show signs

of failure, or even suddenly fail, Left ventricular failure,
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taiiure, particularly in an acute form is sometimes the way in which
the patient's condition is brought to the notice of his family
doctor.  lncreasing breathlessness on erfort is a very common
symptom of the patient when he is first seen. Among my ninety

six patients studied over the pamt six years, twenty seven have
complained initially ot disabling breathlessness on effort, and

two actualliy presented as cardiac asthma, Cardiac asthma is an
urgent indication for treatment,

there is also little doubt ot the importance of albuminuria
in a person sufiering from nhypertension. The appearance of
albuminuris, like retinopathy, has an ominous significance.
These two distinct phenomena have a remarkably simiiar cliniecal
meaning, They are not necessarily associated with excessively
high blood pressure, Occasionally wraemia has been known to
appear without the deveLOpmeht of retinitis.

The interpretation of electrocardiographic abnormality
appears to be more difficult. Leishman (1951) suggested that
"gtrain pattern changes appeared in the electrocardiogram
Whenever the relationsnip between the ventricular muscle bulk
and coronary artery bilood was disturbed. He noted that there did not
seem to be any close relationship between this finding and the
severity ot the hypertensive state.

The retinal grade, and the efficiency of the heart and
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and kidneys, are therefore the basic factors in determining
suitable treatment. An account must also be taken of the age of
the patient. More vigorous treatment is required and is
justified, in younger patients than in the'eLderly, whose
arteries show well marked involutional scierosis. Degenerative
changes in vital organs may be so advanced that therapy is
useless. Lhis applies particulariy to the state of the xidneys.
i1f remal function is impaired there is little or no hope of
reversing the process., Hypotensive drugs aggravate uraemia. A
sudden fall in the blood pressure of elderiy people mayprove
upsetting to them and occasionally has proved fatal.

ihese considerations lead me to the conclusion that patients
are best selected for treatment on the basis of their vascular
state as it aftects the fundi, and the heart and kidneys. ‘this
is preferabie to basing treatment on casual blood pressure
readings. ‘he blLood pressure can vary trom day to day, if not
from hour to hour, but the cnanges'in the vessel walls and the
effects they produce are constant, in the nypertensive patient,
the state of the walls of his arteries and arterioles is more
important than the height of nis blood pressure.

The family doctor, who has aceess to good laboratory
faecilities, can therefore make this selection, %the age and sex

of the patient are the first facts to consider.
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Then a study of the patient's back-ground and his famiiy
history is done. ‘the rfamily doctor is best piaced to do this.
riepeated readings of the blood pressure are necessary. Lhe
patient is less likeliy to be excived and apprehensive in the
presence of his family doctor than in the presence of a strange
doctor, i then examine the patient's heart to see if there
is any enlargement. i then examine the tundi, |1 fhen examine
the urine for aibumiphnd the specific gravity. A specimen 1is
then sent to the laboratory tor examination ror casts and cells;
a centriiuged specimen is reaily necessary for this. Simple
renal function tests can be done if necessary, such as the renai
concentration and the remal diiuvion tests.

Some patients have a significantiy high diastoliic pressure
but no evidence oi functional impa.rmemt of the heart, kidneys
and rundi are seen, Some authorities advise treatment for these
patients as a measure to prevent the appearance of damage to
organs. Uthers are of the opinion that the condition may remain
unchanged tor years and hesitate to start treatment. 1 am
inciined to the opinion that it they have persistent symptoms
such as headache or dizziness and are showing symptoms of anxiety
they are better treated with a mild sedative., Certainly, if these

patients are not treated, they must still be carefully watched

for the appeatance of impairment of organs.



43e

Symptomiess, uncohpLicated hypertension is a difficult
problem. The statistics provided by life assurance companies
(Dublin et al 1949) and Bechgaard's (1946) follow-up study of over
LUUU patients with hypertension have shown clearly that Life
expectancy diminishes with even small rises in the blood
pressure and that the excess mortality is due mainly to
cardiovascular and renal disease, ¥rom such data it has been
argued (stewart 1947) that hypotensive therapy should be given
to symptomiess patients. However, other authorities suggest
that treatment or such hypertension will not necessarily improve
the prognosis.

A rise in the systolic pressure with a normal diastolic
pressure 1s a finding L note to be common in elderly people. 1
find the prognosis to be good, presumably duve to the blood
vessels being well involuted. ‘*he eftect on other organs
appears to be very small, “these patients rarely require
treatment and then onty with mild sedation.

To summarise the above observations, L think that the
following three groups of patients should be treated.

1. All patients showihg hypertensive retinopathy; that. is

grade 3 and grade 4 changes.

2. Those patients who have hed attacks of left vemtricular

failure or angina, or who have had transient cerebro-
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cerebro-vascular episodes. lhese patients may not
necessarily have hypertensive retinopathy.
3.,those patients who are seriously disabled by symptoms
such as breathlessness or headache, associated with a

persistently hign diastolic pressure.
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(B} <. wihl DUES UNK HOPE 10 ATTAIN BY TrEAYMENT.

there is as yet no actual evidence that in pstients whose only
abnormality is a moderately raised blood pressure, treatment wiil
prevent complications in later life., secause of the long course of
benign essential hypertension such evidence cannot in any case be
available for many years., <t is obvious from observations of my own
patients over the past six years, that in many such patients the
blood pressures varies Little, if at all, from year to year. ¥n a
few it can actually decreasge,

However widespread evidence exists that modern medical treatment
greatly improves the prognosis of those patients whose prognosis
would be poor. in those patients whose condition requires treatment
with powerful hypotensive drugs, perseverance with the treatment can
impose guite a burden on the patient because of the troublesome side
effects. while these are burdens which the patient who really
requires treatment can welLl tolerate, it is obviously undesirabie
to impose them unnecessarily.

A.w.D. Leishman (1959) studied 2Ll patients with diastolic
pressures initially more than 100 ms. Hg. over a period of about
thirteen years, or until their death. They vere not given any
treatment, One half (lU6) of these patients died. This

represented o6% of the men and 39%df the women, a further
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further indication of the resilence of the female sex in this
condition., Also with the exception of 14 of these patients, all died
before they were 6U years old.

By suitable treatment it is hoped to alter this depressing
pictﬁre, particularly for the male sex, who have a depressingly high
mortality rate.

Hypotensive drugs are now well establiished in the treatment of
arterial hypertension. in the malignant type, their value has been
clearly demonstrated {Morrison L953; Harington and rosenheim 19543
MeMichael and tiurphy L955; omirk 1957).

Moretecent ly two important papers have descriped the results of
treatment/in malignant hypertension. firstly, Dustan, Scheckloth,
Corcoran and rage (1958 reported on the cuurse of 84 patients wno
had been under treatment with potent hypotensive drugs. 33%
survived for 5 years and <op for b years., +hese figures are a
substantial gain over previous rigures for untrested cases. #enal
failure was an important cause of deatnh. Uerebral haemorrhage was
the most common atheroscierotic compiication and was associated with
poor control of the blood pressure. +he most favourable outcome was
found in patients who received treatment before there was exuensive
vascular changes. Yhe second report was from Harington, kincaid-smith

and M%cMichael (1959) who reported on an improved expectation of Lite
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Life in 82 patients with malignant hypertension. ‘This improvement was
by a factor of 6 - 8 times compared witn previouslLy reported untreated
Series;

Benefits of treatment were most pronounced in retinitis and in
heart faiiure. JImprovement in the eLéctrocardiogram was seen in one
third of the cases, but reduction in the cardiac size oceurred lLess
frequentiy., Henai function was not infiuenced and patients with
neurological compiications did not derive much benefit from treatment.

Une of my main hopes in treatment is to a iiay the patient's
apprehensiopand fear, By their manner, attitude and personality,
some doctors are able to accomplish more tnan others for their patients.
it isg important for the doctor to estabiisn a bond of trust with the
patient, and to re-assvre and encourage him. 21t should be explained
to him that serious compiicativns are not common, and that the condition
can be comparatively benign. 1t should also be explained that suitable
treatment is availabie when it is required. A great deal can be
attained by this initial approsch to the patient‘s iliness, and it can
also meke the subsequent use of appropriate drugs easier,

It is important not to be misled by the blood pressure readings.

L never comment much on isolated readings. 7The level of the mercury
seldom co-relates with the patient's state of health., However, 1 feel
that it is important to take the patient's blood pressure at each visit.

He expects it to be dome and L am sure that the simple taking of the
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the blood pressure has some therapeutic effect. it symbolises to
' the patient continuing interest in his condition on the part of the
doctor. <+he patient cares little about the state of his retinal
vessels or the efficiency of his kidneys. He is, however,
intensely interestdin the height of his blood pressure. <this is
the crux oi the problem to him, I do not think that taking a
patient's blood pressure at regular intervals makes him more
anxious. Un the contrary, I find him more re-assured and
sgtisfied, when it is recorded.

Uccasionally, i find it necessary to try and re-organise
a patient‘s life. By doing this, 1 hope to attain better health
for him, A routine ot lite which includes LiLong hours of sleep,
a short mid-dav rest, quiet week-ends and good holidays, is much
to be desired. Even 1n the severest cases ol hypertension, the
blood pressure will temporariiy fall during sleep. Lherefore it
is important to make sure that the patient gets adequate rest
during the night; if necessary with the help of sedatives. ror
the burden which is being thrown on the cardiovascular system
to be relieved even ior a few hours is of great benefit.

‘he benefits of treatment seem to be more pronounced on
retinitis and heart failure. The most florid vascular lesions

of the young patient with malignant hypertension regress to a



a state comparable to that seen in elderly subjects (Aiincaid-Smith
MacMichael and Murphy 195%).

Harincton (1959) reported on a series of 83 patients with
malignant hypertension treated with ganglion-blocking drugs
during the period 195L to 1958, The results in this group were
compared with @ control series previously reported from the same
hospital in which they were working., The expectation of life of
the treated patients was increased by a tactor of six to eight
times that of the control series. frolonged swvival was
particularly seen in those peatients whoserenal function was normal
or only slightly impaired at the start of the treatment, Death
was most frequently due to uraemia, Heart failure, as a cause of
death, was considerabiy reduced in the treated group. +‘he benefits
of treatment were again most promounced on retinitis amd on
heart faiture. Improvement in the electrocardiogram was seen in
a third of the cases. @eduetion in the size of the heart
occurred less trequently, Kenal function tended to remain
stationary or to improve slightty in those patients with an initial
blood urea Level below U mgs. per Luw mls. v“here renal
impairment was more severe than this, progressive deterioration
was the rule. Fatients with newrological complications did not

derive much benefit from treatment. Accompanying atherosclerosis
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atherosclerosis was a limiting factor in the success of treatment,
particulariy in older patients.

Leishman(l959) compared the progress of 21L untreated
patients with 73 patients treatec by Lumbo-dorsal sympathectomy
and 118 patients treated with ganglion-blocking drugs. <These
cases were regulariy followed from 1v4o. Half of the untreated
cages died, and a study of these cases confirmed that high
diastolic pressure, male sex, and the presence of albuminuria
or retinopathy, were particulariy unfavourable features. Chénges
in the electrocardiogram did not acpear to influence prognosis.
Except in malignant hypertension, the mortaiity rate among
treated patients was never higher than one third of the untreated
cases. .

These reports suggest that life can be extended and health

improved by suitable treatment in selected patients.
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(B) 3. THERAPEULIC AGENIS AVALLABLE & MUDE OF ACLiOi.

in the treatment of hypertensive vascular disease, a great
variety of effective remedies are now available. Lhere are now
so many, that a great deal of care is required in deciding which
one to use for any given patient. they range from simple remedies
to powerful drugs which are difficult to control. uccasionally,
a surgical operat.on may be indicated, wnich may be either
pailiative or with a view to cure. %reatment varies from patient
to patient, and must always pe adapted to the requirements of the
individual. The dose of the chosen drug must be under review at
regular intervals. N0 singie remedy is uniformly successtul.

When hypertension is due to an adrenal tumour or bilateral
adrenal hyperplasia, removal or the tumour or sub-totai
adrenalectomy is usually indiested and is often curative.
Hypertension which is associated with renal disease seemingly
confined to one kidney, may or may not be abolished by
nephrectomy or the reparative proceedures tor remal artery
stenosis. Hesidual hypertension after these surgical proceedures
may be due to residuali renai disease caused by the previous
hypertension., rortunately, increasing use or differential renal
function tests will probabiy make for greater accuracy in
selecting patients Likeliy to benefit from operation.

Co-arctation of the aorta is amenabie to execision followed
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toliowed by end to end anmastomosis or insertion of a nmatwral graft

or artiticial prosthesis. The optimum age for operation is between

10 and QU years, and although patients of 4U years have been operated
upon successfully, some surgeons regard 35 years as the extreme upper
age Limit for swurgical repair (Flavelil 1957j.

Since the powerful hypotensive drugs have become available, the
operation of Lumbo-dorsal sympathectomy has been used less and Less
in the treatment o:f hypertension. Very occasionaliy the operation
may be indicated in young patients suftfering from severe hypertension
who have either not responded to hypotensive drugs, or for one
reason or amther, are unable to tolerate treatment with any of tThem,
in certain hands it nas been a most successtul treatment., Leishman
{1959) had a satistactory tali in blood pressure in 8U» of the
patients who underwent thisbperation. ‘tnis good result was
attributed to extensive dorsal denervation.

The rarity of such operations nowadays is shown by the fact
that in my own practice, none or my cases of hypertension have
had a cause which could be remedied or paLliated by surgery.

I'he medical management of hypertension has always presented
difficult problems. These have been complicated rather than
simplified by the introduction of the new potent drugs. These

substances can have serious side eftfects which can interfere with
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with their successful use. Fortunately, the vast majority of
patients suffering from hypertension require only mild sedation.
In my own practice out of ninety six patients requiring medical
treatment for hypertensiom seventy have required mild sedation
only, My personal choice is for phenobarbitone alone, or
phenobarbitone and theobromine. ‘This therapy, combined with
adequate rest and relaxation, and the reduction of weight where
advisable, is usually sufficient, This applies particularly to
the elderiy ot both sexes and to the majority of middle-aged
women who require treatment.

When further treatment is thought necessary, but the
reduction in blood pressure required is not great, then treatment
with a chiorothiazide or flumethiazide derivative or a rauwoltfia
preparation, is necessary. Sometimes, a combination of both

drugs may be required.

RESERPINE, Many reports have claimed that reserpine, the
active alkaloid of rauwolf'ia serpentia, is a great help in the
treatment of hypertensim. in Laboratory animals and in man,
reserpine lowers the blood pressure, slows the heart rate,
increases the intestinal movements, constricts the pupil, and
exerts a sedative action onthe central nervous system. ..in

therapeutic amounts reserpine lacks significant peripheral action.
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action, The etfects of reserpine observed clinically, after
systemic administration of therapeuvic amounts, are due to
activities witht#bhe central nervous system.

The fall in blood pressure is due to lowering of the
peripheral resistance by vasodiiatation. The cardiac output does
not fall significantiy. ‘'he cemtral origin of this hypotensive
action is confirmed by the observations that reserpine abolishes
pressor refliexes, the pathways of which traverse the central
nevous system.

An interesting property of reserpine, is the interval betore
the onset of itsaction., &ven after intravenous administration
there is an interval of one hour or more betore the onset of its
actions wanich are long-lasting. Lt is very insoluble, and the
delay probabiy represents tine time required for an adequate
cagentration to reach the receptors. The smaller the dose, the
longer is the Latent period. <This characteristic delay is evident
in the organ bath, wnere the action of reserpine persists aiter
the fluid containing the drug has been washed out. These
findings re-infarce the view that the drug has an intracelliuiar
site of action., Another, though less Likeliy explanation of the
delay in action, is tha¥it represents the time required for a
metabolic transformation.

The central sedative action of reserpine is not the cause
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cause oif its effect in Lowering the blood pressure. However, this
central action is a useful adjunct, and reserpine has been used in
the treatmert of mental disease. Un the other hand, it can cause
mental complLications, notabiy depression in hypertensive patients.
The side erfeets noted during reserpine treatment inciude nasal
stuffiness, fiushing of tne skin, headache, diarrhoea, muscie pain
and rigidity and mentai depression. Amongst my own patients,

nasal stuffiness was comptained of in neariy all taking the drug
and mental depression gradually became a serious problem.

When L first started to use reserpine for the treatment of
hypertension, 1 used it in doses of U.5 mg. to 1 mg., daily. Tlhe
results as regards fall in the blood pressure were certainly good.
As time went by, it became obvious that many of the pat;ents being
treated, were showing milddepression., &Lven when the dose of the
drug was lowered to U.<5 mgs. daily this persisted. then two
patients became quite severely depressed and the drug had to be
stopped. 1 latteriy used the drug only in doses of U.z5 to U.5 mg.
daily and even with this dose, many patients showed depression.

I have now virtually ceased to use the drug.

It is claimed that other alkaloids of raulwolfia retain the

hypotensive properties of reserpine but have fewer side effects.

In clinical practice however, the result$ both with rescinnamine
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rescinnamine and deserpedine have been disappointing.(Fife et al,
196U., Cranston et al., 1960). 'wo recent reports on methoserpidine
are more encouwraging (G.Y. Irial 196l; Holt 196L) and this drug may
prove to be better than reserpine. 1 had the privilege of taking

part in this G.F. trial.

CHLURUITHIAZ IDE. was synthesised by Navello and Sprague (1957

It is a non-mercurial diuwretic agent which has greatly simpiified
the treatment of many hypertensive patients. It§hypotensive effect
is not completely understood, but it 1s prtly dependent upon its
powerful diuretic and saluretic actions. ©T1he principle action of
the drug is to cause marked increase in the excretion of sodium
chloride and water. 1his causes a considerable eiedroiyte and
water diuresis. Potassium excretion is also increased, but to a
lesser extent than that of sodium and cnloride. There may be some
inerease in bicarbonate excretion initially,

Chlorothiazide diminishes re-absorption of sodium chloride
by the renal tubules, and the resuiting increase in electrolyte
excretion is accompanied by an increase in urine volume., the
onset of action is usually within two hours, following oral
administration, with the maximum effect at about four hours.

It is now estabiished that chlorothiazide has an important
place in the treatment of hypertension whether or not there is

associated cardiac faiiure and oedema, <The first reports
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reports describing the effectiveness of the drug in the treatment of
hypertension appeared in late 195/ and eariy lys3. L1t may be
possible to control hypertension with chiorothiazide alone, or with
the addition of a sedative such as phenobarbitone, or mild
hypotensive agent such as reserpine. Llhe drug enhances the effect
of ganglion~biocking agents, with the result that a much lower dose
of these drugs may be required, thus reducing their side eitfects.
its use aiso allows more latitude in salt intake, and severely

salt restricted diets are not necessary.

The effect of the drug seems to be, in part, determined by
the severity of the hypertensive disease. Ffinnerty et al (1959)
found it to be ineffective in eleven patients with severe
hypertension, and in twelve out of thirty patients with moderately
severe hyvertension.,

Chlorothiazide has a potentiating effect on the action of
ganglion-blocxking drugs. A reduction in plasma voliume is thought
to be the main factor lLeading to the increased sensitivity to
ganglion-blocking drugs. Lt may sometimes even lead to postural
hypotension., This was corroborated by the work of U'Donnell
(cited by Smirk, 1957.) He showed that. in patients on strict
dietary sodium restriction, postural hypotension was closely

related to a reduction in the plasma volume and he found that
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that the postural fall in pressure could be abolished by infusion
of salt-free dextran. U‘'Donnell observed aiso that the increased
postural sensitivity to ganglion-biocking drugs in patients on a
salt-free diet correlated with a diminution in plasma volume, and he
confirmed a report of Freiss et al (195L) that the extent of the
postural fall in blood pressure after the taking of hexamethonium
was greatly increased by small venesections.

ratients taking chlorothiazide continuousiy may.require small
daily supplements of potassiumn chloride, particularly where severe
cardiac or renal disease co-exists. The action of digitalis may
be enhanced., Uccasionally chlorothiazide causes nausea and vomiting,
but hydrochlorothiazide does so less often (Smirk et al.l9oU).

The results of recent trials (Fife et alt.,, 196U, Smirk et al
196U and Juel-=Jensen and Pears lvouj indicate that a satisfactory
fall in blood pressure can be ovtaired in about one third of
hypertensive patients taking oral diuretics alone.

I have found drugs of the chlorothiazide and flumethiazide
groups to be of great vaiue in the treatment of hypertension. 1\
have used them on their own in the severe benign group of
hypertensives and also for the treatment of the hypertension and
oedeﬁa associated with pre-eciamptic toxaemia. i have found no

side effects of any consequence.
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Lf neither reserpine nor chlorothiazide alone proves capable of
reducing the blood pressure then they can be given together. LIf this
treatment fails, one of the more poweriul hypotensive drugs will pe
necessary. lhe controversy on the treatment of hypertension has not
disappeared with the introduction of drugs which solely block
adrenergic fibres. nitehin et al {lYol, state that “drugs with a
selective action on the sympathetic nervous system are not yet
established asthe best metnod of luwering the blood pressure, and
interest in new gangiion-blocxing agents continues's There are,
hovever, big advantages to patients, oif drugs wnich do not block the
autonomic gangiia, and wnich produce their hypotensive effects
solely by their action on adrenergic tibres.

A variety of ganglion-biocking drugs are now available.
Hexamethonium was the first to be used, but is now no longer used
because ot ik side eftects. Methonium compounds act by blocking
the transmissiuvn of both sympathetic and parasympatnetic impulses
through autonomicgangiia, +‘he sympathetic effect is dominant and
this causes a release of neurogenic vasoconstriction tone, When
given by mouth, varying absorption can occur and this can result
in dangerous postural hypotension and even on occasion can cause

paralytic ileus. Other ganglion-blocking drugs at present
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present available are pentolinium (“Ansolysen’), chlorisondamine
("Beolid¥), mecamylamine {‘lnversine’) and pempidine (‘“Peroiysin'j.

The two most often used are mecamylamine and pempidine. A
recent small ciinical trial by sinelair (Lyol) indicates that
there is little difrerence between these two drugs. Both are
effective hypotensive agents but blood pressure control is not easy
with either orthem and side eftects are cdmmon and troublesome,
the most serious side efTects can be caused by the drug blocking
the parasympathetic as well as hypothetic gangiia.

Iwo adrenergic~bilocxing drugs are availabie, bretylium
(“Darentnin®) and guanethamide {“ismelin®;.

Yor Long-term treatment, adrenergic-blocking drugs are to
be preferred, mainly because their side effects are less disturbing.
However there is still a place for parenteral preparations of
ganglion-blocking drugs in theemergency treatment.of such
hypertensive crises as acute pulmonary oedema or cerebral
encelphaliopathy (Baver et al, 196Lj}. Uf the two adrenergic-blocking
drugs, bretylium and guanethidine, recent reports (Bauer et al,
196l., Lancet (LlYoi; i, vi., Blanshard et al. LYo6lL.) tfavour
guanethidine., Compared with bretylium, it is longer acting, 1its
absorption is more complLete and predictable, and drug tolerance is
much Less of a problem, so that usually fewer tablets need to be

taken. (Evanson and Sears 1960, Doliary, smslie-Smith and Milne
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Miine 196U, Bauver et al. 196lL)

With guanethidine, as with all the poweriul hypotensive drugs,
hypotensive symptoms, such as giddiness, and nausea are fairiy common.,
They are most liable to occur when a patient gets up suddenly from
a gitting or a lying down position,

Lhey may also appear during exXertion, or when the action of the
drug is potentiated by not weather, excessive sweating, diarrhoea
and in other conditions which tend to cause sodium depletion (Bauer
et aL.L9bL). These svmptoms may be reduced by rising fremfhe
reclining to the erect position slowiy, by avoiding sudden exertion
- particulariy during hot weather, and by prompt treatment of
disorders Liable to cause sodium lLoss.

A form of hypotension said to be peculiar to guanethidine
treatment (Bauer et al. i9o6i) 1s confined to the early morning and
characterised by marked fatigue, lLack ot energy, and muscle
weakness., it appears to be uninfluenced by any measures other
than a reduction in thedase of the drug, which may not always be
compatible with satisfactory treatment.,

Other side effects of guanethidine which have been reported
include myalgia, nasal stuffiness, soreness of the eyes, parotid
pain, mental depression and diarrhoea. ‘the drug is also

reported to cause flLuid retention, an added reason for giving
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giving the drug in combination with Giorothiazide, especially when
heart failure is associated with the nypertension.

L have had recourse to use the more powerful hypotensive drugs
on three occasions oniy. Une wa:s with a man in the malignant
. phase of his hypertension, which was secondary to bilateral
polycystic disease o the kidneys. Another was in a woman in the
malignant phase also, the hypertension being secondary to severe
eclampsia. The third was a woman with severe benign hypertension
whose symptoms were severely disabiing. From a general
practitioner’s point of view, the place these drugs have in the
treatment of hypertension is small. They are required very rarely.

The vast majority of hypertensive phients never require to receive

such therapy.
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(F) PRUGNUSLS.

The prognosis in essential hypertension is related more to the
effgct of hypertension on vital organs, than to the height of the
blood pressure itselt., Lf the function of the heart and kidneys in
particular, is significantly impaired, tkern the prognosis is not so
good. Because the prognosis is inf'luenced by many factors,
consequently the effects of blood pressure reduction are dissimilar
in individual patients.

G.A. Perera (1955) found in 40V patients with hypertension that
the average age at onset was 32 years and at death 52 years. 7The
common cause of death was cardiac faiiure. Unce papilloedema
developed, the outlook was poor, iMeiahon found that more
hypertensives with papilioedema had progressive renal deterioration
and were dead within a year.

Leishman (1959) described the progress of 2i1 untreated
patients with hypertension, regularly followed since 194b. He
compared them with the progress of /3 patients treated by Lumbo=-

. dorsal sympathectomy and Lis patients treated with ganglion-
blocking drugs. Half of tne untreated cases died. Lthe number of
deafhs in the treated cases was only one third of the untreated
cases.

Many other doctors have reported improved prognosis witn the
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the use of gangiion-biocking drugs, either by themseives or in
compination with other drugs, such as serpasiL. Lhese reports
inciude those qf Smith (19%/) Dustan et al (1Y5¢) Binecaid-Smith,
MeciMichael and Murpny ( 1953).

The most convineing evidence of benefit is ﬁo be seen in the
regression of pathological changes in the renal arteries and
arterioles. &Even the most severe vascular changes seen in the
young patient can improve, {Kincaid-bmith, McMichéel and Murphy
1958) .

Harrington et al (1959) reported on a series of 83 patients
where hypertension was severe enough to justify the use of
ganglion-blocking drugs, during the period 1951/58. <lhe results
observed were compared with a control series previously reported.
The expectation of Llife of the treated patients was increased by
a factor of 6 to & times that expected from the control series.
Prolonged survival was particularly seen in those patients where
renal function was normal or oniy siightly impaired atthe start of
treatment. Death was most frequently due to uraemia, Heart faiiure
as a cause of death was considerééiy diminished in the treated group.

‘he two clinical factors i have found to give an unfavourable
prognosis are, male sex and high diastolic biood pressure. Females
outnumber males approximately two to one in those cases 1 have

studied. In spite of this, there have been six female deaths
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deaths and eight male deaths during the period of time the cases have
been studied. ‘I'en deaths were due to cardio-vascular disease, three
were dve to cerebral thrombosis and one was due to renal failure.
There have been no cases of death due to congestive cardiac failure;
this is accordance with many recent reports.

rifteen of my pstients have had cardio-vascular or cerebral
accidents and survived., <Lhese have been eight males, and seven
females. This again emphasises the relatively poor prognosis of the
male sex. ‘'l'he vast majority of females have no complications from
their hypertension. uncomplicated hypertension in the femalie has a
good prognosis.

The success of treatment 1s dependent to a large degree upon
the patient's intelligence and his willingness and ability to
co-operate. The treatment can be difficult and occasionally
unpleaganmt. JLhe evidence, however, suggests that it is worth it.
{Hodge et al. 196l1).

The prognosis in hypertension, as a result of modern under-
:standing and treatment, is now much better in terms of improved

health and the extension of a useful busy Life,
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SUMMAKY and CuNCLUSIONS,

Hypertensive disease has been recognised for many centuries.
References to the heart and the consequences of high blood pressure
are to be found in many ancient writings.

the incidence of the condition has probablLy increased. There
is a relativeiy high incidence of the concition in relation to
other important diseases such as diavetes mellitus and pernicious
anaemia, This is demonstrated by the incidence of these diseases
in my own practice.

the family doctor is well placed to study the condition, He
sees the patient tirst and is acie to observe the early signs and
symptoms of the illness, it is usuaily he who is first aware of
the complications of the illness and it is almost certainly he who
supervises the medical and nursing care of the patient in the
terminal phases ot the illness. Ulanagement of the patient suffering
from hypertension involives not only drug treatment but many other
tactors. %these facrtors are discussed.

in this thesis, a description is given of the ways in which a
fgmily doctor encounters hypertension, and the various factors
which influence the disease. DUiagnostic methods are discussed
with particular reference to the resources available to the family

doctor. ‘'he results of treatment as seen by the family doctor are
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are described,

The extent of the problem with reference to one general
practice is described. in this practice of 4,60U people, there
were ninety six patients who merited the diagnosis ot hypertension.
the manirestations of the condition seen in this practice are
described. Cases other than idiopatnic encountered in this
practice are described, thereby iliustrating the rarity otf these
cases. <‘he recognition of the estabiished disease process is
discussed andthe grades wnich are recognised are described.

The treatment ot the condition is discussed from the point
of view of the famiiy doctor. it is shown, by reference to my
own practice, that the treatment is nearly aLways along simple
lines. <1t is only rarely that the powerful ganglion-pblocking
drugs are required., 4it is also shown that the prognosis,
particuyarly in women is good.

Hypertension is no more a disease entity than a skin rash,

a tever or anaemia. it is a measurable manitestation of aﬁ
iliness which has widespread etfects on the body. The factors which
infiuence the disease are numerous, and these factors may undergo
qualitative and quantitative change at various stages, even in

the same patient., <+‘he family doctor is uniquely piaced to study

this complex but interesting iliness.
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Sik _UYPICAL CASES.

CASE L. Jite fUBRI SNEDDUN., Aged 33,

Five years ago, this young man was found to have hypertension
while undergoing a medical examination for life insurance. His blood
pressure was estimated at regular intervals over the subsequent few
months, it was found to range between Lo5/1lL5 mms., Hg. and
20U/140 mms., Hg. He was completely free of symptonms.

His family history was interesting. His father died at the
age of 45 years tfrom a myocardial infarction., His mother was
known to suffer from essential hypertension.

His general condition was satisfactory. <Lhe cardiac raythm
was regular. The apex impulse was normal and the heart sounds
vere of good quality with no murmurs. <‘he heart was not cliniealliy
enlarged. Tthe arterial pulses in the legs were present. The
fundi were normal and the urine contained no sugar or albumen.

He was referred to hospital for further investigation. A-ray
of his heart mnd lungs were normal. <The rCG showed no abnormality
apart from early leit ventricular hypertropny. An L.V.P.was normal

There seemed no doubt that this young man had essential
hypertension. No treatment was thought to be necessary. However,
he has been seen at regular intervals at my own consulfing rooms

and at the cardiology department of the hospital he is attending.
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His blood pressure remains high, but he remains well and has
no symptoms. He continues to lead an active, busy life, with no
restrictions on his activities. <there are no signs of cardiac
failure. His fundi now show grade L changes. No hypertensive
therapy is thought to be required yet. ‘there is little doubt,
however, that the futwure is traught with uncerﬁainty and that
he will eventually require hypotensive therapy. He is an
intelligent and sensibie young man with a uUniversity education,
and has been given a complete insight into his condition. He
is grateful for this and for the interest and eare which is
being taken of him. He is not emotionally disturbed by his

regular physical examinations.

CASE 2. MuS Helky sNEDDUN. Aged 65 years.

This Lady was tne mother of case L, Twelve years ago she
suftered from a series of epistaxes. She was found to have
hypertension, the average reading being around 20U/l0U mms.Hg.
There was no relevant recent past history. Jrhere were no
medical notes of her pregnancy, so it was not known whether she
had pyelitis or hypertension at that time. The urine did not
contain albumen or sugar. <The retinae showed grade 1 changes only.

She was advised to restrict her activities but no drug

treatment was thought to be necessary. ©She remained well, apart



' 3
apart from occasional attacks of slight giddiness until one year ago,
when she had a further series of epistaxes. Her blood pressure was
around 24U/10U. She tended to become breathless on moderate
exertion, '‘there were no signs of cardiac failure and the heart
sounds were of normal rhythm with no murmurs. The fundi showed
evidence of grade < changes,

This lady was not greatiy upset by her symptoms. She lLed an
active Life within the restrictions indicated to her. Her blood
pressre remaiﬁed high, but she herselt teit welLl. Her only
treatment was with theobromine and phenobarbitone., unfortunately
she took a severe pneumonia. buring her convalescence she had a

myocardial infarction and died.

Case 3. MuS BLisABmiH HARVEY, Aged 6©Z.

in 1951, at the age of fif'ty six years, this lady was found
to have hypertension. it was discover=d wnile she was being
examined for a possible thyrotoxicosis. +=he had no symptoms
suggestive of hypertension and there was no relevant past history.
The blood pressure was around 200/13U, She subsequently required
no active treatment for her thyroid giand. Wo treatment was
thought to be necessary for her high blood pressure. *here was
no evidence of renal disease and the fundi showed only grade 1

changes.
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It was not till fouwr years later that she began to have
headaches and slight breathlessness on etfort. 1 commenced
her on serpasil and this caused a satistactory improvement in her
symptoms along with a slight fall in her blood pressure. <the
blood pressure fell to around 20U/LUU mms.Hg. She actually
continued on this drug for six years before it had to be stopped
because of slight depression.

Since then, treatment has been with theobromine and
phenobarbitone with a barbiturate sedative at night. She
continues to be gquite well, Her fundi show the beginnings of
grade 2 changes, ~The heart is slightly enlarged but is in
sinus rhythm and there aire no murmurs. The urine is free from
albumen,

this woman is not greatlty incapacitated by her high blood
pressure. ~he leads a full active Lire, within the Limitations
of exercise suggested to her. 1 do not think she requires any
other drug treatment, and L see no reason why she should not
continue to keep reasonablLy well in spite of her hypertension.

This patient illustrates the remarxabie tolerance which women
have té high biood pressure., $ne is representative of a
considerable number of such female patients who have this

condition.
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Case 4, MRS MAHGAREL Hili,., Aged 55,

This lady was seen eight months ago with the complaints of
headache, dyspnoea and a choking sensation on exertion., Her
symptoms had been present, in gradually increasing severity for the
past three years.

She hadé past history of pyelitis of pregnancy. Her father
had died from a cerebral haemorrhage.

kExamination revealed her blood pressure to be around Z23u/LiU,
The uUrine was free of albumen and the fundi showed grade 1 changes,
The heart was clinicaliy siightly enlarged., Lt was in sinus
rhythm with no murmurs. %here was no evidence of heart failure.

As her symptoms seemed to be causing her some distress, 1
commenced her on bendrofluazide with supplementary potassium.

The result has been very gratifying. Her symptoms have
diminished considerablLy and her blood pressure is now around
180/9U, ©She feels much better and I intend to keep her on her
present treatment. <Lhe prognosis in this lady's case is almost

certainly very good.

Case 5. MH, MALCOLM FrASEH.

Eight years ago this patient began to have dizziness,

headaches and pain in his chest. He did not seek medical advice
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advice for one year until he suddenly lost the power of his right
hand and right leg., He slowly recovered from this over a period of
several weeks.

Examination at this time revealed his blood pressure to be
around 23U/120 mms. Hge His fundi showed grade 2 changes., The
urine contained considerable amounts of albumen., “The ECG was
normal, Both kidneys were palpable and were eventuwally found to be
polycystic. At that time his blood urea was 55 mgs® and the urea
clearance test was 90% of normal. JLreatment with hexamethonium
compound was attempted in hospital, with little eftect.

He actually married about this time and he continued to work
at his fairly heavy job in a local iron foundry. By doing so he was
able to obtain a house owned by the foundry.

He continued in this way for three years, but by then his
symptoms had become much worse, e had shown remarkable adaptability
to his iliness. !He had been rarely absent from his work and had
maintained his wite and enild in their home. His occupancy of his
house depended on his continuing to work in the fourdry and this he
was now finding to pe beyond even his courage and fortitude.

This sfate of affairs posed a difficult probiem and therefore
the help of the Social Medical Department of the local infirmary

was sought. He was successfully placed in a lighter occupation
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occupation and a new house was obtained for him from the local
authority. This undoubtediy helped to prolong his life,

At this time treatment was commenced with rauwolfia and
mecamylamine, <Yhese drugs did not Lower his blood pressure but
seemed to alleviate his distressing symptoms.

During the following year his eyesight began to deteriorate
and he began to have quite severe angina of effort., 1n May of
1960 he had a myocardial inftarction. He made & protracted
recovery from this and he was no lorger able to work because of
severe angina of etfort. His wite sought empioyment and he looked
after the house and the child. LIn Uctober of that same year ne had
a second and fatal myocardial intarction.

The story of Mr., Fraser‘'s illness describes the many aspects
of the problem of treatment. Ireatment does not only involve the
use of drugs in an attempt to lower the blood pressure. The
patient must be assisted to maintain a reasonable working lite as
long as possible. He must be helped to earn a wage to maintain his
hone.

ihe family doctor has to co-operate with his hospital
colleagues on drug treatment. He has to co-operate with his
colieagues in Social Medicine to emable his patient to obtain

suitable work. 1n the final stages of the illness he needs the
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the co-operation of the patient's famiiy and the services of the
District Nursing Association. In the end, it is the family
doctor who has to accept full responsibiiity for the treatment of
the final stages and to ensure that the vietim of the illness
dies with dignity and without undue suffering and distress. %t
is he who has to support the relatives in their time of stress

and tribulation.
Case 6., Mi. JAMtS HENDHY. Aged 58,

Ten years ago this patient deveioped rheumstoid arthritis,
While under treatment for this he was found to have hypertension.
At that time the blood pressure was 20U/Ll0 mms., Hg. He had no
symptomswhich might have suggested this possibility. There was
no relevant past history. CGhest &-ray and bliood urea were normal.
A sodium amytal sedation test was carried out and this showed no
significant deviation from the normal response.

No treatment was considered necessary and he remained free of
symptoms. Two years ago he was found to have a peptic ulcer.
During this time he remained at his w-rk in an iron foundry. ihe
work was féirly heavy.

However, five months ago, he suddenly started to have cardiac

asthma. He would not admit to any increase in breathlessness
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breathlessness before this event. His blood pressure was found to
be 200/110, ‘The heart was not significantly enlarged and was in
ginus rhythm. ‘There was an sortic diastolic murmur. 7The femoral
pulses were present. The K.C.G. showed changes of right bundle
branch block. 7The fundi showed grade 2 retinitis. <There was no
albumén in the urine.

He was started on bendrofiuazide and supplementary potassium.
Since he started treatment he has kept well and has had no
recurrence of the nocturnal dyspnoea.

ln spite of the fact that this ma®m has had a significant
increase in the height of his blood pressure for at least fen years,
he has kept remarxably free of s/mptoms urtil recently. in my
experience, it is unusual for a man in his age group who suffers
from hypertension not to have some symptoms caused by the raised
blood pressure. He is an example how people of his age and sex
can live quite happily with a high blood pressure. ?They can

even work at a fairly heavy job.




