
B lood pressure lowering strategies are still failing to bring
adequate control to a majority of patients with hyperten-

sion in the UK. Between 1994 and 2011, Health Surveys for
England have shown the prevalence of hypertension has
remained stable at 32 per cent, with progressive improve-
ments in hypertension patients being aware of their diagno-
sis (71 per cent), in being treated (58 per cent) and having
blood pressure adequately controlled (37 per cent). However,
among treated hypertension patients, only 20 per cent of
those with a 10-year cardiovascular risk of ≥20 per cent had
blood pressure <140/90mmHg compared with 65 per cent
with a self-reported history of cardiovascular disease and 57
per cent with type 2 diabetes.1

The cost of inadequate control has been demonstrated
recently in a 1.25 million patient cohort study in which, from
the age of 30 years, hypertension was associated with a 37.3
per cent greater lifetime risk of developing cardiovascular
disease, occurring on average five years earlier than in nor-
motensive patients.2

Reasons for treatment failure
Why then, with clear guidelines and appropriate incentives
available, should blood pressure therapy be taken by less
than 60 per cent of those requiring it, with less than 40 per
cent achieving adequate control? There appear to be two
major reasons: lack of adherence to long-term treatment and
inadequately potent treatment regimens. 

Approximately 9 per cent of new or follow-up patients
referred to a UK hypertension centre were found completely
nonadherent to treatment and 38 per cent of follow-up
patients were partially nonadherent. Nonadherence
increased progressively with the number of antihypertensives
prescribed, being more frequent in those with poor hyperten-
sion control.3 Poor adherence is primarily associated with a
lack of motivation to follow GP recommendations, including
diet and exercise, and a view that hypertension does not nec-
essarily have cardiovascular consequences.4

Combination therapy
Initiating hypertension treatment with combination therapy
achieves target blood pressure more frequently and rapidly,
and reduces cardiovascular events or death by 34 per cent
compared with switching initial monotherapy to combination
treatment.5 In one study, combining drugs from two different
classes achieved a five-fold greater reduction in blood pres-
sure reduction than doubling the dose of one drug,6 and
patients taking single-pill combinations of two or more anti-

hypertensives are 21 per cent more likely to adhere to ther-
apy than those with multipill combinations.7

NICE guidelines recommend a progression to two or three
drug regimens and to consider, among others, spironolactone
as a fourth drug (which in ASCOT resulted in a mean blood
pressure fall of 21.9/9.5mmHg down to an average
135/75.8mmHg8) and that patients with treatment-resistant
hypertension should be referred for expert investigation
including detection of possible ‘secondary’ causes.9

Conclusion
The available drugs are effective in the majority of cases
when taken in appropriate combinations. Multidrug combi-
nations are more tolerable, effective and often necessary. If
we are to achieve improved adherence we must not only
ensure that patients understand why medication needs to
be taken long-term but also make such medication easier to
take. Fixed-dose single pill combinations seem part of
answer, despite a historical antipathy towards their use in
the UK. 

Better hypertension control, acceptability and outcomes
appear immediately achievable with more aggressive mul-
tidrug therapy, preferably in single-pill combinations, provid-
ing we also concentrate on encouraging and monitoring
adherence.
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