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Editorial:

Perspectives from

WHL President

	 Hypertension has long been rec-
ognized as a major risk factor for 
cardiovascular disease, stroke, heart 
failure, end-stage renal disease, pe-
ripheral vascular disease, and cere-
brovascular disease with significant 
impact on more than a billion people 
worldwide.1  As the global population 
is growing and aging, the impact of 
elevated blood pressure has signifi-
cantly increased with the number of 
people worldwide with uncontrolled 
hypertension  (systolic blood pres-
sure  ≥140 mm Hg and/or diastolic 
blood pressure  ≥90 mm Hg) in-
creased from 605 million to 978 mil-
lion between 1980 and 2008.2  Us-
ing the metric of disability-adjusted 
life years (DALYs) as an indicator 
of disease burden on the popula-
tion, high blood pressure is now the 
number one risk factor in the world.3 

	 Hypertension-related outcomes 
are, as would be expected, very consis-
tent with the trends in blood pressure 
levels. As an example, more than 15 
million people globally suffer a stroke 
each year with highest rates found 
among those with uncontrolled high 
blood pressure.3 While the rate of 
stroke mortality is declining, pri-
marily in developed countries and  
largely due to  better control of high 
blood pressure,  the absolute num-

ber of strokes continues to increase 
because of the aging population.3,4  
Likewise, mortality rates  from car-
diovascular and coronary heart dis-
ease have decreased in North America 
and  western European countries due 
to improved prevention, diagnosis 
and treatment, including lower av-
erage levels of blood pressure.3,4  As 
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Using the metric of 
disability-adjusted life 
years (DALYs) as an 

indicator of disease burden 
on the population, high 
blood pressure is now the 
number one risk factor in 

the world.3 

for stroke, it is expected that more 
than 80% of the future increase in 
coronary heart disease mortality will 
occur  in developing countries. 3,4    
	 Hypertension-related outcomes 
including stroke, end-stage renal dis-
ease and heart failure demonstrate 
some of the greatest ethnic and racial 
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disparities in disease outcomes glob-
ally. However, the majority of these 
adverse outcomes could have been 
prevented or delayed with treated 
and controlled high blood pressure 
regardless of demographics.  Thus, 
hypertension should be considered 
the most important preventable 
cause of premature death worldwide. 
	 While the global impact of high 
blood pressure is significant, hyper-
tension control and prevention  pro-
grams  can be implemented  to reduce 
the disease burden on populations 
around the world.4 Multiple struc-
tured prevention and management 
strategies and programs with hyper-
tension as the major public health 
focus  have been developed to reduce 
the impact of elevated blood pressure 
on the population.5-7  These programs 
were based on the population-based 
premise that if the elevation of blood 
pressure with age can be prevented or 
reduced, hypertension-related out-
comes including stroke, heart failure 
and end-stage renal disease will be 
significantly affected. In addition to 
clinical treatment and control of el-
evated blood pressure, these programs 
incorporate risk factor reduction in-
cluding: excess body weight; excess di-
etary sodium intake; reduced physical 
activity; inadequate intake of fruits, 
vegetables, and potassium; and excess 
alcohol intake.8, 9 These programs are 
aimed at reducing salt in the food 
supply, detecting and tracking high 
blood pressure at churches, worksites 
and community events and conduct-
ing public education campaigns.4

	 As indicated, population-based 
approaches incorporate a public 
health strategy that complements the 
clinical hypertension treatment and 

management. Primary prevention 
strategies are implemented to reduce 
blood pressure levels in the popula-
tion, particularly among individu-
als in the pre-hypertension category 
(<140/90 mm Hg). This approach 
serves to decrease the blood pressure 
levels with substantial reduction in 
high blood pressure outcomes, and 
to delay the onset of hypertension.4  
Stamler and colleagues estimated two 
decades ago  that a 5 mm Hg reduction 
of SBP in the adult population would 
result in a 14% overall reduction in 
mortality due to stroke.10  Indeed, a 
recent report showed the significant 
reduction in the population systolic 
blood pressure distributions consis-
tent with the significant reduction in 
stroke mortality reduction.4  This shift 
in the total distribution indicates the 
influence in the treated clinical hy-
pertensive population as well as pub-
lic health efforts in blood pressure 
control among persons with blood 
pressures <140/90 mm Hg over this 
same extended century-long period.  
	 Structured programs focused on 
hypertension as a population focus, 
including the  National High Blood 
Pressure Education Program from 
the National Heart, Lung and Blood 
Institute,  were developed and imple-
mented under this premise of high 
blood pressure prevention, treatment 
and control as a means to reduce the 
burden of adverse outcomes.11 These 
types of programs address both  the 
clinical and public health efforts 
in an essential partnership for this 
population burden.12 Likewise, the  
National High Blood Pressure Edu-
cation Program established  an exten-
sive network of federal, state, com-
munity, professional association and 

private sector partnerships working 
together to prevent, detect, treat and 
control high blood pressure. The net-
work included community groups, 
all state health departments, seven 
federal agencies and a Coordinating 
Committee of professional and vol-
untary agencies, which set national 
policy for hypertension control. 
	 While elevated blood pressure has 
long been ‘synonymous’  with  stroke, 

…the results of the 
Systolic Blood Pressure 

Intervention Trial 
(SPRINT) have confirmed 

the evidence describing 
the benefit of intense 

hypertension treatment for 
the primary and secondary 
prevention of hypertension-

related outcomes.18-19 

cardiovascular and renal outcomes, 
the association of hypertension and 
disease has been strengthened with 
evidence from randomized controlled 
trials and population studies showing 
the reduction of blood pressure with 
lower disease risks.13  Recent meta-
analyses have clearly demonstrated  
relative risk reductions proportional 
to the magnitude of the blood pres-
sure reductions achieved.14-17 Basical-
ly, reduction in systolic blood pressure 
significantly reduced the risk of major 
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cardiovascular disease events, coro-
nary heart disease , stroke,  and heart 
failure resulting in significant popula-
tion risk reduction. In addition, the 
results of the Systolic Blood Pressure 
Intervention Trial (SPRINT) have 
confirmed the evidence describing the 
benefit of intense hypertension treat-
ment for the primary and secondary 
prevention of hypertension-related 
outcomes.18-19 As clinical guidelines 
have become more evidence-based, 
the results of these studies demon-
strating the benefit of hypertension 
treatment and control, as well as pre-
vention, are essential to incorporate 
into clinical practice and structured 
population programs to address the 
aging population and global risks.20

	 The World Hypertension League 
(WHL), in an official relationship 
with the World Health Organization 
(WHO), was established to focus on 
the global risks of hypertension and 
strategies and programs for popula-
tion high blood pressure control and 
prevention. WHL is the only non-
governmental organization (NGO) at 
WHO with a mission strictly devoted 
to hypertension prevention, manage-
ment and control in the population. 
The inclusion of WHL among the 
professional NGOs at WHO is partic-
ularly helpful in stabilizing and facili-
tating ongoing projects, which include 
hypertension detection and surveil-
lance, the production of hypertension 
awareness materials for the public in-
cluding World Hypertension Day, the 
development of combined sessions 
and symposia at international con-
ferences, and involvement in WHO 
campaigns to prevent hypertension 
including a focus on salt reduction 
in global diets.21-27 A major objective 

of the WHL is professional educa-
tion for the health care workforce 
team, including physicians, nurses, 
pharmacists, physician assistants and 
community health care workers with 
access to the current evidence and re-
sources for population hypertension 
detection,  prevention and control.
	 In summary, evidence from mul-
tiple sources identifies the impact of 
blood pressure on a substantial body 
of information that helps assess the 
absolute and relative risk reduction 
decline attributed to blood pressure 
reduction.28  The evidence from epide-
miological and observational studies 
over the past five decades consistently 
identify a significant association of 
blood pressure level and disease risks 
for both sexes, all races and cultures, 
as well as all age groups. The evidence 
is strong for clinical guidelines and in-
tervention programs to focus on blood 
pressure management and lower blood 
pressure levels for primary and second-
ary stroke prevention supported and 
promoted by numerous organizations 
including the World Hypertension 
League. These comprehensive com-
ponents of population risk reduction 
are ideal models for clinical medicine 
and population health partnership and 
timely for global implementation. The 
accelerated decline in blood pressure- 
related outcomes including stroke 
mortality that began in the 1970s in 
the United States and Western coun-
tries, included models for the aggres-
sive hypertension detection, treatment 
and control strategies implemented 
during this time period. These strate-
gies can be implemented on a global 
scale to respond to the global risks 
from blood pressure that are develop-
ing in the most vulnerable populations.  
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