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Assessing the ‘new’ hypertensive

Although our understanding of hypertension has increased greatly in recent years, most patients 
with high blood pressure will be labelled as having ‘essential hypertension’ i.e. the cause is 
unknown. In fact, the causes of essential hypertension are likely to be a complex combination 
of genetic, environmental and other factors. In all patients with hypertension, various factors 
may affect blood pressure and contribute to the presentation of hypertension. Therefore one of 
the aims of assessment is to detect these contributory factors. A few patients will have a definite 
underlying cause for their raised blood pressure.

Aims of evaluation of the new hypertensive
• Detection of underlying causes or modifiable contributory factors
• Detection of target organ damage and existing cardiovascular disease
• Assessment of overall risk factors for future cardiovascular disease
• Detection of concomitant conditions that may influence drug treatment
• Detection of attitudes and beliefs that may affect future adherence to therapy

Hypertension is a major risk factor for cardiovascular death and disability (such as coronary heart 
disease, stroke and heart failure), but treatment effectively reduces this morbidity and mortality. 
The patient must be recognised as an individual, not a statistic, and the approach must be tailored 
to detecting and treating the effects of hypertension (target organ damage) and reducing overall 
risk. Therefore risk factors in addition to the raised blood pressure, such as smoking and obesity, 
must be addressed.

Evidence of target organ damage in hypertensive patients
Cerebral
• History of stroke or transient ischaemic attack (TIA)
• Presence of carotid bruit(s)
Cardiac
• Left ventricular hypertrophy
• Heart failure
• History of myocardial infarct, symptoms of angina
Other vascular
• Claudication and/or absent peripheral pulses
• Aortic aneurysm 
Renal
• Proteinuria
• Raised serum creatinine
Optic
• Retinopathy (fundal haemorrhages, exudates, papilloedema) 

Finally, attention must be paid to co-morbidities that may affect the best choice of treatment for 
the individual hypertensive patient, and the patient’s attitudes and beliefs that may affect future 
adherence to therapy.



Hypertension in Practice

8

Urine testing
Urinalysis (dipstick testing) is needed to look for protein or red blood cells that may indicate a 
renal problem that has resulted in secondary hypertension, such as polycystic kidneys, chronic 
pyelonephritis or chronic glomerulonephritis. Alternatively, identification of proteinuria or 
microscopic haematuria may indicate target organ damage from hypertension (renal arteriolar 
necrosis, nephrosclerosis). If proteinuria is present, a formal assessment of protein loss by means 
of a 24-hour collection is required. 

Dipstick urine testing is a necessary investigation

ECG
An ECG is helpful, especially for older patients, to look for unsuspected ischaemia and left 
ventricular hypertrophy (LVH), and to provide a baseline for future comparison. The ECG is an 
insensitive measure of left ventricular size, but this means that a patient in whom LVH is apparent 
on the ECG has a particularly adverse prognosis.2

Additional investigations
Further investigations should be determined by abnormalities detected during history-taking or 
on physical examination. For example, although echocardiography is a more accurate test for left 
ventricular hypertrophy than the ECG and may be required in some cases, it is unrealistic for every 
new hypertensive. Renal ultrasound and specialist referral are appropriate if renovascular or renal 
parenchymal disease is suspected. If bruits are heard, imaging of the appropriate vessel(s) may be 
required.
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