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1. Executive summary page – Lambeth PCT Equity Audit of primary care 
management of hypertension  
Aims and 
Objectives 

Aim: 
• To perform a Health Equity Audit of primary care management of hypertension  in 

Lambeth with the purpose of understanding the equity issues and ensuring that 
the management of hypertension contributes to the reduction of health inequalities 

Objectives: 
• To measure inequalities in detection and control of blood pressure  
• To establish a baseline for equity monitoring  
• To model how much addressing equity in detection and control of blood pressure 

could contribute to reduce health inequalities  
• To identify strategic and service provision changes to reduce the observed 

inequity in detection and control of blood pressure. 
• To advocate for these changes to be integrated into the Local Delivery Plan  
• To monitor changes and audit again a year later 

Contact Marie-Noelle Vieu and Hiten Dodhia, Lambeth PCT; Marie.vieu@lambethpct.nhs.uk 
Stage 1 to 2: Agreeing partners, frameworks and profiling Oct.05-July 06 
Stage 3: Identify strategic changes (literature review and modelling) 
and disseminate findings 

July 06-Nov.06 
Feb 07 – May 
07 

Stage 4: Agreeing actions July 07-Oct 07 
Stage 5: Implementing actions In process 
Stage 6: Re- audit  

Time period 

  
Summary of 
audit and its 
impact 

Achievements 
Stage1:  a rapid stakeholder review took place at one of the Long Term conditions 
steering group 
Stage 2: Equity profile 

-  Equity standards were identified and protocol designed  
-  8 out of 53 general practices were recruited.  
-  Individual level data were extracted from 8 general practices in Lambeth 
-  Disparities in detection and control of hypertension were measured  

Stage 3: 
- Local and published evidence on effective detection and control  were reviewed 
- 2 page tailored feed back was sent to each practice and 2 practices visited  
- Findings were presented to the relevant steering groups and the PEC 

Stage 4:  
- A mapping of ongoing interventions to improve hypertension was used as a            
      basis for establishing an operational plan for the promotion of equitable    
      hypertension detection and control  

 
Findings 

- Hypertension detection was lower than national average (43%) 
- Detection was equitable for ethnicity, and inequitable for age and gender  
- After controlling for age, gender, place of residence, and lifestyle factors, control 

of blood pressure was inequitable between practices. Patients from ethnic 
minorities were 20% less likely to have controlled hypertension compared to 
patients from white background  

Constraints 
- Estimation of needs was based on national surveys  
- Ethnicity recording varied between practices with an overall completion rate of 

68%  
- Ethnicity was used as a proxy for genetic as well as cultural and socio-economic 

mailto:Marioe.vieu@lambethpct.nhs.uk
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individual characteristics 
- Identification of hypertensive patients relied on ‘Read’ codes. We assumed that 

the same blood pressure threshold was used in all practices independently of age, 
sex and ethnicity. 

- To overcome the absence of individual socio-economic information, we used 
Index of Multiple Deprivation (IMD) as a proxy of socio-economic level.  

- This study did not address treatment adequacy and congruence. It did not 
consider the severity of hypertension at the time of diagnosis 

Next steps: 
- Provide guidelines for ethnicity recording and promote ethnicity recording through 

the implementation of patient profile 
- Integrate detection of hypertension with detection of other risk factors of cardio-

vascular diseases  
- Address lost opportunities at practice level for detection of cardio-vascular risk 

factors 
- PCT to support the regular maintenance of the BP register through support to 

maintenance and regular audit of the registers  
- Organise concordance training for practitioners including cultural dimension 
- Repeat equity profile including data on severity and treatment 
- Set equity targets for primary care management of hypertension 

 
Impact of the equity profile 
At this stage of the equity audit, the equity profile has triggered the draft of an operational 
plan for primary care management of hypertension. It brings together interventions 
implemented by various stakeholders including local QoF target. 
 
The 8 practices which were involved in this audit received a practice tailored feed back 
report including their expected number of hypertensive and their level of detection and 
control at the time of the audit. 
 
Control of hypertension is also part of the cardio-vascular risk detection under the men’s 
health project. 
 
The methodology used to establish the equity profile has been applied to the evaluation of 
the Modernisation Initiative pilot in improving hypertension control.  
 
This equity audit raised the profile of GP databases to inform local planning. As a result, 
closer working relationships were established between the clinical facilitators (working with 
practices on management of database and QoF) and the intelligence function in public 
health. It also was the first time that equity analysis was presented to the PEC. 
 

Further 
Information 

A detailed report of the equity profile is available including the methodology of 
measurement of the needs, disparities of detection and control of blood pressure, a review 
of the factors contributing to inequity and suggested interventions to reduce it. 
Tailored report was sent to each of the participant practices.  
The findings of the equity profile were presented to the Long Term Conditions and CHD 
steering groups, and the PEC  
A  draft operational plan is available (Oct 07)  

Ratification 
history 

By Public health management team:          02/04/07 
By Long Term Conditions Steering group:  07/06/07 
By Professional Executive Committee:       04/04/07 
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2. Details of the health equity audit 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Health Equity Audit (HEA) was adopted by Lambeth Primary Care Trust to 
promote fairness in health and health care. HEA is a process of health services 
planning which focus on disparities in service provision and outcome in relation 
to health needs. It involves assessing how far these disparities are avoidable and 
unfair, identifying interventions to reduce these inequities, setting clear targets, 
informing the commissioning of services and resource allocation.   
 
Hypertension, as defined in the NICE clinical guidelines as “a persistent raised 
blood pressure of 140/90 mmhg or above”, is one of the modifiable risk factors of 
cardiovascular diseases including stroke. Cardiovascular diseases are major 
causes of morbidity and mortality in Lambeth and major contributors to 
premature mortality. In Lambeth the lifetime likelihood of dying from stroke for a 
person born in 2005 was 1 in 20, and the likelihood of hypertension was 1 in 180. 
 
Studies of hypertension have identified gender, age and ethnic disparities in 
hypertension prevalence and control as a result of complex interaction between 
genetic, physiological, cultural and socio-economic factors. Hypertension is more 
common and severe, and develops at an earlier age in black people from African 
descent than in white British. Ethnic disparities of the risk of hypertension are 
also explained by socio-economic and lifestyle differences. Lifestyle 
characteristics include diet, smoking, level of physical activity, obesity, low birth 
weight. These are modifiable risk factors of hypertension and are associated with 
socio-economic and cultural background.  
 
The equity audit of primary care management of hypertension was requested to 
ensure that: 
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-  Those at highest risk of hypertension were being reached  
-  Any adult suffering from hypertension had the opportunity to have their blood 
pressure measured. 
 
The expected benefits of the equity audit included: 

- Tailoring the service to people’s needs 
- Providing a baseline for inequality monitoring 
- Integration of services and projects targeting risk factors and wider 

determinants of cardio vascular diseases. 
 
The study outcomes were detection and controlled BP in past 9 months 
 
A sample of practices (based on location and size of their registered population) 
was identified. However due to low response to the recruitment, voluntary 
practices were recruited and a total of 8 practices participated to the audit (a total 
of 43.372 adults representing 12% of adults registered with practices in 
Lambeth). 
 
The equity audit of this service was led by a public health manager. A clinical 
facilitator and data analyst extracted data and made them available for analysis. 
The public health manager carried out the literature review and statistical 
analysis, organised the dissemination of the findings and focus groups with users 
(one group of elderly Portuguese), and developed the plan of action.  
 
The overall framework included: 
a) Speaking with stakeholders including GPs, the Long Term Conditions 

Steering group at the PCT 
b) Conducting a pilot in one practice 
c) Identifying a sample of Lambeth practices  
d) Identifying equity standards for the primary care management of hypertension  
e) Measuring needs for primary care management of hypertension  
f) Extracting individual based data from 8 general practices  
g) Establishing the equity profiling of primary care management of hypertension 

including consolidation of extracted data in one master database and linking it 
to the IMD through the postcode of the place of residence. Statistical analysis 
was performed using Stata V7.0. Bivariate and multivariate analysis was 
conducted.  

h)  Statistical analysis provided a measurement of disparities but could not 
explain them. A literature review was conducted to identify current knowledge 
of factors contributing to disparities in needs and control of blood pressure. 
Local evidence on constraints to detection was available from a qualitative 
study on knowledge attitudes and behaviours about hypertension conducted 
in 2005. 

i) King’s College, Department of General Practice, developed an evidence-
based model of “the costs and benefits of detecting and treating hypertension 
in Lambeth PCT for the prevention of Stroke.  It shows that less than a third 
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of persons expected to have hypertension are currently detected in Lambeth. 
In the case of Lambeth, “it is necessary to treat nearly 1000 hypertensive 
patients for one year to avoid one stroke. Currently in Lambeth the cost of 
detection and treatment of hypertension exceed the current limits used by 
NICE guidance for cost-effective treatment. This study raises the issue of 
efficiency of hypertension detection and management in Lambeth.  

j) Tailored feed back to each of the 8 practices 
k) Dissemination of the findings from the equity profile through report, 

presentation to the Long-term conditions and CHD steering groups and PEC. 
l) Literature review on detection aiming to promote more efficient strategy and 

continuity of care  
m) Proposal of operational plan based on literature review and mapping of on 

going local intervention aimed to improve hypertension management.  
 
3. Some key findings of the equity profile 
 
• Needs for hypertension management were assessed by the expected number 

of registered hypertensive adults. This number was obtained by applying the 
age and sex hypertension prevalence to the age and sex distribution of the 
registered population. Overall 18% of female adults and 23% of male adults 
(16 years and over) were estimated to have hypertension. Needs was also 
estimated for key ethnic minority groups by applying the sex hypertension 
prevalence to the registered adults with ethnicity recording.  

• Detection and control rates were compared to the following targets: 
 

Box 1: Hypertension equity targets 
Standards Measurement  
Equitable 
detection of 
hypertension  

% women expected to have hypertension who are detected =  
% of men expected to have hypertension who are detected  
 
% Black Caribbean / Asian adults expected to have hypertension 
who were detected =  % white adults expected to have 
hypertension who were detected  
 
% Expected hypertensive living in most deprived ward quartile and 
who were detected =  % expected hypertensive living in less 
deprived ward quartile and who were detected  
 

Equitable 
control of 
hypertension 

Control rate in hypertensive women =  control rate in hypertensive 
men 
 
Control rate in hypertensive BME = control rate in white 
hypertensive 
 
Control rate in hypertensive living in most deprived ward quartile = 
control rate in hypertensive living in less deprived ward quartile  
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Box 2: Hypertension management targets 
Standards Source 
54.3 of estimated hypertension in men (16 y & over) detected  
59% of estimated hypertension in women detected1 

HSfE 2003 

90% of patients with established hypertension have a record of 
blood pressure in past 9 months  

QoF 

70% of patients with established hypertension  have a  last BP 
measured in last 9 months <=150/90 

QoF 

55% of hypertensive with diabetes have a last BP measured in 
last 9 months <=140/80 

QoF 

 
 
• There were more men than women registered with the GPs.(M/F ratio=1.14) 
 
• The overall hypertension prevalence for the sample was 20.8% (95% CI: 

20.3%-21.0%) with 18.5% for women and 22.8% for men. 
 
• Hypertension detection was equitable for ethnicity and inequitable for age and 

gender: 
- Overall 4 out of 10 expected hypertensives were detected. Both men 

and women detection rates were lower than the national detection 
rates (59% for women and 54.3% for men).  

- Detection rate was highest in 45-54 year old women (89.1%) and 
lowest in 25-34 y old men (3.2%).  

- Women were twice more likely to be detected than men regardless of 
ethnicity.  

- The detection rate varied between practices from 37% of expected 
hypertensive to 75%.  

- The detection rate was highest among black Caribbean (64.8 %) and 
lowest in Chinese adults (24.3%). 

 
• Hypertension control was inequitable between practices: 

- Overall blood pressure control achieved the target of 70% for non 
diabetic hypertensive  

- The likelihood of having a blood pressure controlled was not affected 
by sex but increased with age. It was associated with ethnicity, 
practices, deprivation level, smoking status and weight. 

- After controlling for measured confounding, the practice with which the 
hypertensive patient was registered was the only significant factor for 
control of hypertension. 

 
• These finding should be interpreted with caution: 

                                                 
1 Detected defined as the proportion of people reporting a doctor diagnosed history of 
hypertension 
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- Ethnicity recording was available for 68% of the patients and varied between 
practices   
- This study did not assess treatment adequacy and congruence. It did not 
consider the severity of hypertension at the time of diagnosis  
- To overcome the absence of individual socio-economic information, we used 
IMD as a proxy of socio-economic level. While we minimised the ecological 
fallacy by comparing the rate of detection and control per ward, we recognised 
the limits of using the deprivation of the current place of residence 
 
4.  Key recommendations of the equity profile: 
 
The key recommendations are:  
-  Support completion of ethnicity recording including a reminder of protocol for 
ethnicity recording  
- Agree on hypertension register criteria including the case of patients with 
concomitant diseases such as diabetes.  The development of at risk CVD 
register addresses this concern.  
 

 
 
 
 
 
 
 
 
 
 

Source: Lambeth PCT – Dr Eric CAJEAT – GP CHD lead        “At-Risk” CVD registers 
guideline V2.0 

 
- Improve data quality and regular cleaning of the BP register  
- Peer visit to practices with achievement rate outside of the sample average 
- For improving detection: opportunistic measurement especially at registration of 
new male patient by making BP measurement a requirement for patient 
registration. 
- Based on evidence, Public Health to produce one page “tips” to improve 
management of hypertension 
- Repeat equity profile including data on severity and treatment  
- Assess how important is seasonal migration of hypertensive patients from BME 
background  
 
5.  Actions arising 
 
• The methodology applied is being used for the evaluation of the 

Modernisation Initiative project on improving primary care management of 
Hypertension. Existing queries to extract individual based data from GP 

Target groups for the “At-Risk” register: 
 

- ALL diabetic patients (type I and II) > 40 years old, without already 
established CVD 

 
- Hypertensive patients of any age with a CVD risk > 20%  

 
- Adults over 39 years with a CVD risk > 20% 
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registers were written taken into consideration the limitations of the first equity 
profiling. Equity standards have been adopted for this evaluation 

• The men’s health project is addressing the detection of hypertension in men 
through outreach and workplace interventions 

• The PCT is contemplating to implement a local QoF to raise the level of 
controlled hypertension 

• An operational plan is being developed  
 
6.  Lessons learned  
 
• Reliability and completion of primary care level data is essential for local 

planning 
 
• Clinical facilitators are essential to the availability of good quality data and 

regular audits 
 
• Other factors than individual characteristics affect the control of blood 

pressure.  The Cochrane review concluded that the key ingredients for 
improved control of established and treated hypertensive were: 
- free care  
- registration 
- recall 
- review  

Together with a rigorous stepped care approach to antihypertensive treatment. 
Such a multifaceted approach showed to be effective in reducing all cause 
mortality 2. The latest of the Cochrane review (2007) on control of blood pressure 
concludes that “general practices need to have an organized system of regular 
follow up and review of their hypertensive patients.  Antihypertensive therapy 
should be implemented by vigorous care stepped approach when patients do not 
reach their target blood pressure. 
 
The Modernization Initiative has piloted a similar approach in a sample of general 
practices in Lambeth and a toolkit for GP practices “to review and improve the 
management of patients with high blood pressure” is now available. 
 
• Establishing conditions for effective continuity of care is likely to be essential 

for sustainable control of hypertension. However variability of the definition of 
continuity of care, the lack of systematic measurement of continuity of care 
makes difficult to separate what is the result of continuity from the direct effect 
of other kind of interventions.  

• Equity dimensions can be included into regular clinical audit  

                                                 
2 Fahey T, Schroeder K, Ebrahim S. Interventions used to improve control of blood pressure in patients with 
hypertension (Review). Cochrane database of systematic review 2006. Issue 4. Art. No.: CD005182. DOI: 
10.1002/14651858.CD005182.pub3. 
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