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Ladies and Gentlemen, 

It is my pleasure to join you here today and to express my appreciation and thanks to 

the United Arab Emirates for hosting the Regional Consultation on Hypertension Prevention 

and Control and for all the efforts being undertaken. 

Chronic diseases such as cardiovascular disease, diabetes, cancer, renal, genetic and 

respiratory conditions are rising dramatically in the Eastern Mediterranean Region. Currently, 

45% of the Region’s disease burden is due to noncommunicable diseases and it is expected 

that this burden will rise to 60% by 2020. The impact of these conditions falls heavily on the 

Region’s poor and marginalized populations. 
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Cardiovascular diseases and stroke are becoming the major causes of illness and death 

in the Eastern Mediterranean Region; currently, they account for 31% of deaths. This is 

attributable to ageing populations, high rates of smoking and changes in nutritional and 

behavioural habits, along with sedentary lifestyles. 

WHO has estimated that high blood pressure causes 1 in every 8 deaths worldwide, 

making hypertension the third leading killer in the world. Globally, there are one billion 

hypertensives in the world, and 4 million die annually as a direct result of hypertension. High 

blood pressure is associated with a clustering of cardiovascular risk factors. The incidence of 

hypertension in the Eastern Mediterranean Region is 26% emphasizing the need for screening, 

early detection and management through community-based programmes. 

Although antihypertensive drug therapy represents one of the major success stories in 

the prevention of cardiovascular disease, the pharmacological approach to management does 

have limitations if used in isolation. Population studies as well as randomized controlled trials 

show that environmental factors are major determinants of hypertension. The most important 

of these factors are: excess body fat and obesity, a sedentary lifestyle, alcohol consumption, 

tobacco and other dietary factors. Prolonged psychological stress may amplify the effects of 

any of these factors. Patients can achieve significant reductions in blood pressure by making 

appropriate changes to their lifestyle. Family doctors should be able to provide effective 

advice that complements any necessary therapy. Doctors also need to be able to provide 

effective advice on lifestyle factors for hypertensive patients, because lifestyle changes can: 

?? improve blood pressure control in patients with mild to moderate hypertension and 

may obviate the need for antihypertensive drugs; 

?? improve blood pressure control and minimize drug requirements in patients with 

hypertension of any severity; and 

?? improve cardiovascular health by means other than a reduction in blood pressure. 

Overweight and obesity remain the most single important factor contributing to 

hypertension. The problem is not just for morbid obesity: blood pressure increases 

progressively with excess body fat, and in fact most hypertensive patients in the Region are 
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overweight or obese. Weight reduction reduces blood pressure and improves the effectiveness 

of drug therapy. A variety of lifestyle modifications have been shown, mostly in observational 

studies, to lower blood pressure and to reduce the incidence of hypertension. This includes 

reduction of dietary sodium intake, weight loss in the overweight, physical activity, increased 

dietary potassium intake and a diet with increased fresh fruit and vegetables and reduced 

saturated fat intake.  

Smoking increases the risk of heart attack or stroke at least three-fold in hypertensive 

patients, an effect that can almost be abolished if smoking is stopped. Doctors at primary 

health care level have been shown to have the most effective frontline role in advising patients 

about stopping smoking.  

Ladies and Gentlemen, 

The Regional Office is urging countries of the Eastern Mediterranean Region to set 

national plans for prevention and control of hypertension. It is recommended that a national 

plan offer: 

?? primary prevention (preventing the development of hypertension); 

?? control of blood pressure and prevention of complications in people with established 

hypertension; 

?? the identification of individuals with high blood pressure who are at an increased risk 

of complications; 

?? community prevention of hypertension; and  

?? promotion of lifestyle measures for prevention and management.  

Primary prevention, based on comprehensive population-based programmes, is the 

most cost-effective approach to contain the emerging hypertension epidemic. Therefore, 

action to reduce its incidence and complications should focus on preventing and controlling 

the risk factors in an integrated manner. Intervention at all levels of society, from 

communities to governments, private organizations and nongovernmental groups, is essential 

for prevention. 
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There is an urgent need to strengthen hypertension activities in our Region. This will 

require more coordination among programmes through a framework approach which is 

flexible and evidence-based. As the risk factors of today are the disease of tomorrow, 

prevention is the key for hypertension control in populations. The criteria of successful 

prevention will include: active community mobilization and empowerment of the 

communities, capacity-building, supportive policy decisions, sustainability and integration of 

hypertension into primary health care services. Existing primary hypertension programmes 

need to be strengthened and implemented. 

Ladies and Gentlemen, 

In the Eastern Mediterranean Region, the challenge is to deliver interventions which 

will promote behavioural change in the population, and to disseminate such change 

nationally. Good management of hypertension is central to any strategy formulated to control 

hypertension at the community level. Randomized trials of drugs that lower and control blood 

pressure clearly show a reduction in mortality and morbidity of 25%–30%. At the same time, 

since hypertension is associated with cardiovascular disease and diabetes, management and 

control is potentially costly. To achieve the objective of good management a regional strategy 

for hypertension control that is cost-effective needs to be developed. 

The aim of the meeting is to develop a regional strategy and guideline on primary 

prevention and care for hypertension that recognizes the complementary nature of non-

pharmacological approaches to management and pharmacotherapy and that is cost-effective. 

Developing skills to apply the non-pharmacological approach presents a challenge, as most 

doctors in our Region must be trained to be able to advise their patients on a non-

pharmacological approach. Countries need a cost-effective drug management strategy, that 

promotes adherence to medical therapy, motivates patients, builds trust and strengthens 

communication between clinicians and patients and their families. 

I hope that your consultation will take all these factors into consideration. I wish you 

success in your endeavours. 


