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Abstract

Introduction. Arterial blood pressure is one of the main vital signs reflecting body functions and, at the same time, the most
important functional parameter of the cardiovascular system. High blood pressure is the major modifiable cardiovascular
risk factor. 
Objective. The aim of the study was assessment of the frequency of occurrence of cardiovascular risk factors, with particular
consideration of arterial blood pressure. 
Material and method. The study was conducted among 509 volunteers from Lublin in eastern Poland who participated
in the prophylactic programme entitled ‘White Sunday’. Standard measurements of blood pressure were performed using
a TM-Z dial pressure gauge. The level of arterial blood pressure and socio-demographic parameters were analyzed.
Results. Hypertension was more frequently observed in the group of males than females. The age group especially vulnerable
to abnormal blood pressure values were those aged 51–60. Isolated hypertension significantly more often occurred in the
group of respondents who mentioned hypertension in an interview, compared to those who reported its absence. Among
367 persons who, in preliminary interview, did not declare hypertension, 60 cases of isolated arterial hypertension were
noted (16.3%). From among respondents who declared absence of hypertension in an interview, the largest age group
diagnosed with isolated arterial hypertension were those aged 61–70 (17.9%).
Conclusions. Arterial hypertension is a civilisation disease which may be effectively prevented, simultaneously reducing
the risk of premature death due to cardiovascular events, as well as reducing social and economic costs. International health
organizations recommend the implementation of social screening programmes in order to diagnose high blood pressure
and the promotion of routine measurements of arterial blood pressure.
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INTRODUCTION

Arterial blood pressure is one of the main vital signs reflecting
body functions and, at the same time, the most important
functional parameter of the cardiovascular system. Blood
pressure is the amount of pressure exerted by blood against
the walls of blood vessels. Its level depends on the force of
contraction of the ventricles, the tension of resistance vessels
and blood volume [1]. Repeatable and reliable measurements
of blood pressure became possible for the first time in 1896
thanks to the Italian physician Scipione Riva-Rocci, who
invented a sphygmomanometric cuff for the measurement of
systolic blood pressure. From 1905, due to the observations
by the Russian surgeon Nikolai Korotkov, it has become
possible to determine both systolic and diastolic blood
pressure levels [2, 3]. The multifactorial, complex character
of arterial blood pressure was first described in 1949 by
Irvine Page who proposed the Mosaic Theory of arterial
hypertension. At present, the most frequently used non-
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invasive methods for the measurement of the value of arterial
blood pressure, which are crucial from the diagnostic and
therapeutic aspects, is the use of auscultatory or oscillometric
sphygmomanometers [4]. Due to ‘The Framingham Heart
Study’, it became possible to identify standards for arterial
blood pressure and the level of cholesterol as risk factors for
cardiovascular diseases and atrial fibrillation, as well as the
factor increasing the risk of stroke [5].
The above-mentioned studies indicated that the risk of
occurrence of cardiovascular events is higher among persons
diagnosed with arterial hypertension [5], the consequences
of which are a major public health problem. A high level
of arterial blood pressure is a basic modifiable factor of
cardiovascular risk [6]. In turn, among modifiable risk factors
of arterial blood pressure, apart from life style, the problem of
environmental pollution is also mentioned. At the beginning
of 2021, international organizations, i.e. the World Heart
Federation (WHF), American College of Cardiology (ACC),
American Heart Association (AHA), and the European
Society of Cardiology (ESC), published a joint statement
concerning the cause-effect relationship concerning the effect
of environmental pollution on health. Air pollution is the key
risk factor of cardiovascular diseases, and the main factor
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direction indicators facilitating the realization of national
prophylactic programmes to achieve the goal specified
in the UN sustainable development strategy. In 2015, the
roadmap was published concerning arterial hypertension,
which indicated, among others, the necessity to carry out the
general population strategy concerning an early detection of
abnormal level of arterial blood pressure [14].
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contributing to the global burden of disease. The statement
called for structural actions in order to reduce pollutant
emissions in order to limit the development of diseases,
including those associated with the cardiovascular system [7].
An earlier statement by the European Society of Cardiology
also indicated air pollution as one of the major modifiable
risk factors for heart and vascular diseases [8].
It is estimated that in the general world population the
number of persons with systolic blood pressure above normal
(SBP <140 mm Hg or higher) has increased from 442 million
in 1990 up to 874 million in 2015. Hypertension rates have
increased from 17,307/100,000 in 1990 up to 20,525/100,000
in 2015. The majority of deaths associated with arterial
hypertension are related with cardiovascular diseases [9].
The World Health Organization (WHO) indicates that
arterial hypertension causes about 12.8% of all deaths on a
global scale. This means 57 million years of life lost (DALYs
measure =3.7%) [10]. Arterial hypertension is called by the
WHO ‘the silent killer’. Considering its oligosymptomatic or
even asymptomatic character, the majority of persons with
arterial hypertension are not aware of the presence of a health
problem. Therefore, it is important to carry out a prophylactic
strategy on the level of the general population [11, 12]. It is
expected that a decrease in the level of arterial hypertension
in the general population by only 2 mmHg will result in the
reduction of the incidence of arterial hypertension by 17%,
the risk of stroke by 14%, and the risk of coronary disease
by 6% [12].
The above-mentioned recommendation has been
included in the policy called the ‘Global action plan for the
prevention and control of NCDs 2013–2020’. The WHO, in
association with the American Centers for Disease Control
and Prevention (CDC), indicated the strategic direction
of actions concerning the necessity for the reduction of
uncontrolled arterial hypertension by 25% by 2025 in the
world population [11].
In addition, the World Health Organization has prepared
effective methods for the prevention of modifiable risk factors.
It indicates that due to5 technical packages it is possible
to reduce arterial hypertension. These packages include:
the HEARTS project (solutions to improve hypertension
control in primary health care), MPOWER (tobacco control),
ACTIVE (package for increasing physical activity), SHAKE
(for salt reduction), and REPLACE (to eliminate trans-fatty
acids) [11].
An important element of the actions is an increase in
the social awareness of arterial hypertension. Therefore,
international health organizations, such as the WHO or
CDC, recommend the implementation of social screening
programmes, in order to diagnose high pressure in persons
from the groups at high risk, and promotion of routine
measurements of arterial blood pressure. Similarly, the
United Nations (UN), target 3.4 of the 2030 Agenda for
Sustainable Development indicates the necessity for reduction
in premature mortality from non-communicable diseases,
including those resulting from abnormal level of arterial
blood pressure [13].
In the context of prophylactic strategy the Global Roadmaps
developed by the World Heart Federation (WHF) are
noteworthy for identifying the potential barriers to effective
prevention, detection and treatment of cardiovascular
diseases, together with evidence-based solutions enabling
their practical implementation. Roadmaps have become

OBJECTIVE

The aim of the study was evaluation of the frequency of
occurrence of risk factors for cardiovascular diseases, with
particular consideration of the level of arterial blood pressure,
according to international recommendations,
MATERIALS AND METHOD

The study was conducted among 509 volunteers from the city of
Lublin in eastern Poland who participated in the prophylactic
programme entitled ‘White Sunday’. The respondents’ mean
age was 57.7. The majority of persons participating in the
prophylactic programme were aged 61–70 (N=179; 37.1%).
Seniors constituted the largest group – in ‘White Sunday’
in which 276 persons aged over 60 participated, i.e. 54.2%
(compared to adults at productivity age: N=191, 37.5%).
The study group included 367 respondents who declared in
an interview that they had no arterial hypertension, while
142 persons who, in the preliminary interview, reported
the presence of arterial hypertension were excluded from
the study. Examinations performed within the ‘White
Sunday’ programme concerned the measurement of blood
pressure, and determination of the glucose level in blood. The
presented study focused on analysis of the results of arterial
blood pressure. The ‘White Sunday’ allowed measurement
outside the doctor’s office, at the same time, providing a more
neutral environment for a patient, which could considerably
contribute to the reduction of the stressor related with a visit
to a medical facility and the effect of so-called ‘white coat’
syndrome [15]. According to the guidelines by the Polish
Society of Hypertension (PTNT), a basis for the diagnosis of
arterial hypertension is a properly performed measurement
with the use of an arm cuff with a certificate of accuracy
[16]. The measurements were performed using a validated
apparatus with a TM-Z dial gauge. The measurement was
performed by the non-invasive classic auscultatory method.
The PTNT guidelines also indicate the necessity for carrying
out physical examinations for a more comprehensive image
of cardiovascular risk, which would include risk factors of
a modifiable or non-modifiable character. Therefore, in the
presented study a survey method was also applied using a
brief questionnaire, the results of which allowed analysis of
socio-demographic variables concerning age, gender, place
of residence, education level, past and/or present diseases,
as well as medications taken.
The study was conducted during July-October in 2019.
The results obtained were statistically analyzed using
the software SPSS 24.0 with license. Differences between
variables were assessed by means of non-parametric Chi2
test for independence, and Pearson’s chi-squared goodness
of fit test.
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The respondents were qualified to categories according to
socio-demographic characteristics, i.e. age, gender, education,
and place of residence. The study included 65.3% of females
(N=240) and 34.6% of males (N=127). Considering the fact
that the prophylactic action was carried out in the city and
commune of Lublin, the majority of respondents participating
in the screening programme were urban inhabitants (86.1%
urban inhabitants, 13.9% rural inhabitants). Among the
respondents participating in the study dominated those who
had secondary school education: 49.8%, followed by higher
education 42.2%, whereas 7.9% of respondents had primary
school education.
In accordance with the applicable guidelines by the
European Society of Cardiology (ESC) and the European
Society of Hypertension (ESH), arterial hypertension is
classified as optimal, normal, and high normal. Arterial
hypertension is defined as a systolic pressure ≥ 140 mm Hg
and/or diastolic pressure DBP ≥ 90 mm Hg. Three stages of
arterial hypertension are distinguished. It is also allowable
to diagnose hypertensive disease when the value of blood
pressure from a single measurement exceeds 180/110mm Hg,
and factors that could increase this value were excluded [17].
These values are based on evidence from many randomized,
controlled clinical trials which confirmed that the treatment
of patients with such values of blood pressure brings about
clinical benefits. The same classification refers to young and
middle-aged persons, as well as older patients, whereas in
children and adolescents, calculated percentiles are used [17].
Table 1 presents the frequency of occurrence of particular
categories of blood pressure in the examined group (with
consideration of persons with hypertension in the interview
and those who declared absence of hypertension).

the group not qualified for further stages of investigations
(17.17% and 13.38%, respectively).
According to the WHO, the majority of people with
hypertension are not aware of the existing health problem,
only 1 per 5 persons undertook activity in the area of
prophylaxis of this health disorder [18]. Arterial hypertension
is most often an asymptomatic disease, the diagnosis of which
is possible due to well organized population screening. In
the examined group declaring the absence of hypertension,
129 cases of hypertension were diagnosed of stage 1, 2 and 3
(25.3%; 8.2%, 1.6%, respectively) (Tab. 1). Statistical analysis
demonstrated that the distribution of the level of blood
pressure in the group with hypertension in the interview,
differed from the distribution of the level of blood pressure
in the group without hypertension in the interview (Pearson’s
Chi2=58.26; p<0.001).
In the examined group, a relationship was also confirmed
between blood pressure parameters and gender (Tab. 2).

Table 1. Values of arterial blood pressure

Total

Stage 3 hypertension

%

Stage 2 hypertension

Present

Stage 1 hypertension

%

High normal

Absent

Normal

Hypertension in
interview

Optimal

Blood pressure category

74

101

63

93

30

6

20.16

27.52

17.17

25.34

8.17

1.63

4

19

19

71

23

6

2.82

13.38

13.38

50.00

16.20

4.23

78

120

82

164

53

12

Table 2. Level of blood pressure and gender

Level of blood pressure

Gender

Normal

Hypertension

Total

Female

166

74

240

69.17

30.83

%

Male
%

Total

Pearson’s Chi2

55

43.31

238

129

367

df

p

1

0.01727

5.669029

127

Hypertension was more frequently observed in the group
of males (43.31% of males participating in the study who
declared absence of hypertension in the interview), compared
to the group of females (30.83% of females).
Statistically significant relationships were also noted with
respect to respondents’ education level. Abnormal values of
arterial blood pressure were more often found in persons
with lower education level (Tab. 3).

Table 3. Level of blood pressure and education

Level of blood pressure

Education

Primary school
%

Secondary school
%

Higher

In the majority of respondents (47.6%) arterial pressure
was normal. In the examined group without hypertension,
in an interview, 20.16% of respondents had an optimal
pressure, 27.52% – normal pressure, and 17.17% – normal
high pressure. In turn, in the group not qualified for the
study, an optimal level of the parameter was noted in 2.82%
of persons. As many as 13.38% of persons not qualified
for the further stage of the study due to the presence of
hypertension in an interview, had normal blood pressure
values. A relatively large number of study participants had
high normal blood pressure, both in the study group and

72

56.69

%

Total

Pearson’s Chi2

Normal

Hypertension

Total

13

16

29

44.83

55.17

110

73

60.11

39.89

115

40

74.19

25.81

238

129

12.84 095

183

155

367

df

p

2

0.00163

Analysis of the level of hypertension according to
respondents’ age also provided important data (Tab. 4).
The analyses performed demonstrated that the age group
especially vulnerable to abnormal values of blood pressure
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Table 4. Level of blood pressure and age
Level of blood pressure
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interview, 60 cases of isolated arterial hypertension were
noted (16.3%). The largest age group among respondents
who declared absence of hypertension in the interview, in
whom isolated hypertension was diagnosed, were those aged
61–70 (17.9%). While analyzing the situation in individual age
groups, it was observed that in the age group 51–60 it was the
lowest, although there was a still high percentage of persons
without isolated arterial hypertension (76.1%) (Tab. 5).

Age

Up to 20 years
%

21–30 years
%

31–40 years
%

41–50 years
%

51–60 years
%

61–70 years
%

71 years and over
%

Total

Pearson’s Chi2

Normal

Hypertension

Total
16

13

3

81.25

18.75

15

7

68.18

31.82

37

13

74.00

26.00

37

17

68.52

31.48

21

25

45.65

54.35

22

50

Isolated hypertension

54

Age

46

1+2) up to 20 years
%

78

39

66.67

33.33

37

25

59.68

40.32

238

129

367

df

p

6

0.052

12.48491

Table 5. Isolated hypertension according to age.

117

3) 21-30 years
%

62

4) 31-40 years
%

5) 41-50 years
%

6) 51-60 years
%

are those aged between 51–60 (Tab. 4). The occurrence
of hypertension was observed in more than half of the
respondents (54.4%) in this age interval. The second age
group with abnormal arterial blood pressure, according to
numbers, were persons aged 71 and over. Statistical analysis
indicted the presence of a relationship between age and
the level of blood pressure (Chi2 Pearson=11.8; p<0.03). It
should also be indicated that in the case of the remaining
age groups, the occurrence of arterial hypertension is not
a rare phenomenon, despite low numbers of respondents
at younger age; in each group a minimum of one-fourth of
cases of hypertension were noted.
Considering the fact that the prophylactic action was carried
out in the city of Lublin and the Lublin commune, urban
inhabitants constituted a large percentage of the screening
participants, compared to the number of persons living in the
rural areas who participated in the study (86.1% vs 13.9%).
Therefore, the performance of an analysis considering the
respondents’ place of residence was not advisable due to the
risk of incorrect inference.
Isolated arterial hypertension is also important in the
interpretation of arterial blood pressure. Isolated hypertension
means repeated elevated values of systolic blood pressure
(SBP) in combination with normal diastolic blood pressure
(DBP) [19]. At present, isolated systolic or systolic-diastolic
hypertension is considered as the main sub-type of arterial
hypertension in young adults, in whom it has been considered
as a ‘deceptive status’, resulting from the enhancement of the
‘normal’ central blood pressure, where the pressure waves
transit through peripheral vessels [20].
Isolated hypertension was significantly more often observed
in the group of respondents who declared hypertension in the
interview (45.07% of persons who mentioned hypertension in
the interview), compared to those who reported the absence of
hypertension (16.35% of respondents in this group). However,
it should be emphasized that from among 367 persons who
declared absence of arterial hypertension in the preliminary

7) 61-70 years
%

8+9) 71 and over
%

Total

Pearson’s Chi2

NOT isolated

Isolated

Total
16

15

1

93.75

6.25

18

4

81.82

18.18

22

46

4

92.00

8.00

50

48

6

88.89

11.11

54

35

11

76.09

23.91

96

21

82.05

17.95

49

13

79.03

20.97

307

60

7.989552

46

117

62

367

df

p

6

0.23888

Table 6. Isolated hypertension according to gender

Isolated hypertension

Gender

Females
%

Males
%

Total

Pearson’s Chi2

NOT isolated

Isolated

Total
240

209

31

87.08

12.92

98

29

77.17

22.83

307

60

5.973622

127

367

df

p

1

0.01452

Analyses showed that this type of hypertension also
depended on respondents’ age. Isolated hypertension was
more often observed in males (22.83%) than females (12.92%).
(Tab. 6).
Statistical analysis did not show any significant differences
between education level and place of residence, and the
occurrence of isolated systolic arterial hypertension (Tab. 7).
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Table 7. Isolated hypertension according to education and place of
residence
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possible to avoid hospitalization due to effective prophylaxis.
From among more than 30 diseases in the case of which it
would be possible to reduce hospitalization due to actions on
the level of primary healthy car, 5 diseases are distinguished
as especially important in European countries: diabetes,
arterial hypertension, heart failure, chronic obstructive
pulmonary disease (COPD), and asthma [24]. Total costs of
treatment of non-communicable chronic diseases in Poland
constitute 4.3% of the GDP (indirect costs are 3.8% of GDP)
[28]. Polish analyses performed by the National Health Fund
indicate that in 2018 the total cost of provision of services for
adults due to arterial hypertension (health services with the
main diagnosis of arterial hypertension) was 258.3 million
PLN. Thus, the reduction in arterial hypertension is of great
importance from both the health and economic aspects.
The effectiveness of screening increases with respect to the
health problems which frequently occur in a given population
and for which there is an effective treatment. Therefore, an
important action is pursuing stage 1 and stage 2 prophylactic
actions, which allow an increase in social awareness, as well
as an early detection of a health disorder which is arterial
hypertension. According to guidelines by the Polish Forum
for Prevention of Cardiovascular Diseases, measurement of
arterial blood pressure are an effective method in stage 2
prophylaxis. Measurement should be carried out in persons
without the diagnosis of arterial hypertension, starting from
the age of 3, at least once a year. In addition, in adults with
blood pressure 120–139/80–89 mm Hg, this measurement
should be performed more often [29].
Data by the WHO demonstrate that many people are
unaware of the existing health problem which is hypertension,
and almost 30% of the adult Polish population ill with arterial
hypertension are not aware of this fact [30]. Author’s own
research showed that among persons who, in preliminary
interview, declared absence of the symptoms of the disease,
129 cases of hypertension at stages 1, 2 and 3 were diagnosed.
This was confirmed in a study by Jarząbek et al. which
demonstrated that a considerable percentage of respondents
had never measured their blood pressure, and only ¼ of them
could present the actual value of arterial blood pressure [31].
Awareness of the presence of risk factors of noncommunicable chronic diseases, including arterial
hypertension in the Polish population, remains extremely
varied and depends, among other things, on the respondents’
place of residence, gender, education level, and age [32, 33].
In the NATPOL II study, 65.5% of persons declared that
they knew their blood pressure. However, in the NATPOL
PLUS study, the researchers observed a decrease in the level
of knowledge concerning own arterial blood pressure. This
phenomenon is especially clearly observed in small towns
and rural areas, where few inhabitants posses their own
preion, nearly a half of persons who smoked cigarettes were
unaware of the fact that they suffered from hypertension.
Among non-smokers, this percentage was 35% [36].
The presented study confirmed the above-mentioned
analyses. Moreover, many prospective studies also
demonstrated that total mortality and mortality due to
coronary disease was higher among persons with a lower socioeconomic status, defined as low education level, low income,
low occupational status, or living in poor neighbourhoods
(relative risk – 1.3–2.0) [37]. Similar conclusions were drawn
in the presented study and indicated that abnormal values
of arterial hypertension were significantly more frequently

Education

Primary school
%

Secondary school
%

higher
%

Total

Pearson’s Chi2

Place of residence
Urban area
%

Rural area
%

Total

Chi with Yates’
Correction
2

Isolated hypertension

NOT isolated

Isolated

Total

23

6

29

79.31

20.69

149

34

81.42

18.58

135

20

87.10

12.90

307

60

183

155

367

df

p

2

0.29958

NOT isolated

Isolated

Total

266

50

316

84.18

15.82

100.00

41

10

51

80.39

19.61

100.00

307

60

367

2.410802

0.2248833

df

p

1

0.63535

DISCUSSION

Arterial hypertension is a civilisation disease which may be
effectively prevented and, at the same time, reduces the risk
of premature death due to cardiovascular events, as well
as the social and economic costs incurred [21]. Excessively
high blood pressure is directly related with the occurrence
of cardiovascular diseases, such as myocardial infarction,
cerebral stroke, heart failure, or peripheral artery disease
[22]. An abnormal value of arterial blood pressure may also
constitute a direct cause of death. In 2009, the WHO indicated
that arterial hypertension was a direct cause of 13% of deaths
worldwide [23]. Chronic non-communicable diseases, to
which belongs arterial hypertension, are responsible for
90% of deaths in the European Union (EU), and generate
considerable costs for the health care system and the whole
of society. According to the Organization for Economic
Co-operation and Development (OECD), every year in the
EU approximately 550,000 people at productivity age die
prematurely due to non-communicable chronic diseases. In
accordance with the data by the Directorate General Health
and Consumers, the above-mentioned health disorders
represent a loss of value for the EU economy of approx. 115
billion EUR, i.e. 0.8% of the GDP annually [24,25]. These
diseases are the main cause of mortality, and simultaneously,
the majority of health care costs. Additional losses concern
the economic sector, resulting in a decrease in productivity.
It has been estimated that economic growth decreases by
0.5% per each 10% of an increase in mortality due to noncommunicable chronic diseases [26]. In the document
‘Business As Usual Scenario’, prepared by the World Economic
Forum and Harvard School of Public Health, it was indicated
that in the years 2011–2025 economic losses will exceed 7
billion, which is approximately 4% of annual production in
2010 [26, 27]. It is an important fact that among the noncommunicable chronic diseases there are those in which it is
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(25.3%; 8.2%, 1.6%, respectively). Abnormal values of arterial
blood pressure were significantly more often diagnosed
in males than females. Hypertension more frequently
occurred in the group of males who declared the absence
of hypertension in the preliminary interview. The study
demonstrated that the largest group willing to participate
in the prophylactic action were persons aged over 60. Efforts
should be made in order that a larger number of persons
from the younger age groups participate in prophylactic
examinations to reduce damage to health and the economy.
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diagnosed among males than females. Hypertension more
often occurred in the group of males who, in the preliminary
interview, declared the absence of hypertension. In the
WOBASZ study, the frequency of occurrence of hypertension
in males was higher than among females (42 vs. 33%) [38].
Differences in the prevalence of hypertension according to
gender changed with age. In the NATPOL PLUS study, in
Poland, among persons aged between 18–39, hypertension
was diagnosed in 7% of the study participants, significantly
more often among males than females (11 vs. 3%; p <0.05). In
the age group 40–59, hypertension was diagnosed in 34% of
the examined persons (34% of females and 34% of males),
whereas in the group aged over 59, hypertension was occurred
in 57% of respondents, slightly more frequently in females
(60 vs. 54%, statistically insignificant) [38].
A study by E. Tomiak et al. demonstrated that the
implementation of prophylactic interventions based on
the practice of a general physician occurred to be the most
effective method for controlling epidemics of cardiovascular
diseases. A larger number of prophylactic consultations
resulted in a significant decrease in the mean systolic and
diastolic blood pressure, and total cardiovascular risk
calculated using the SCORE charts [39]. A systematic review
prepared by the USPSTF concerning the determination of
advantages and disadvantages resulting from intervention in
the form of behavioural therapy in order to improve diet and
physical activity in adults and cardiovascular risk factorsm
demonstrated that these interventions result in the reduction
of the incidence of cardiovascular events, decrease in blood
pressure and high-density lipoproteins [40]. Interventions
within the prophylaxis of the above-mentioned disease
entities should focus primarily on education and the presence
of the essential risk factors [41, 42].
Own studies confirmed that the largest group willing to
participate in the prophylactic action were persons aged
over 60. Efforts should be made so that a larger number of
persons from younger age groups participated in prophylactic
examinations, because the process of development of
atherosclerotic changes may begin during the period of
adolescence. Recommendations by scientific societies also
include the implementation of actions within the scope of
early detection of cardiovascular diseases and performance
of basic diagnostic tests, i.e. lipogram, measurement of body
weight, BMI and the measurement of glycaemia [43, 44].
Programmes of primary and secondary prevention of
complications of arterial hypertension should be based on
early detection and control of modifiable risk factors, due to
the consequent health effects, high risk of death, and costs
associated with further treatment. Therefore, an effective
prevention of arterial hypertension should start with the
youngest age groups [45].
CONCLUSIONS

Reduction of arterial hypertension is very important, both
from health and economic aspects. It is important to carry out
actions within stage 1 and stage 2 prophylaxis, which enables
an increase in social awareness, as well as an early detection of
the health disorder which is arterial hypertension. Own study
showed that among 367 persons who declared the absence of
the symptoms of the disease in preliminary interview, 129
cases of hypertension were diagnosed of stages 1, 2, and 3
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