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Abstract  

The aim of this study was to increase patients’ adherence to the treatment of 

hypertension through the consultation training of nurses. Thirty-three nurses were 

included in the study. In the intervention group (IG), 19 nurses took part in a three-day 

residential training course on the Stages of Change model, Motivational Interviewing 

and guidelines for cardiovascular prevention, and recruited 153 patients. Sixteen nurses 

in the control group (CG) recruited 59 patients. A decrease in systolic and diastolic 

blood pressure and total cholesterol was noticed in both groups over the two years. 

Heart rate (p=0.027), body mass index (p=0.019), weight (p=0.0001), waist (p=0.041), 

LDL-cholesterol (p=0.0001), the waist hip ratio (p=0.024), and perceived stress 

(p=0.001) decreased to any great extent only in the IG. After two years, 52.6% of the 

patients in the IG (p=0.13) reached the target of ≤ 140/90 mmHg in blood pressure 

compared with 39.2% in the CG. For self-reported physical activity there was a 

significant (p=0.021) difference between the groups. The beneficial effects of the 

consultation training on patients’ weight-parameters, physical activity, perceived stress 

and the proportion of patients who achieved blood pressure control emphasise 

consultation training and the use of behavioural models in motivating patients to adhere 

to treatment. 

 

Keywords 

Education, hypertension, nursing, models theoretical, patient compliance, referral and 

consultation 
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Introduction 

The goal of improving the opportunities for hypertensive patients to manage their own 

treatment is an important issue when it comes to minimising the negative health effects 

of high blood pressure (BP). In many trials, interest hitherto has focused on BP control 

and not on lifestyle related to the control of cardiovascular risk factors. However, 

knowledge on how to tailor the treatment so that the individual patient attains 

sustainable cardioprotective lifestyle behaviour changes is limited. Nurse-managed 

follow-up visits have turned out to have a positive effect [1, 2]. A recent Cochrane-

review [3] concludes that an organised system with a stepped care approach to 

antihypertensive drug treatment appears to improve the control of high BP. Bosworth et 

al. [4] suggest multifactorial tailored behavioural education for improved BP control. 

Lifestyle changes or non-pharmacological treatment (smoking cessation, reducing 

alcohol intake, weight reduction, diet, physical activity and stress management) and 

pharmacological treatment have been found, on the basis of extensive research, to be 

important in reducing the risk of cardiovascular complications [5, 6]. The growing 

knowledge of behavioural models for changing lifestyle and increasing adherence is 

unfortunately seldom taken into account [7, 8].  

 

The aim of our study was to increase patients’ adherence to the treatment of 

hypertension by the consultation training of nurses involved in hypertension care using 

the “Stages of Change” (SOC) model and “Motivational Interviewing” (MI), with a 

specific research question about the positive effects that could be observed on the 

patients’ BP, smoking, blood lipids, physical activity, alcohol consumption and weight 

as a result of nurses’ communication after their consultation training.  

 



4 

 

 

Subjects and methods 

Nurses were recruited from a register of all the nurses who were members of the 

Swedish Hypertension Society and from a register of all nurse-led hypertension clinics 

at health centres in Sweden (Figure 1). They were requested to participate and then 

randomly allocated to intervention (IG) or control group (CG). The intervention 

consisted of a multifactorial tailored education [4] for nurses that was residential and 

lasted for three days during the winter of 2003 and 2004, on three separate occasions. 

The nurses were educated in patient centeredness [9], the SOC model [10], MI [9] and 

applying guidelines for cardiovascular prevention [5], lifestyle factors and 

pharmacological treatment [3]. To get practice after the lessons, the nurses were video-

recorded when counselling simulated patients. The recordings were reviewed in small 

groups with supervision of the research team (ED, AB, KK). To help the nurses 

establish a structure for the consultation, they were given a booklet specially developed 

for this study [11]. Moreover, another booklet was written for patients’ self-

management of cardiovascular risk factors and the stages involved in behavioural 

change with a final summing up of the patient’s individual risk profile [12]. The results 

of the consultation training on nurses communication with patients has been previously 

reported [13, 14].  

 

The patient inclusion criteria were hypertensive patients consulting nurses at health 

centres, men and women aged <75 years, systolic blood pressure (SBP)  160 mmHg 

and/or diastolic blood pressure (DBP)  90 mmHg, body mass index (BMI)  25 kg/m
2
, 

serum cholesterol  6.5 mmol/l and/or serum triglycerides  2.3 mmol/l and not 

reporting regular physical activity. Smoking or using snuff was not a criterion for 

exclusion. According to the multifactorial tailored education [4] several laboratory and 
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lifestyle variables were recorded at baseline and after two years. Patients in the CG 

received usual care while patients in the IG were counselled by the special educated 

nurses. 

 

This multi-centre study adheres to the principles outlined in the Declaration of Helsinki 

and was approved by the Local Ethics Committee at the Faculty of Medicine, 

University of Gothenburg, Sweden (Ö363-00).  

 

Statistical methods 

A statistical power calculation was made based on earlier studies to estimate the power 

(including mean and distribution for BMI, DBP and lipids) [15]. Fifty patients in the 

CG were needed to give 90 % power at a 5 % significance level. The SPSS statistical 

software (SPSS for Windows, version 17.0, SPSS Inc., Chicago, IL) was used for all 

analyses. For categorical variables comparisons between the IG and CG were performed 

using the chi-squared test and comparisons within each group between baseline and 

follow-up were performed using the McNemar test. Variables at ordinal level were 

analysed using the Mann-Whitney test (for comparisons between the groups) and the 

Wilcoxon’s signed rank test (for comparisons within groups between baseline and 

follow-up). Continuous variables were checked regarding assumptions underlying 

parametric and nonparametric statistics and were described and analysed accordingly. 

The alpha level of significance was set at 0.05 (two-tailed). 

 

Results  

The nurses in IG and CG were similar (48 years of age [range 38-59] vs 51 years [range 

40-60], working since registration 20 years [range 4-36] vs 25 years [range 10-36] and 
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working at nurse-led clinic for hypertension 4 years [range 1-16] vs 5 years [range 0-

14]). In all, 153 patients were recruited consecutively in the IG and 60 patients in the 

CG (Figure 2). The intention was to have >150 patients in the CG too, but the nurses 

had difficulties in recruiting patients and after four years the inclusion period was 

stopped. Due to the statistical analyses only patients who had complete data, collected 

from all three measurements at baseline, after one and after two years, were included in 

the final analyses which resulted in 137 and 51 patients in the IG and CG respectively. 

Reasons for loss at follow-up are given in Figure 2. 

 

At baseline there was a significant difference in SBP between the groups (IG: 159.1 

mmHg [SD 16.57] vs CG: 167.0 mmHg [SD 17.59], p <0.01), but no other differences. 

A decrease could be seen in SBP for both groups from baseline to one year and 

furthermore to two years. The same finding applied to DBP during the first year and the 

decrease remained for the second year (Table 1). Total cholesterol decreased from 

baseline to two years too, but heart rate, BMI, weight, waist, LDL cholesterol and WHR 

decreased only in the IG. The differences between the groups were significant for heart 

rate (p=0.031) and HDL cholesterol (p=0.002) at the two-year follow-up (data not 

shown). At two years, 52.6% of the patients in the IG (p=0.13) reached the target of ≤ 

140/90 mmHg in BP compared with 39.2% in the CG (Table 2). The number of patients 

who reached the target level for total cholesterol and LDL cholesterol increased in both 

groups but to a greater extent in the IG.  

 

In the IG, there was a decrease in waist circumference (p=0.041) and BMI (p=0.019) 

after two years. Looking separately at men and women in the IG, they decreased in 

weight (men from 99.5 kg [SD 15.7] to 98.1 kg year two [SD 15.2], p=0.009, and 
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women from 84.9 kg [SD 13.1] to 83.6 kg year two [SD 13.1], p=0.016), and in BMI 

(men from 31.2 [SD 4.2] to 30.8 year two [SD 4.3], p=0.010, and women from 31.7 [SD 

4.6] to 31.2 year two [SD 4.6], p=0.019). 

 

Regarding self-reported physical activity, there was an increase (p=0.004) in the IG, 

resulting at the two-year follow-up in a significant (p=0.021) difference between the 

groups (data not shown). The patients also reported a lower level (p=0.001) of perceived 

stress in the IG at the two-year follow-up. The total consumption of alcohol was lower 

in the IG, but there were still seven patients who consumed above the gender-specific 

risk consumption levels (5.1%) while there were three in the CG (5.9%) after two years.  

 

At baseline, 21.1% of the patients in the IG did not use any antihypertensive medication 

and, after two years, 13.9% still did not (Table 3). The number of patients on lipid-

lowering medication increased in the IG from 11.0 to 27.5% and in the CG from 9.9 to 

21.6%. The differences between the groups were non-significant. 

 

 

Discussion 

While following patient variables over two years after nurses’ consultation training 

SBP, DBP and total cholesterol decreased in both the IG and CG. Heart rate, BMI, 

weight, waist, LDL-cholesterol and WHR decreased to a greater extent only in the IG. 

Furthermore, more patients in the IG reached target BP and reported lower level of 

perceived stress. Significant differences between the groups were found for increased 

physical activity, heart rate and HDL cholesterol. 

  



8 

 

 

There are some confounding factors that have to be taken into account. The nurses’ 

understanding and skills when it came to practising the behavioural models may be 

decisive in interventions that work in two stages. First, the nurses should change their 

behaviour to be more patient-centred during their own counselling with patients [16] 

and, second, the patients should participate in the MI conversation and reflect upon their 

lifestyle, which sometimes does not simply involve only a single behaviour but can 

involve several different behaviours [17]. However, these are the requirements in 

clinical practice. Furthermore the nurses in the study groups were interested to improve 

hypertension care, a reason for participating in the study, which could have an effect on 

patients’ outcome. Only patients, whose data was available at all three measurements, 

were finally included due to the planned statistical analyses. We do not know if the 

excluded patients were different from the included, which should be considered in 

interpreting the results. Another limitation is the duration of several years for inclusion 

of patients. Some nurses succeeded in finding several patients quite quickly while others 

managed only to find a couple of patients. Explanation for this, given by the nurses, was 

that they had very different amount of time scheduled for their hypertensive patients. 

 

The greater decreases in BMI, weight, waist and WHR for the patients in the IG at the 

two-year follow-up demonstrate the positive effect of the nurses’ use of MI. This kind 

of research showing the applicability of MI was requested by Duran [18]. The most 

pronounced changes occurred between baseline and one year and then remained to the 

two-year follow-up. Applying a Bonferroni correction for multiple comparisons would 

mean that one of these effects (waist and weight) disappears. In the CG was the same 

pattern seen with less pronounced changes from baseline to the one-year follow-up. 
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In using MI, the nurse must form an alliance with the patient and encourage the patient 

to explore his/her ambivalence and express self-generated reasons for change. In doing 

this, the patients’ autonomy is central. Depending on the stage of changing behaviour 

according to the SOC model [19] the patient has reached, the intervention must be 

matched to that stage. If a patient is not interested in or considering change, the pre-

contemplation stage, and is treated as if it was simply a matter of just deciding how to 

make the change, the predictable outcome is resistance [20]. As the patients in the IG 

succeeded in reducing their body weight variables, we can assume that the use of MI 

and the SOC model was successful, although there were significant differences between 

the groups only for heart rate, HDL cholesterol and physical activity. 

 

The decrease in the weight variables is probably one of the reasons for more patients, 

though not significantly, reaching the target BP level of ≤ 140/90 mmHg in the IG 

(52.6%) than in the CG (39.2%) [21]. This assumption is strengthened by the fact that 

fewer patients in the IG, 44.5%, increased the amount of antihypertensive medication, 

compared with 49% in the CG. The increase in physical activity in the IG is also 

expected to lower BP [22] and could be viewed as a result of the nurses’ training in MI 

[23], as well as the use of the multifactorial tailored behavioural counselling [4]. The 

same reasoning applies to the patients’ lower perceived level of stress in the IG.  Similar 

results were also found in the EUROACTION study, where nurses were engaged in a 

cardiovascular disease prevention programme showing significant effects on body 

weight with 16% (IG) vs 7% (CG) and risk factor levels of BP, waist circumference and 

intake of fruit and vegetables in high-risk patients in general practice after one year 

[24]. The nurses’ continuous follow-up of the patients in our study can also contribute 

to the results. The IG nurses’ increased awareness of the importance of reaching target 
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values may be the reason for the increase in lipid-lowering medication of 16.8% 

compared with 11.8% in the CG. Even though it is the general practitioner (GP) who 

prescribes the drugs, it is often the nurse who draws the GP’s attention to a specific 

problem. A study from an outpatient clinic in Denmark found that, when nurses were 

entitled to initiate and titrate antihypertensive medication, 95% of the patients reached 

target BP [1].  

 

A new lifestyle requires constant attention, which might result in relapses in former 

behaviour or maintaining the new lifestyle [25]. Prochaska et al. [26] suggest that at 

least five years is the time period when people undergoing a behavioural change could 

need support in order not to have relapses. A further follow-up of this study would 

therefore be of interest. 

 

Conclusion 

The extensive three-day consultation training for nurses resulted in effects on patients’ 

weight-parameters, physical activity, perceived stress and the number of patients who 

achieved BP-control during two years of follow-up. These findings emphasise the 

importance of consultation training for nurses and the use of behavioural models in 

motivating patients to make lifestyle changes in order to control their BP. Further and 

larger studies are needed to verify our results, preferably from other countries too. 

 

Funding 

This work has been supported by the Swedish Research Council (K2003-27VX-14636-

01A), the Swedish Heart and Lung Foundation, Pfizer AB, the Swedish Society of 



11 

 

 

Hypertension and Institute of Health and Care Sciences, The Sahlgrenska Academy, 

University of Gothenburg.  

 

Acknowledgement 

The authors wish to thank Inger Norvinsdotter Borg for co-ordinating the activities on 

the residential courses and all participating nurses and patients. 



12 

 

 

References 

1. Andersen UO, Simper AM, Ibsen H, Svendsen TL. Treating the hypertensive patient 

in a nurse-led hypertension clinic. Blood Press. 2010;19(3):182-7. 

2. Voogdt-Pruis HR, Beusmans GH, Gorgels AP, Kester AD, Van Ree JW. 

Effectiveness of nurse-delivered cardiovascular risk management in primary care: a 

randomised trial. Br J Gen Pract. 2010;60(570):40-6. 

3. Glynn LG, Murphy AW, Smith SM, Schroeder K, Fahey T. Interventions used to 

improve control of blood pressure in patients with hypertension. Cochrane Database 

Syst Rev. 2010(3):CD005182. 

4. Bosworth HB, Olsen MK, Neary A, Orr M, Grubber J, Svetkey L, et al. Take Control 

of Your Blood Pressure (TCYB) study: a multifactorial tailored behavioral and 

educational intervention for achieving blood pressure control. Patient Educ Couns. 

2008;70(3):338-47. 

5. Mancia G, De Backer G, Dominiczak A, Cifkova R, Fagard R, Germano G, et al. 

2007 ESH-ESC Guidelines for the management of arterial hypertension: the task force 

for the management of arterial hypertension of the European Society of Hypertension 

(ESH) and of the European Society of Cardiology (ESC). Blood Pressure. 

2007;16(3):135-232. 

6. Helitzer DL, Lanoue M, Wilson B, de Hernandez BU, Warner T, Roter D. A 

randomized controlled trial of communication training with primary care providers to 

improve patient-centeredness and health risk communication. Patient Educ Couns. 

2011;82(1):21-9. 

7. Glanz K, Rimer B, Viswanath K, editors. Health beavior and health education. 

Theory, research and practice. San Francisco: Jossey-Bass, John Wiley & Sons, Inc; 

2008. 



13 

 

 

8. Kotseva K, Wood D, De Backer G, De Bacquer D, Pyorala K, Reiner Z, et al. 

EUROASPIRE III. Management of cardiovascular risk factors in asymptomatic high-

risk patients in general practice: cross-sectional survey in 12 European countries. Eur J 

Cardiovasc Prev Rehabil. 2010;17(5):530-40. 

9. Rollnick S, Mason P, Butler C. Health behavior change. Philadelphia: Churchill 

Livingstone; 2002. 

10. Prochaska JO, Redding CA, Evers KE. The transtheoretical model and stages of 

change. In: Glanz K, Lewis FM, Rimer BK, editors. Health behavior and health 

education. 2nd ed. San Francisco: Jossey-Bass Publishers; 1997. p. 60-84. 

11. Drevenhorn E, Bengtson A, Norvinsdotter Borg I, Kjellgren K. Att följa sin 

behandling steg för steg - vägledning för sjukvårdspersonal (Following one's treatment 

step by step - instructions for healthcare personnel). Stockholm: Skire Project; 2003. 

12. Drevenhorn E, Bengtson A, Norvinsdotter Borg I, Kjellgren K. Att följa sin 

behandling steg för steg - arbetshäfte för patienter (Following one's treatment step by 

step - working booklet for patients). Stockholm: Skire Project; 2003. 

13. Drevenhorn E, Bengtson A, Allen JK, Säljö R, Kjellgren KI. Counselling on 

lifestyle factors in hypertension care after training on the Stages of Change model. 

European Journal of Cardiovascular Nursing. 2007;6(1):46-53. 

14. Drevenhorn E, Bengtson A, Allen JK, Säljö R, Kjellgren KI. A content analysis of 

patient centredness in hypertension care after consultation training for nurses. The 

Internet Journal of Advanced Nursing Practice. 2006;8(2). 

15. Kirkwood BR. Essentials of medical statistics. Oxford: Blackwell Scientific 

Publications; 1994. 

16. Casey D. Using action research to change health-promoting practice. Nurs Health 

Sci. 2007;9(1):5-13. 



14 

 

 

17. Prochaska JO. Multiple Health Behavior Research represents the future of 

preventive medicine. Prev Med. 2008;46(3):281-5. 

18. Duran LS. Motivating health: strategies for the nurse practitioner. J Am Acad Nurse 

Pract. 2003;15(5):200-5. 

19. Prochaska JO, DiClemente CC. Transtheoretical therapy: Toward a more integrative 

model of change. Psychology and Psychotherapy: Theory, Research and Practice 

1982;19(3):276-88. 

20. Miller WR, Rollnick S. Motivational interviewing - preparing people for change. 

2nd ed. London: The Guilford Press; 2002. 

21. Mulrow C, Chiquette E, Angel L, Cornell J, Summerbell C, Anagnostelis B, et al. 

Dieting to reduce body weight for controlling hypertension in adults (Cochrane 

Review). Chichester, UK: John Wiley & Sons, Ltd; 2003. 

22. Halbert J, Silagy C, Finucane P, Withers R, Hamdorf P, Andrews G. The 

effectiveness of exercise training in lowering blood pressure: a meta-analysis of 

randomised controlled trials of 4 weeks or longer (Structured abstract).  The Cochrane 

Library2006 [Issue 2]; The Cochrane Library (Database of Abstracts of Reviews of 

Effects). 

23. Brodie DA, Inoue A. Motivational interviewing to promote physical activity for 

people with chronic heart failure. J Adv Nurs. 2005;50(5):518-27. 

24. Wood DA, Kotseva K, Connolly S, Jennings C, Mead A, Jones J, et al. Nurse-

coordinated multidisciplinary, family-based cardiovascular disease prevention 

programme (EUROACTION) for patients with coronary heart disease and 

asymptomatic individuals at high risk of cardiovascular disease: a paired, cluster-

randomised controlled trial. Lancet. 2008;371(9629):1999-2012. 



15 

 

 

25. Jallinoja P, Pajari P, Absetz P. Repertoires of lifestyle change and self-responsibility 

among participants in an intervention to prevent type 2 diabetes. Scandinavian Journal 

of Caring Sciences. 2008;22(3):455-a62. 

26. Prochaska JO, Redding CA, Evers KE. The transtheoretical model and stages of 

change. In: Glanz K, Lewis FM, Rimer BK, editors. Health behavior and health 

education: theory, research, and practice. 3rd ed. San Francisco: Jossey-Bass; 2002. p. 

99-120. 

 

 



16 

 

Table 1. Overview of BP, heart rate, BMI, weight, waist, WHR and blood lipids at baseline and significance level within groups after two years. 

Intervention group n=137 (mean; SD 95% CI) Control group n=51 (mean; SD 95% CI) 

 Baseline 2 yrs Baseline 2 yrs 

Systolic BP (mmHg) 159.1(16.6;156.3-

161.9) 

142.9(15.1;140.3-

145.4)*** 

167.0(17.6;162.1-

172.0) 

145.6(10.0;141.6-

149.6)*** 

Diastolic BP 

(mmHg) 

93.0(9.5;91.4-94.6) 83.6(9.3;82.0-85.1)*** 90.2(11.3;86.9-93.3) 83.1(16.6;80.2-85.9)*** 

Heart rate 

(beats/min) 

68.8(9.6;67.2-70.4) 67.2(9.9;65.5-68.9)* 71.0(12.1;68.1-75.0) 70.3(9.1;52.5-125.7) 

BMI (kg/m
2
) 31.4(4.3;30.7-32.1) 30.9(4.4;30.2-31.7)*** 30.9(4.1;29.8-32.1) 30.8(3.7;29.8-31.9) 

Weight (kg) 93.3(15.9;90.6-95.9) 92.0(16.0;89.3-94.7)*** 90.4(17.5;85.6-95.5) 90.2(16.6;85.5-94.9) 

Waist men (cm) 109.8(10.6;107.4-

112.3) 

108.2(11.7;105.7-110.9)** 110.6(9.5;106.8-

114.4) 

108.4(8.3:105.0-111.9) 

Waist women (cm) 101.5(10.2;98.8-

104.1) 

99.9(11.4;96.9-102.9)* 100.0(11.1;95.5-

104.6) 

101.2(10.9;96.7-105.7) 

WHR 1.0(0.1;0.9-1.0) 0.9(0.1;0.9-1.0)* 1.0(0.1;0.9-1.0) 0.9(0.1;0.9-1.0) 
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Cholesterol 

(mmol/l) 

6.3(1.1;6.2-6.5) 5.8(1.0;5.7-6.0)*** 6.4(0.9;6.2-6.7) 5.8(0.9;5.5-6.0)*** 

HDL (mmol/l) 1.5(0.9;1.3-1.6) 1.3(0.4;1.3-1.4) 1.5(0.5;1.4-1.7) 1.6(0.7;1.4-1.8) 

LDL (mmol/l) 4.2(1.0;4.0-4.3) 3.8(1.0;12.8-81.9)*** 4.8(5.5;3.3-6.4) 3.6(0.8;16.1-62.3) 

TG (mmol/l) 2.0(0.9;1.9-2.2) 2.1(1.6;0.9-5.5) 2.0(1.8;1.5-2.5) 1.7(1.2;1.4-2.1)* 

BP, blood pressure, BMI, body mass index, HDL, high-density lipoprotein cholesterol, LDL, low-density lipoprotein cholesterol, TG, 

triglycerides, WHR, waist-hip ratio, 
*
P<0.05, 

**
P<0.01 and 

***
P<0.001 
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Table 2. Data from baseline to the 2-year follow-up for BP, blood lipids, waist, WHR 

and BMI. 

 Intervention group 

n=137, n (%) 

Control group 

n=51, n (%) 

 Baseline 2 yrs Baseline 2 yrs 

BP ≤140/90 mmHg 0 72(52.6)
 a
 0 20(39.2)

 a
 

SBP ≤140 mmHg 8(5.9) 55(40.1) 4(7.8) 16(31.4) 

DBP ≤90 mmHg 62(45.3) 96(70.1) 30(58.8) 36(70.6) 

TG mmol/l <resp limit/sex
 b 

 65(47.8) 60(44.1) 25(49.0) 33(64.7) 

Cholesterol ≤ 5.0 mmol/l 8(5.8) 33(24.1)*** 1(2.0) 9(17.6)** 

LDL ≤ 3.0 mmol/l  14(10.6) 31(23.7)** 4(8.2) 13(26.0)* 

HDL ≥ 1.0 mmol/l  120(87.6) 122(89.7) 49(96.1) 48(94.1) 

WHR ♂ ≤94 cm, ♀ ≤80 cm  13(9.6) 22(16.1) 1(2.0) 5(9.8) 

Waist      

♂ ≤94 cm, ♀ ≤80 cm 4(2.9) 9(6.6)* 1(2.0) 1(2.0) 

♂ 94.1-101.9 cm, ♀ 80.1-87.9 cm 17(12.4) 25(18.2) 5(9.8) 7(13.7) 

♂ >102 cm, ♀ >88 cm 116(84.7) 103(75.2) 45(88.2) 43(84.3) 

BMI (kg/m
2
)     

≤24.9 2(1.5) 8(6.0)* 3(5.9) 2(3.9) 

25-29.9 57(41.9) 59(44.0) 21(41.2) 23(45.1) 

30-34.9 52(38.2) 42(31.3) 18(35.3) 18(35.3) 

≥35 25(18.4) 25(18.7) 9(17.6) 8(15.7) 

BP, blood pressure, SBP, systolic blood pressure, DBP, diastolic blood pressure, WHR, 

waist-hip ratio, BMI, body mass index, TG, triglycerides, LDL, low-density lipoprotein 
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cholesterol, HDL, high-density lipoprotein cholesterol, 
a 
not applicable, 

b
♂ ≤1.8 and ♀ 

≤1.6 mmol/l, 
*
P<0.05, 

**
P<0.01 and 

***
P<0.001 
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Table 3. Antihypertensive and lipid-lowering drug medication (proportion of patients). 

 Intervention group 

n=137, n (%) 

Control group n=51, n 

(%) 

 Baseline 2 yrs Baseline 2 yrs 

None  33(21.1) 17(13.9) 15(29.4) 5(9.8) 

Antihypertensive drugs 104(78.9) 120(86.1) 36(70.6) 46(90.2) 

Betablockers 66(48.2) 70(51.1) 20(39.2) 19(37.3) 

Calciumantagonists 24(17.5) 37(27.0) 7(13.7) 18(35.3) 

ACE inhibitors 19(13.9) 32(23.4) 11(21.6) 17(33.3) 

ACE inhibitors+diuretics 2(1.5) 2(1.5) 1(2.0) 4(7.8) 

Angiotensin II-antagonists 17(12.4) 20(14.6) 2(3.9) 8(15.7) 

Angiotensin II-

antagonists+diuretics 

5(3.6) 11(8.1) 0 1(2.0) 

Diuretics 36(26.3) 55(40.1) 17(33.3) 22(43.1) 

Other
1
 2(1.5) 4(2.9) 0 0 

Lipid-lowering drugs 15(11.0) 38(27.5) 5(9.9) 11(21.6) 

Statins, n (%) 14(10.3) 35(25.4) 4(7.9) 10(19.6) 

Fibrates, n (%) 1(0,7) 3(2.1) 1(2.0) 1(2.0) 

1
 = sympatholytics with central or peripheral effect 
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Fig 2. Flow diagram of patients. 
a

Data missing due to patients not showing up or the nurses  

being off duty when data should be collected. 
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