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National Hypertension Taskforce of Australia: 
a roadmap to achieve 70% blood pressure 
control in Australia by 2030

Raised blood pressure or hypertension is by far 
the leading risk factor for preventable deaths 
in Australia, contributing to over 25 000 deaths 

annually (Supporting Information, figure 1 and 
figure 2),1- 3 mainly due to stroke, heart disease, kidney 
disease, heart failure, atrial fibrillation and dementia.3,4

The reduction of blood pressure to less than 
140/90 mmHg is only achieved in 32% of people with 
hypertension in Australia, and control rates have 
stagnated for a decade (Supporting Information, 
figure 3).5,6 As our control rates compare poorly to 
other high income countries (eg, 68% in Canada),5- 7 
we published a call- to- action to urgently bring about 
changes.5 In response to our call- to- action, the National 
Hypertension Taskforce of Australia (Taskforce) was 
formed, hosted by the Australian Cardiovascular 
Alliance and Hypertension Australia (Supporting 
Information), and launched by the Minister for Health 
and Aged Care in 2022.8,9 The Taskforce partners are 
reflected in the authorship of the roadmap, and are 
listed in the Supporting Information, figure 4.

This article describes the key actions to be taken by 
the Taskforce, including a roadmap to help implement 
identified actions.

The methods for identifying the key actions and 
the structure of the Taskforce are described in the 
Supporting Information, figure 5 and table 1.

Roadmap to improve blood pressure control in 
Australia

Background. Raised blood pressure is the leading 
preventable cause of death in Australia. One in 
three Australian adults (6.8 million people) have 
hypertension, defined as clinic or office blood pressure 
greater than or equal to 140/90 mmHg, based on 
randomised population data.10 Screening campaigns 
found that about half of these adults (3.4 million) have 

not had their high blood pressure values detected 
and are unaware of their hypertension,11 hence are 
not receiving appropriate treatment. Of those who 
are diagnosed with hypertension, and treated in the 
general population, only 32% (2.2 million) are treated 
effectively, that is, reducing their blood pressure to less 
than 140/90 mmHg (Box 1).10,11 Australians who visit 
primary care centres have somewhat different rates, 
where 55% of patients are treated and have their blood 
pressure effectively controlled.12

Goal. Increase current population blood pressure 
control rates (< 140/90 mmHg) from 32% to at least 70% 
by 2030.5,10

Targets and strategies. The roadmap for 2024–2030 
(Box 2) is built on three pillars: (A) prevent; (B) detect; 
and (C) effectively treat raised blood pressure. An 
international modelling study recommended 80–80–80 
blood pressure targets, which translates to 80% of 
individuals with hypertension being screened and 
aware of their diagnosis; 80% of those who are aware 
being prescribed treatment; and 80% of those on 
treatment having achieved blood pressure targets.13 
However, because 20% remain unaware, and 20% 
of those aware remain untreated, and 20% of those 
treated not achieving target, this model would only 
achieve 51% blood pressure control. To achieve the 
Taskforce’s target of 70%, a 90–90–90 model is required 
for Australia, as this approach would achieve a 73% 
blood pressure control rate.

Pillar A: prevent the development of hypertension 
across the nation

The prevention of blood pressure- related disease 
will be achieved through system- based strategies 
that promote target blood pressure levels of less than 
130/80 mmHg across the nation. Setting a target blood 
pressure of less than 130/80 mmHg recognises that 

1 University of New South 
Wales, Sydney, NSW. 

2 George Institute for Global 
Health, Sydney, NSW. 

3 Westmead Applied Research 
Centre, University of Sydney, 

Sydney, NSW. 

4 Alfred Hospital, Melbourne, 
VIC. 

5 Australian Cardiovascular 
Alliance, Sydney, NSW. 

6 Pharmacy Guild of Australia, 
Canberra, ACT. 

7 Queensland Research 
Centre for Peripheral Vascular 

Disease, James Cook University, 
Townsville, QLD. 

8 Australian e- Health Research 
Centre, CSIRO, Brisbane, QLD. 

9 University of Notre Dame 
Australia, Sydney, NSW. 

10 Sexual and Reproductive 
Health for Women in Primary 

Care Centre of Research 
Excellence, Monash University, 

Melbourne, VIC. 

11 University of Sydney, Sydney, 
NSW. 

12 Geneva, Switzerland. 

13 Stroke Foundation, 
Melbourne, VIC. 

14 Menzies Institute for 
Medical Research, University of 

Tasmania, Hobart, TAS. 

15 Victorian Heart 
Institute, Monash University, 

Melbourne, VIC. 

16 National Heart Foundation 
of Australia, Melbourne, VIC. 

17 Kidney Health Australia, 
Adelaide, SA. 

18 University of Adelaide, 
Adelaide, SA. 

19 Hudson Institute of Medical 
Research, Melbourne, VIC. 

20 Dobney Hypertension 
Centre, University of Western 

Australia, Perth, WA. 

21 Royal Perth Hospital, 
Perth, WA. 

a.schutte@unsw.edu.au

doi:  10.5694/mja2.52373

Aletta E Schutte1,2

Belinda Bennett2

Clara K Chow3

Geoffrey C Cloud4

Kerry Doyle5

Zoe Girdis6

Jonathan Golledge7

Andrew Goodman8

Charlotte M Hespe9

Meng P Hsu5

Sharon James10

Garry Jennings11

Taskeen Khan12

Audrey Lee2

Lisa Murphy13

Mark R Nelson14

Stephen J Nicholls15

Natalie Raffoul16

Breonny Robson17

Anthony Rodgers2

Andrea Sanders13

Catherine Shang5

James E Sharman14

Nigel P Stocks18

Tim Usherwood11

Ruth Webster1

Jun Yang19

Markus Schlaich20,21

1 Awareness, treatment and control rates of the general population (Australian Institute of Health and Welfare10 
and May Measure Month11 data); and control rates in primary care (55% according to MedicineInsights data12)

50%

32%

3.4 million

2.2 million
1.87 million

Treated and controlled

Aware and uncontrolled

Unaware

1.53 million
1.2 million

29%

23%
18%

6.8 million Australians with hypertension

Primary care data

https://doi.org/10.5694/mja2.52373
mailto:
https://orcid.org/0000-0001-9217-4937
https://orcid.org/0000-0003-4693-0038
https://orcid.org/0000-0002-0385-1084
https://orcid.org/0000-0002-4582-7728
https://orcid.org/0000-0001-9474-258X
https://orcid.org/0000-0002-7444-3037
https://orcid.org/0000-0003-4620-4976


M
JA

 2
02

4

2

Perspective

up to half of blood pressure- related morbidity occurs 
at a systolic blood pressure less than 140 mmHg.14 
Population- based strategies that shift the whole 
distribution of risk factors would produce substantial 

reductions in cardiovascular disease (CVD) burden,14 
and will benefit children, older people, people living 
in rural and remote areas, culturally and linguistically 
diverse populations and First Nations peoples, as well 

2 Summary of the roadmap to improve blood pressure control in Australia
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as those not accessing primary care services. Such 
strategies would reduce the risk for people at all blood 
pressure levels.15

The Taskforce will support initiatives to ensure the 
full implementation of the National Preventive Health 
Strategy 2021.16 For the prevention of raised blood 
pressure, a taskforce working group will develop 
economic tools to make healthy choices the most 
affordable ones. We will develop context- specific 

strategies to target preventive actions with the greatest 
attributable risk for hypertension development, such as 
reducing sodium and increasing potassium intake (eg, 
using potassium- enriched salt substitutes), a nutritious 
food supply, a healthy bodyweight, increasing physical 
activity and avoiding alcohol intake.17

Box 3 lists the top ten key priority areas for action. In 
this list, Pillar A was identified as key priority action 
9 for the Taskforce. The Taskforce has also identified 

3 The top 10 key priority areas for action*

Actions Pillar†

1 Developing up- to- date, simple blood pressure management tools for health care providers

Brief, user- friendly, easy to access guidance on relevant aspects for adequate blood pressure management such as 
accurate blood pressure measurement (in office and out- of- office blood pressure), simplified medication treatment 
algorithm tools, preferred use of single pill combination therapy, and others with reference to existing HealthPathways 
where feasible.

C

2 Increasing patient activation and engagement

Key for ensuring positive care outcomes and patient self- management through information, engagement, 
empowerment, partnering and ongoing support. Elements such as improving health literacy, activities to improve how 
people already diagnosed with hypertension can be “activated” to improve their own health, and others should be 
addressed.

A, B, C

3 Raising and maintaining awareness at all levels

Raising awareness on the importance of blood pressure for cardiovascular health in general, its accurate measurement 
and management, among the community, health care providers, allied health, pharmacists, government and any other 
stakeholders.

B

4 Establishing a systems-  and data- based approach to blood pressure management

Establishing a national blood pressure surveillance system in primary care based on currently available infrastructure 
to optimally use data for patient monitoring and evaluation. Set up processes to ensure integration of standardised 
blood pressure data across the health sector, ensuring health care providers have access to electronic health records, 
establish blood pressure management based on datasets rather than individual data points to inform practice and 
team- based care, facilitate identification of high risk patients.

B, C

5 Detection (screening) of people with elevated blood pressure to identify those at risk

Systematic screening for raised blood pressure for all patients visiting general practitioner clinics, also through team- 
based care. Opportunistic community- based screening initiatives such as those of the Stroke Foundation and May 
Measure Month awareness campaigns.

B

6 Health economic analyses to inform discussions with the federal government as well as state and territory government 
officials

Detailed health economic analysis to estimate the current cost to treat hypertension, and estimations on cost- 
effectiveness of implementing evidence- based approaches to prevent, detect and manage hypertension. Set up 
structured pathways to involve government in activities.

A, B, C

7 Explore and drive implementation of multidisciplinary team- based care approaches to manage hypertension

Evaluate international successes and co- design pathways with local health care providers, government and consumers 
accounting for the potential roles of sharing tasks such as the detection, long term monitoring and care of patients, 
including practice nurses, pharmacists, exercise physiologists, dieticians, physiotherapists and other professionals.

B, C

8 Ensuring standardised accurate blood pressure measurement

Implement standardised automated office blood pressure monitoring in all health care settings. Ensure provision of 
validated office blood pressure devices capable of automated office blood pressure measurement. Deliver related 
educational programs. Develop and implement toolkits for home blood pressure monitoring for health care providers 
and consumers. Educate on and expand the use of 24- hour ambulatory blood pressure monitoring for diagnosis 
(Medicare Benefit Schedule item 11607) and monitoring. Expand Medicare items for home and 24- hour measurements 
for long term blood pressure monitoring.

B, C

9 Implement population- based actions to reduce blood pressure across Australia

Determine how best to contribute and support ongoing initiatives to ensure the full implementation of the National 
Preventive Health Strategy 2021, including the development of economic tools to make healthy choices the most 
affordable ones. Target lifestyle factors with the greatest attributable risk for hypertension development, such as 
reducing sodium (increasing potassium) intake, healthy food supply for a healthy body weight, increased physical 
activity and avoiding alcohol.

A

10 Regularly re- evaluate and update the current roadmap via engagement with all relevant stakeholders, and consolidate 
and guide actions of the Hypertension Taskforce

Keep track of activities, update and adapt the roadmap based on progress and lessons learnt.

A, B, C

* Across all activities, ensure co- design with stakeholders, equity across people living in rural and remote areas, and equity in engaging with First Nations people 
and culturally and linguistically diverse populations. † Pillars: A, prevent; B, detect; C, treat. ◆
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other key priority actions targeting Pillar A, including 
actions 2, 6 and 10.

Pillar B: detect raised blood pressure through 
screening programs

Hypertension is a silent killer, as it is usually 
asymptomatic and requires population screening for 
detection. In more than 10 000 Australians screened for 
hypertension as part of the May Measure Month blood 
pressure awareness campaign taking place from 2017 to 
2019, 52% of participants with high blood pressure were 
unaware of their hypertension status.11 Similarly, the 
Stroke Foundation’s campaign, Australia’s Biggest Blood 
Pressure Check in 2018, recorded 505 581 health checks 
and found that 82% of participants with high blood 
pressure were unaware of it.18 To reach the target of 
70% blood pressure control, we need to detect and treat 
significantly more of the 3.4 million Australians with 
raised blood pressure who are unaware of it. Although 
opportunistic screening is important, systematic 
screening in general practice should be incentivised 
through government support as this would be the most 
likely route to successfully detect 90% of people with 
hypertension.19 To address Pillar B, Taskforce actions 
may include:

• Implementing a screening protocol for all 
patients visiting general practices to be tested at least 
once per year. With 87% of people in Australia seeing 
a general practitioner once in any given year,20 
implementation of primary care incentives for 
routine blood pressure and heart health checks 
is likely to achieve most success in the detection, 
diagnosis and treatment of high blood pressure.19

• Using team- based care to implement systematic 
blood pressure screening at primary, secondary 
and tertiary care visits, including physicians, 
general practice nurses, pharmacists, obstetricians, 
anaesthetists, audiologists, optometrists, dentists, 
physiotherapists, or exercise physiologists – with a 
clear referral pathway.

• Securing strategic funding to expand screening 
programs, such as the annual May Measure Month 
(www. mayme asure. org)11 and Australia’s Biggest 
Blood Pressure Check.18

• Implementing more automated health stations to 
allow the general public to screen and monitor their 
blood pressure.

• Raising community awareness and knowledge on 
the importance of raised blood pressure and its 
consequences through media campaigns.

• Improving health literacy in the community by 
encouraging the public to #KnowYourNumbers or 
#RollUpYourSleeves.

The Taskforce identified several key priority actions 
targeting Pillar B (Box 3), including actions 2–8 and 10.

Pillar C: diagnose and treat hypertension 
effectively to ensure it is controlled

When raised blood pressure is detected, it is crucial 
that a diagnosis is made, and blood pressure is treated 
effectively.

Value- based care

With about 37 000 general practitioners across 
Australia,20 and with hypertension being the most 
common condition managed,21 it is crucial that 
processes in primary care are optimised to improve 
health outcomes. In primary care, only 55% of 
people with hypertension have their blood pressure 
controlled to the conservative target of 140/90 mmHg.12 
The Australian Government’s 10- year primary care 
reform plan has a strong focus on consumer- centred 
primary care,22 and improving team- based care. The 
implementation of MyMedicare in 2023 is a step in 
the right direction as it incentivises continuity of care 
(beneficial to achieving blood pressure targets).23 
Current fee- for- service models (paying for each time 
a service is delivered) work against team- based care. 
The fee- for- service models lead to financial drivers to 
maintain the number of services by that professional. 
A shift towards value- based care (paying for delivering 
care that improves patient health outcomes) would 
ensure optimal use of funding across multiple 
providers to achieve better health outcomes. These 
notions were echoed by the 2022 Strengthening Medicare 
taskforce report.24

Blood pressure targets

International guidelines recommend a blood pressure 
target for most patients of less than 130/80 mmHg,25,26 
emphasising that it is insufficient to lower blood 
pressure to less than 140/90 mmHg. A target of 
less than 130/80 mmHg will account for factors 
frequently associated with poor blood pressure 
control, including individual patient blood pressure 
fluctuations and general practitioner visit- to- visit 
fluctuations.27

Older age

Age is the greatest driver of risk.28 Effective treatment 
of older patients is thus essential. Two major trials 
in patients (average age of 6829 and 84 years30) 
demonstrated clear benefit from reducing blood 
pressure, including reduced mortality, and safety.29,30 
Also, orthostatic hypotension should not be a 
deterrent to more intensive blood pressure lowering 
therapy — those receiving intensive therapy had 
reduced risk of cardiovascular and all- cause deaths 
regardless of orthostatic hypotension.31 Education is 
required to overcome the perception of adverse risks 
of treatment.

An important reason for the low blood pressure 
control rates is missing a diagnosis of secondary 
hypertension (eg, primary aldosteronism).15 Specific 
recommendations for identifying secondary causes 
should be integrated into routine clinical practice.

Tailoring the HEARTS package for Australia

To optimise hypertension management, the Taskforce 
adopts the World Health Organization successful32 
HEARTS technical package for cardiovascular disease 
management in primary health care,33 tailored to the 
Australian setting:

http://www.maymeasure.org
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H – Healthy lifestyle counselling

Lifestyle modification is the first- line treatment for 
hypertension and has crosscutting benefits such as 
reducing the risk for cancer and diabetes. Lifestyle 
coaching modules delivered at the time of diagnosis 
should ideally be made by the general practice 
team, including nurses, exercise physiologists, 
physiotherapists, dieticians, and community 
pharmacy. Messages should be reinforced with an 
in- person follow- up, eHealth, mHealth or telehealth. 
Most people diagnosed with hypertension will persist 
with uncontrolled blood pressure despite lifestyle 
changes and thus should be given medication while 
simultaneously making lifestyle changes.

E – Evidence- based treatment protocols

Low control rates (55%) in Australian primary care12 
are largely due to treatment inertia — the hesitancy 
to start or intensify treatment after elevated blood 
pressure readings. A 1- page simplified treatment 
protocol on targeting a blood pressure less than 
130/80 mmHg is regarded as one of the most successful 
components of HEARTS,32 likely because it helps 
overcome inertia.34 The protocol will be developed in 
collaboration with general practitioners, professional 
colleges and societies to ensure feasibility for adoption. 
This protocol should include lifestyle coaching plus 
a linear, stepwise algorithm describing progressively 
more intensive medication treatment until blood 
pressure is controlled. The protocol should provide 
evidence- based medicines and doses,32 ideally single- 
pill combinations (SPC) of two or more drugs as 
initial therapy. For most patients, successful treatment 
requires two or more medications.26 SPCs can be cost- 
neutral or result in a cost saving35 and benefits include 
improved medication adherence;36 improved blood 
pressure control over a shorter period of time,37 with 
no increase in side effects.37 SPCs also lessen treatment 
inertia and the impact of infrequent following up of 
patients after prescribing.

Current practice in Australia is to start treatment with 
monotherapy, where the dose is often increased at 
follow- up visits.35,38 It is safer and more effective to add 
another blood pressure lowering drug than to double 
the dose,39 which is another benefit for SPCs as first- 
line treatment. However, at present, policy changes 
are required to allow prescription of SPCs as first- line 
treatment in Australia, as SPCs are not subsidised 
by the Pharmaceutical Benefits Scheme for initial 
treatment.35

The Taskforce has identified the development of a 
1- page simplified protocol as key priority action 1 
targeting Pillar C (Box 3).

A – Access to essential medicines and technology

Medicines. Treating hypertension in primary care 
cost Australia about $1.2 billion in 2022, with 51% 
of that pharmacy- related, 29% general practitioner- 
related, and 20% medicine costs.40 With 58% of the cost 
from federal sources, and 42% from patient out- of- 
pocket payments, these expenses highlight a major 
equity issue.40 About 37 monotherapy regimens and 

57 SPCs (including strength variations) are available 
in Australia35 and supported by the Pharmaceutical 
Benefits Scheme. Although prescriptions require 
a patient co- payment, in 2023 this cost was set to a 
maximum of $30 or $7.30 for those with a concession 
card. Also, several dual and triple SPCs are included 
in the 2023 update of medicines listed on the 
Pharmaceutical Benefits Scheme allowing increased 
dispensing from 30 to 60 days. Longer dispensing 
durations are likely to improve access, adherence 
and blood pressure control.7 Availability of different 
generic SPCs (with different strength variations) would 
ease effective prescribing.

Blood pressure measurement devices. Clinically 
validated upper- arm cuff- based automated devices 
should be used for blood pressure measurement 
in the clinic, and for 24- hour ambulatory or home 
blood pressure monitoring. These automated devices 
eliminate human error associated with manual 
devices (eg, digit preference, hearing impairment) 
and require less training.41 Lack of clinical validation 
is an underappreciated problem. Four out of five 
automated devices sold online (www. amazon. com) are 
not validated, meaning they have not been properly 
tested for accuracy.42 Approval by the Australian 
Therapeutic Goods Administration, United States 
Food and Drug Administration or the European 
Commission’s equivalent CE Mark may not reflect 
adequate accuracy testing. Online resources, such 
as STRIDE BP (www. strid ebp. org), provide lists of 
devices that are adequately validated. By following 
the 2023 International consensus on standardized clinic 
blood pressure measurement,41 accurate diagnosis is much 
more likely.

High quality clinic measurement can be achieved by 
automated office blood pressure measurement.38,41 
This involves using an automated device that records 
and averages multiple readings, with or without the 
presence of a health professional. To confirm diagnosis, 
24- hour ambulatory and home blood pressure 
monitoring are recommended.25 The gold standard 
method is 24- hour ambulatory blood pressure, and 
there is now a Medicare rebate available (Medicare 
Benefits Schedule item 11607). For ongoing monitoring, 
automated office blood pressure or self/home blood 
pressure monitoring is recommended. More resources 
supporting doctors and patients in undertaking 
accurate blood pressure monitoring are needed, and 
will be developed by the Taskforce.

Many cuffless wearable blood pressure devices 
are becoming widely available, but they are not 
recommended until accuracy and utility in clinical 
practice have been confirmed.43

To address access to quality medicines and devices, the 
Taskforce has identified key priority actions 1 and 8 
targeting Pillars B and C (Box 3).

R – Risk- based CVD management

Targeting patients at the highest risk of developing 
CVD is a proven strategy to improve health outcomes. 
Higher CVD risk is conferred by factors such as age, 
sex, smoking status, blood pressure, cholesterol, 

http://www.amazon.com
http://www.stridebp.org
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pre- existing disease such as diabetes or chronic kidney 
disease, and postcode. The updated 2023 Australian 
CVD risk guidelines28 include these components and 
recommend screening people without known CVD 
aged 45–79 years (or in people with diabetes aged 
35–79 years, and First Nations people aged 30–79 
years) using an online calculator (www. cvdch eck. 
org. au/ calcu lator ). Once an estimated intermediate 
risk of 5–10%, or high risk of more than or equal to 
10% of having a cardiovascular event within the 
next five years is detected, guidelines recommend 
consideration of pharmacotherapy in the former 
and combined statin and blood pressure lowering 
therapy in the latter, regardless of blood pressure 
and cholesterol level, unless contraindicated. Health 
professionals are referred to national guidelines to 
guide treatment.28 The national guidelines on the 
diagnosis and management of hypertension in adults38 
was published in 2016 and requires an update. The 
Taskforce recommends the use of the 1- page simplified 
hypertension protocol to be developed as part of key 
priority action 1. The Taskforce supports the 2023 CVD 
risk guidelines recommendation to initiate immediate 
hypertension treatment based on a blood pressure of 
more than 160/100 mmHg regardless of the CVD risk 
result. To improve blood pressure control in Australia, 
the Taskforce aligns with the statement that “reducing 
blood pressure reduces CVD risk, in a wide range of 
age groups, irrespective of baseline blood pressure. 
However, the higher the initial CVD risk, the greater 
the benefit”.28 Thus, blood pressure lowering therapy 
for high risk individuals with an untreated systolic 
blood pressure of 140–130 mmHg is warranted.

T – Team- based, patient- centred care

Team- based care coordinates care among general 
practitioners, pharmacists, nurses and others, and 
requires sharing of clinical and laboratory data, and 
medications.44 This increased capacity allows for 
improved patient follow- up, medication management 
and adherence support.44 Multidisciplinary teams 
linking general practitioners, pharmacists and nurses 
can significantly improve blood pressure control, 
and have formed the cornerstone of international 
successes in various settings in the United States 
and Canada,44 with positive signs also in nurse- 
coordinated hypertension care in Australia.45,46 The 
2022 Strengthening Medicare taskforce report24 states 
that general practitioners are “struggling to meet 
increasingly complex demand”, encouraging team- 
based care. The government’s intent to strengthen 
team- based care as an outcome of the Scope of Practice 
Review,47 would ensure health professionals are used 
to their full potential.48 The Taskforce recommends the 
evaluation of different team- based care models and 
implementing those with proven effectiveness — with 
a particular focus on value- based care.

To implement team- based care, the Taskforce has 
identified key priority action 7 targeting Pillars B and 
C (Box 3).

Person- centred strategies are also effective in 
improving blood pressure control. The National 
Medicines Policy49 (2022) reiterates the importance of 

team- based and person- centred care, with a clear focus 
to enhance consumer involvement, empowerment 
and shared decision making. The Taskforce aims to 
establish a large- scale group of people with lived 
experience to collaborate on actions related to the 
pillars of prevention, detection and treatment.

To increase patient activation and engagement, the 
Taskforce has identified key priority action 2 targeting 
Pillars A, B and C (Box 3).

S – Systems for monitoring

An effective hypertension control program requires 
the monitoring of blood pressure control at the 
patient, primary care and health system level.32 In 
Australia, there are two challenges with this level of 
monitoring: (i) availability of large- scale data from 
the general population (similar to what is available 
in the United States) — the Taskforce relies on data 
captured from the Australian Bureau of Statistics 
National Health Surveys;8 and (ii) systems of data 
capture and availability of national primary care data 
are not designed for systematic national monitoring, 
comparison between practices, or between 
primary health networks. Complexities include 
the numerous clinical software packages used by 
general practitioner clinics (eg, Best Practice, Medical 
Director), different clinical audit tools (eg, CAT4, 
POLAR GP), and different health informatic vendors 
used by primary health networks (PEN CS, POLAR, 
Primary Sense). For now, the Taskforce cannot 
track national blood pressure data, or track related 
medication use through the Pharmaceutical Benefits 
Scheme, Medicare Benefits Schedule services, disease 
development, hospitalisation, and health outcomes 
over time.

Previously MedicineInsight provided access to quality 
general practitioner data, but its management was 
transferred to the Australian commission on safety and 
quality in health care and we look forward to data 
becoming available again.12 Up- to- date high quality 
data across at least a selection of general practitioner 
clinics are essential, including a harmonised care 
pathway. Pathways to incentivise better monitoring may 
be to include blood pressure control (%) as a quality 
improvement measure as part of the Practice Incentives 
Program. There are attempts to achieve harmonisation 
of data through the primary health network Quality 
Improvement Program, and the New South Wales 
Lumos Program, but efforts are not streamlined, 
national or regularly updated. A national coordinated 
effort, involving government leadership, is essential.

In Australia, the Department of Health and Aged 
Care supports health care providers through other 
platforms, such as the Australian Immunisation 
Register. Similar to the need to manage raised blood 
pressure,2 the National Cancer Screening Register 
includes a single, integrated digital platform, 
facilitating electronic data capture, and supports the 
participation in cancer screening.50 Other approaches 
involving eHealth and mHealth to improve and track 
blood pressure management show increasing promise 
and will be evaluated for implementation.

http://www.cvdcheck.org.au/calculator
http://www.cvdcheck.org.au/calculator
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To establish a systems and data- based approach to blood 
pressure management, the Taskforce has identified key 
priority action 4, targeting Pillars B and C (Box 3).

The Taskforce is cognisant of the substantial barriers 
in implementing the roadmap at the community, 
patient, provider and system level. For each aspect 
of implementation, we will encourage and expand 
ongoing research, and liaise widely to design and 
implement actions that are feasible, acceptable, cost- 
effective, scalable and tailored for the Australian setting.

Final perspectives

With timely implementation of the actions in this 
roadmap, we will be able to achieve a 70% blood 
pressure control rate in Australian adults by 2030, 
thereby achieving the best control rate in the world. To 
achieve this, the Taskforce requires active engagement 
with all stakeholders — particularly the government.

The health care changes we propose refer to effective 
use of preventive services. This is well established 
in preventing cancer in Australia, but much greater 
gains are possible through cardiovascular preventive 
services. Compared with colonoscopy, mammography 
and flu vaccinations, modelling in the United States51 
indicates that the treatment of hypertension would 
prevent the greatest number of deaths (Box 4). These 
services will prevent large numbers of deaths due to 
high blood pressure being very common (one in three 
adults), and affordable treatment being highly effective 
in reducing deaths.51 If the prevalence of hypertension 
was reduced by 25% and if everyone with hypertension 
in Australia was effectively treated and controlled, 
this would result in savings of $91.6 billion in gross 
domestic product (taking into account productivity 
losses due to hypertension and its sequalae over the 
working lifetime).52

This roadmap paves the way for success. We have 
all the tools to achieve our goal. With strong drive, 

commitment and collaboration, Australia is 
poised to become the global exemplar of blood 
pressure control.
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