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The Elvyn Smith papyrus

• The Egyptian physician Imhotep, 3000 BC observed 

that “The pulse is the index of the heart and of the 

condition of the patient.
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The Yellow Emperor’s classic of Internal Medicine, 2600 BC:

• “The blood current flows in a circle and never stops”.

• “ When the heart pulse beats vigorously and the 

strokes are markedly prolonged the corresponding 

illness … makes the patient unable to speak”.

• “If too much salt is used in foods, the blood vessels 

harden…”.
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• In the 17th and 16th centuries BC several Egyptian papyri not 

only counseled examination of the pulse but also direct 

auscultation of the heart as the source of the pulse.

Chou You I, a Chinese physician of 200 BC wrote:

• “When the pulse, upon depressing, is very firm and upon 

superficial palpation tight, then the disease has it’s seat in the 

kidney”.
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• Greco- Roman medical writings contain many 

references to apoplexy and to hemiplegia, although 

hypertension as a cause was completely unknown at 

that time.

• Then followed the period of dark ages and middle 

ages during which advances in knowledge, 

including those related to heart and circulation 

were minimal.
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The 17th century

• William Harvey’s revolutionary discovery of the 

circulation was the basis of later blood pressure 

studies.

• His famous book was published in 1668, but in 

previous lecture in 1616 he presented convincing 

proof of the circulation of the blood.
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The 17th century

• In 1694 Giorgio Baglivi of Rome reported the 

necropsy performed on the body of Marcello 

Malphigi, (A famous physician of Bologna, who 

discovered the capillaries) who died of apoplexy due 

to cerebral hemorrhage.

• He reported that Malphigi’s death was probably 

secondary to renal hypertension. Baglivi stated “The 

left kidney was free from any inflammation, the right 

… was observed almost half as small as the left”. 
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The 18th century

• In 1733, Stephen Hales of Cambridge (Reverend, not a physician), 

performed the first measurement of blood pressure and pulse 

pressure in a mare, inserting a tube to the left crural artery. “The 

column of the blood was 8 feet, 3 inches of water and the pulse 

pressure was 2-4 inches.

• In later experiments Hales measured also pulmonary pressure, 

venous pressure, blood volume, calculated the velocity of flow in the 

arteries, and determined that “capillary arteries” were the site of chief 

peripheral resistance.
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• In 1828, Jean Poiseulle, a medical student in Paris, devised 

the mercury manometer for measuring blood pressure and 

demonstrated respiratory blood pressure waves. (he also 

invented the Plethysmograph and the Poiseulle’s law).

• Modifications of Poiseulle’s manometer:

– 1833 Jules Herrison (Paris) sealed the mercury filled tube with a thin 

membrane.

– 1847 Carl Ludwig (Marburg) developed the revolving chymograph.
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The first clinically acceptable sphygmomanometer

• Designed by Scipione Riva Rocci (Turin), this device 

measured systolic blood pressure by obliterating the brachial 

artery with an inflatable rubber cuff.
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• In 1905 Nikolai Korotkoff (St. Petersburg) reported the auscultatory method 

of determining systolic and diastolic blood pressure, which became the 

standard method worldwide.

So, at that time it was possible to measure blood pressure but the 

information was sometimes interpreted erroneously.
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In the 1930’s misconceptions based on lack of 

knowledge were common:

• In 1931 Dr. Paul Dudley White wrote “Hypertension may be an 

important compensatory mechanism which should not be tampered with, 

even were it certain that we could control it”.

• Hay stated “The greatest danger to a man with high blood pressure lies 

in it’s discovery because then some fool is certain to try and reduce it”.    

Brit Med J 1931:2;43-47.
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The 1930’s

• The concept that hypertension is an essential adaptive reaction was 

a common belief and was connected with the term “Hypertonie 

essential”, (Essential hypertension).

• It was not understood that elevated blood pressure is not necessary to 

provide adequate blood flow to vital organs, this concept discouraged 

attempts to lower blood pressure.
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The 1940’s
• In the 1940’s many physicians still believed that elevated BP is a symptom 

and not a disease and should be left alone.

• In the 1946 edition of Tice’s Practice of Medicine, a leading textbook of 

Medicine in that time Scott advised:

“May not the elevation of systemic blood pressure be a natural response to guarantee a 

more normal circulation to the heart, brain and kidneys, “essential” hypertension…”.

“Overzealous attempts to lower blood pressure may do no good and often do harm” 

or 

“Many cases of essential hypertension not only do not need any treatment but are much better 

off without it”.

Many physicians at that time and many years later believed that treating hypertension was 

similar to lowering fever, The cause should be treated and not the symptom.
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History of PreHypertension

• Definition: Borderline levels of blood pressure that do not fall in the 

range defined as Ht.

• The term PreHypertension was coined, but not invented, in 2003 by 

the Seventh Joint National Committee (JNC VII).

• However, the grey zone of blood pressure, near the definition of 

hypertension was always and still is a concern with the shifting definition 

of hypertension over the decades.
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History of PreHypertension
• After creation of a practical and convenient device for blood pressure 

measurement quite a long time passed until BP measurements were 

accepted as a routine.

• Among the first bodies that adopted BP measurements as a routine 

were the insurance companies, which were among the first to 

understand the association between blood pressure morbidity and 

mortality.

• During the decade starting in 1907 more and more insurance companies 

demanded a recording of systolic blood pressure for every insurance 

policy.

• Routine blood pressure measurement for insurance policies 

became a general requirement around the year 1918.
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• The knowledge that borderline blood pressure level is associated with 

increased morbidity and mortality was present in the early 1920’s.

• At that time blood pressure values and their association with morbidity 

and mortality accumulated mainly in the hands of insurance companies. 

These data were used for calculating the individual risk and thus the 

costs of the insurance policy.

• The rapid acceptance of blood pressure measurements by insurance 

companies was due to financial considerations that stemmed from the 

strong correlation with morbidity and mortality- the more data 

accumulated in their hands the knowledge of association with disease 

was more evident.  
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JAMA, Jan 27, 

1923
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JAMA, Jan 27, 1923
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Alvarez & Stanley

Nov 12, 1929
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John Hay

BMJ, July 11, 1931
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1960- Classification of hypertension 

• In 1960
– Grade 1 hypertension: 150-200/90-120, 5 y mortality 30% !!!

– Grade 2 hypertension: 180-250/110-150, 5 y mortality 45% !!!

Treatment of Grade 1 Hypertension- no treatment, but sedatives, low salt diet and 

HCTZ may be tried.
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1966

Friedberg in his 1966 edition of “Diseases of the heart”:

• “In a patient with mild benign hypertension, i.e. blood pressure of 

<220/100 mmHg there is no indication for use of hypotensive drugs. 

Continued observation is desirable and conservative treatment 

consisting of reassurance, mild sedatives and weight reduction is 

indicated.

• BP of up to 220/100 were considered- mild essential hypertension !

• A psychopathologic personality is said to be associated with 

hypertension.

• Many of the symptoms of patients with hypertension are regarded as 

psychoneurotic.

• It should be noted that at that time –thiazide diuretics, reserpine, 

hydralazine, beta blockers and some others were available 

but some of the medical leadership had not yet gotten the message. 41



1960-1980, The clinical trials-proof of benefit.

In this period several major clinical studies established the fact that early 

treatment would prevent complications and prolong life:

The Veterans Administration Study: Males, DBP<125-130. Treatment 

reduced complications and prolonged life.

The US Public Health Study on Mild Hypertension: confirmed the VA 

study in less severe hypertension, however non statistical significance 

because of low number of participants.

The Hypertension Detection and Follow Up Study (HDFP): Effects of 

BP lowering, stepped care, on less severe degrees of Ht. 

Again impressive effects of therapy on morbidity and mortality.
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Reports of The Joint National Committees on Detection, 

Evaluation, and Treatment of High Blood Pressure (JNC)

• JNC Reports were first issued in 1977, appointed by NHLBI, convened 

every 4 years.

• JNC Committees published and updated guidelines based of the 

progress and studies accumulated after publication of the previous 

guidelines.
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Despite these facts, debate continued,

• Antihypertensive agents produce no obvious benefit in patients over 65 

(Fry J, Lancet, 1974).

• Diastolic blood pressures of up to 120 mmHg in symptomless elderly 

hypertensives are not an indication for therapy.

(Kennedy RD, Modern Geriatrics, 1974).

• Hypotensive drugs should probably not to be given, in the elderly, unless 

the blood pressure is more than200/110 mmHg. 

(Editorial. Br Med J, 1978).
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• JNC IV (1988): Non pharmacological therapy recommended again, 

CCB’s and ACE-I were added to Diuretics and Beta Blockers as 

appropriate initial therapy.

• JNC V (1993): Diuretics and Beta Blockers were again recommended 

as initial therapy and CCB’s and ACE-I and Alpha blockers are possible 

alternative therapy.

• JNC VI (1997): Diuretics and Beta Blockers remained initial therapy. 

Low dose combination therapy recommended. Recommendations for 

special situations.

• JNC VII (2003): New definitions of hypertension recommended-

Prehypertension.
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