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Socio-economic status influences blood pressure
control despite equal access to care
M S Paulsena,*, M Andersena,b, A P Munckc, P V Larsena,
D G Hansena, I A Jacobsend, M L Larsene, B Christensenf and
J Sondergaarda
a

Objective. Denmark has a health care system with free and equal access to care irrespective of
age and socio-economic status (SES). We conducted a cross-sectional study to investigate a possible association between SES and blood pressure (BP) control of hypertensive patients treated
in general practice.
Methods. We enrolled 184 general practices and 5260 hypertensive patients. The general practitioners reported information about BP and diagnosis of diabetes. Information about education, income, antihypertensive drug treatment and other co-morbidity was retrieved from relevant
registers from Statistics Denmark. The outcome measure was BP control defined as BP <140/90
mmHg in general and <130/80 mmHg in diabetics.
Results. Patients <65 years and with an educational level of 10–12 years had increased odds ratio
(OR) of BP control compared to patients with an educational level <10 years. Patients >65 years
had increased OR of BP control if they were married/cohabiting as compared to being single,
whereas education and income had no impact in this age group. Diabetics had significantly reduced odds of BP control irrespective of age, educational or income level.
Conclusions. Despite equal access to care for all patients, SES had significant impact on BP control
in this survey. Diabetes and cardiovascular disease also had a substantial influence irrespective of
age, educational and income level.
Keywords. Socio-economic status, hypertension, primary care, education, access to care.

Introduction
How socio-economic status (SES) influences blood
pressure (BP) control is not clear.1,2 Studies of hospital populations have shown an association between
low SES and higher prevalence of hypertension, poorer BP control and higher mortality rate.3–7 However,
the association between SES and BP control in patients treated in general practice has not been studied.
Investigating SES inequalities in patients often originates from health care systems based on a health insurance policy, limiting access to care for patients
with lower SES.3–5,7–9 Denmark has a health care system with free and equal access to care. Studying and
finding socio-economic inequalities in this health care
system with equal access to care could eliminate ‘access to care’ as an important cause of social inequality.

In Denmark, diagnosis and treatment of hypertension
are primarily carried out in general practice and hypertension accounts for 15% of all contacts.10 Only
29.1–54% of treated hypertensive patients in Denmark
achieve BP control.11,12 Based on the hypothesis that
SES influences BP control despite free access to care,
we conducted a cross-sectional study with the aim of
examining the association between SES and optimal
BP control in hypertensive patients treated in general
practice in Denmark.

Materials and methods
Study design
From November 2007 to January 2008, we enrolled
184 general practices. The GPs included 5413 patients
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with hypertension and registered information about
each patient’s BP and diagnosis of diabetes when relevant.12 A patient questionnaire included information
about lifestyle factors. Information about antihypertensive drug treatment, other co-morbidity [cardiovascular
diseases (CVDs) and chronic kidney diseases] and socioeconomic factors (education, cohabitation status and
income) were retrieved from relevant registers provided
by Statistics Denmark.

Audit Project Odense
Patients were enrolled during an audit on hypertension carried out by Audit Project Odense (APO).
APO is a quality development concept for general
practice which is widely used.14,15 During consultations, the GPs registered information about patient
characteristics and treatment on an APO registration
chart. Data were collected consecutively over a predefined period and provided a basis for evaluation of
treatment and work patterns within the GPs’ practices.
Guidelines for hypertension
The GPs were provided with national guidelines for
BP measurement and instructed to follow them. Patients’ office BP was measured at least twice with patients sitting down after 5 minutes of rest and using
a cuff properly adapted to the arm size.16 A maximum
of 5-mmHg difference between measurements was accepted. The mean of the last two BP measurements
was registered. Treatment goals were BP <140/90
mmHg in general (including patients with CVD) and
<130/80 mmHg for diabetics and patients with chronic
kidney disease.17
Data sources and measurements
Patient questionnaire. The patient questionnaire included information about smoking status (never, current or former smoker, with an indication of the year
when stopped), alcohol intake (0, 1–8, 9–20, 20–50 or
>50 U/week), weight (kilogram) and height (metre).12
Statistics Denmark. All inhabitants in Denmark are
identified by a unique civil registration number, which
allows individual linkage across national registers. Socio-economic information was retrieved for 2007. The
Danish Register of Medical Product Statistics contains
all prescriptions since 1995, with patient identifier,
date and drug (ATC-code, name, package size, formulation and quantity). We retrieved all information on

Participants. A total of 7111 hypertensive patients
were invited to participate during a BP follow-up with
their GP and 5413 patients accepted participation.
Some 153 patients only had a home BP measurement
registered and were excluded. The study population
therefore comprises 5260 patients with an office BP.
Variables. Outcome measure was optimal BP control
defined as BP <140/90 mmHg in general and <130/80
mmHg in diabetics. Body mass index (BMI) was classified as normal (<25 kg/m2), excess weight (25 <
BMI < 30) and obesity (>30 kg/m2).
Socio-economic variables. Education was categorized
according to the length of highest attained educational
level: <10 years (primary and lower secondary school),
10–12 years (vocational education and upper secondary school), >12 years (short, medium and long-term
higher education).18–20 We used the variable equivalent disposable income for a single family member,
which comprises all income (wages, salaries, all types
of benefits and pensions) after taxation for the entire
household and then adjusted for number of persons in
the household. Disposable income was categorized as
low (first quartile), medium (second and third quartile) and high (fourth quartile).21 Labour market status
was categorized as working, not on the workforce,
early retirement pension and retirement pension.22
Cohabitant status was categorized as married/cohabitating or single (divorced, widowed and never married).
Co-morbidity. As co-morbidity, we included CVDs,
diabetes or chronic kidney disease since there are special recommendations for hypertension treatment of
these three groups. From the Danish National Patient
Registry, we extracted primary and secondary diagnoses from the last 13 years within the following diseases:
ischaemic heart diseases, cerebral diseases, peripheral
vascular diseases and chronic kidney diseases. CVD
included ischaemic heart diseases, cerebral and
peripheral vascular diseases.
Antihypertensive medication. Antihypertensive drug
treatment included the following: diuretics, angiotensinconverting enzymes inhibitors (ACE-Is), angiotensin
receptor blockers, calcium channel blockers and betablockers. A patient was defined as being treated with
one or more of the antihypertensive drug classes, if
he/she had tablets available on the day they consulted
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Danish health care
The health care system in Denmark is tax funded, providing free access to general practice, outpatient clinics and hospital care for all inhabitants irrespective
of age, SES and geographical residence. Reimbursement increases with patient’s expenses for prescription
medication.13

prescriptions for each patient from 1995 to 2008. From
the Danish National Patient Registry, we obtained information on admissions, outpatient services and
emergency room contacts with Danish hospitals classified according to the International Classification of
Diseases (ICD-10) for the period 1994–2007.

control
SES and BP control

their GP for BP follow-up and thereby were included
in the study. An example: redemption of 100 tablets
was assumed to cover 120 days because we allowed for
minor non-adherence. Combination drugs were split
into each drug class.

FIGURE 1 A simplified model for possible pathways between
socio-economic factors and optimal BP control

income, (ii) education and lifestyle factors and (iii) income and lifestyle factors. Interaction terms between
education and lifestyle factors (BMI, smoking, alcohol) and between income level and lifestyle factors
were tested, as was the interaction between diabetes
and BMI. Missing values were considered missing at
random. STATA release 11.0 (StataCorp, College
Station, TX) was used for all statistical analyses.
Ethics
Patients gave consent to participate in the study by answering the questionnaire. The study was approved by
the Danish Data Protection Agency. The study did
not need approval by the Regional Ethics Committee.

Results
Baseline characteristics stratified on education and
income
Table 1 presents the baseline characteristics. Of the
5260 patients included, 44.3% were males. Overall
mean age was 65.9 years (CI: 65.6–66.2). For patients
<65 years and with an educational level <10 years,
a lower proportion were working and a lower proportion were married/cohabiting compared to patients
with an educational level of 10–12 years. When stratifying on income level, a higher proportion of patients
<65 years with a low-income level were diabetics,
a higher proportion were on early retirement pension
and a higher proportion were single.
There were far fewer patients with low educational
and low-income level in the age group <65 years
(10.2% with low income and 29.3% with education
<10 years) compared to patients <65 years (37.0%
with low income and 46.0% with education <10 years).
Optimal BP control
The overall proportion of patients achieving optimal
BP control was 29.1% (CI: 27.9–30.3) (Table 2). The
proportion of patients <65 years with optimal controlled BP was 31.7% (CI: 29.8–33.6) with no difference between sex (P = 0.080, age adjusted), while
27.1% (CI: 25.5–28.7) of patients >65 years achieved
optimal BP control with no difference between sex (P
= 0.446, age adjusted) (Table 2). Since there were no
sex differences, the results in the following are not
presented separately for each sex.
Education and income
Patients <65 years of age had significantly higher
odds (OR: 1.23, CI: 1.01–1.52) of achieving optimal
BP control if their educational level was 10–12 years
compared with a level <10 years adjusted for all covariates (Table 3). However, the association between
educational level and optimal BP control is attenuated
from Model 1 to 3. This is due to the confounding
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Statistical analysis
Due to age-specific differences in income and education, we stratified all analyses into two age groups:
<65 years and >65 years. The age 65 years was chosen
as it is the normal retirement age in Denmark.18,19
Differences in baseline characteristics stratified on
educational and income levels were investigated using
linear, logistic or multinomial logistic regression
adjusted for age and sex. A P-value <0.05 was considered significant. Educational level <10 years and lowincome level were used as baseline, respectively. All
regression analyses were adjusted for cluster effect at
practice level using robust cluster estimation. Odds ratio (OR) is presented with 95% confidence intervals
(CIs). We analysed the association between optimal
BP control and various covariates in three different logistic regression models. Model 1 analysed the association between optimal BP control and each covariate,
adjusted for age and sex. Model 2 analysed the association between optimal BP control and educational
level or disposable income adjusted for age, sex, cohabitation status, co-morbidity and antihypertensive
drug treatment. Model 3 further adjusted for lifestyles
factors like BMI, smoking and alcohol habits. The
models were compared using Akaike information criterion (AIC) to identify the preferred model, i.e. the
model explaining most of the variation in the outcome
variable. We assumed that labour market status and
income were both on the causal pathway from education to optimal BP control (Fig. 1) and thus did not include education and income in the same model.
Labour market status was not analysed separately due
to the age stratification below and above 65 years,
which separates the working population from the patients on retirement pension. Rank order correlation
(Kendall’s tau) was used to measure correlation between the following covariates: (i) education and
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TABLE 1

Baseline characteristic of 5260 hypertensive patients stratified by age, income and educational level
Age >65 years

Age <65 years
All
n = 2313

<10

10–12

>12

46.3
55.7

29.3
39.5
56.3

47.7
50.2a
55.5

22.9
46.3a
55.6

140.9
85.4

140.6 141.3
84.7 85.4

Income
Low Medium

All

Educational level

Income

High

n = 2947

<10

10–12

>12

Low

46.0
33.5
74.0

36.5
52.3a
72.6

17.6
51.1a
73.0

37.0
34.8
75.6

10.2
43.6
55.9

51.8
43.6
55.4

38.0
50.6
56.2

–
42.8
73.8

140.6 142.7
86.2a 84.1

140.7
85.1

140.8
86.1a

144.9
80.7

144.9 144.8 144.4
80.0 81.4a 81.5

145.1
79.8

Medium High
48.5
45.5a
73.1a
144.8
81.0

14.5
54.1a
71.7a
144.7
82.0

70.5
–
15.0
14.5

57.0
–
19.0
24.0

72.3a
–
15.4
12.3a

84.7a
–
8.9a
6.4a

30.6
–
28.2
41.2

64.1a
–
17.7a
18.2a

88.6a
–
8.0a
3.4a

4.7
92.0
2.7
0.6

2.7
94.8
1.7
0.8

5.1
89.8
4.4a
0.7

10.3a
87.0a
2.2
0.0

–
98.8
0.06
0.05

3.6a
91.7a
4.2a
0.6a

20.3a
75.6a
2.6
1.4

24.3
75.7

27.1
72.9

22.7a
77.3a

23.9
76.1

53.8
46.2

27.2a
72.8a

12.5a
87.5a

39.5
60.5

42.8
57.2

33.4
66.6

35.1
64.9

51.6
48.4

33.9a
66.1a

27.4a
72.6a

76.3
13.6
10.1
0.04

71.1
17.1
11.8
–

76.4a
13.2a
10.4
–

83.4a
9.0a
7.7a
–

70.1
20.1
9.8
0

73.8
15.4
10.8
0

81.2a
9.5a
9.3a
0.11

64.0
17.0
19.0
0.4

62.0
18.0
19.9
0.2

63.7a
17.4
19.0
0.8

68.4a
15.8a
15.8a
0.2

61.7
18.6
19.6
0.3

64.6
16.5a
18.9
0.5

67.7a
14.8a
17.4
0.5

All numbers presented in columns are percent (%), unless otherwise indicated as mean values in column 1.
a
Indicates a P-values <0.05 using linear, logistic or multinomial logistic regression for the differences in baseline characteristics with, respectively,
educational level <10 years or low income level as baseline.
b
Diagnosis of diabetes with or without CVD (202 diabetics had a CVD).
c
CVD without diagnosis of diabetes.

effect of antihypertensive drug treatment and lifestyles
factors on the association between optimal BP control
and educational level (Table 3). The OR of optimal
BP control increased among patients with high income, when adjusting only for age and sex. However,
the association between income and BP control was
attenuated, when adjusting for further covariates.
For patients >65 years of age, education and income
showed no significant association with BP control, but
being married/cohabiting increased the OR of control
to 1.21 (CI: 1.00–1.46, Model 3) for models adjusted for
education and an OR of 1.22 (CI: 1.00–1.48, Model 3)
for models adjusted for income.

between income and BMI r = –0.04. No interaction
terms were significant at a 5% level for either age
group. For patients <65 years, the AIC values from
comparing the educational models decreased from
Model 1 (AIC = 2851) to Model 2 (AIC = 2658) and
Model 3 (AIC = 2564). For income models, the same
was seen (AIC = 2885, 2691, 2596, respectively). This
indicated that a logistic model adjusting for all covariates (civil status, co-morbidity, antihypertensive drug
treatment and lifestyles factors) should be the preferred
and best fitted model. A similar model comparison
applies for patients >65 years.

Co-morbidity
Irrespective of age, diagnosis of diabetes strongly reduced the odds of optimal BP control in all analyses
(Table 3). CVD increased the odds of optimal BP
control irrespective of age, education and income
(Table 3). Chronic kidney disease was not included
in the analysis since only 12 patients were registered
with the disease.

Discussion

Correlation and interactions terms
The rank order correlation (r) between educational
level and income was r = 0.34 (low to moderate), between educational level and BMI r = –0.10 and

We found that higher SES was associated with optimal
BP control for hypertensive patients treated in primary care. The socio-economic gradient differed with
age. Firstly, for the age group <65 years, educational
level was positively associated with optimal BP control, whereas cohabiting status had little influence.
Secondly, for patients >65 years being married/cohabiting, the odds increased for optimal BP control compared to patients being single, while education and
income had little impact for this age group. Thirdly,
CVD was strongly associated with optimal BP control,
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Number, %
Male, %
Age, mean
BP
Systolic BP, mean
Diastolic BP, mean
Labour market status, %
Working
Retirement pension
Early retirement pension
Not on the workforce
Cohabitation status, %
Single
Married/cohabiting
Co-morbidity
No diabetes or CVD
Diabetesb, %
CVDc, %
Kidney disease, %

Educational level
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TABLE 2 Optimal BP control according to socio-economic factors, co-morbidity, antihypertensive drug treatment and lifestyle factors
Proportion of patients with optimal BP controla
All subjects (%)

<65 years (%)

>65 years (%)

<65 years, OR (95% CI)

> 65 years, OR (95% CI)

29.1

31.7

27.1

–

–

27.9
30.2
30.0

28.6
33.7
32.3

27.5
26.4
27.6

1
1.28 (1.04–1.58)
1.20 (0.94–1.52)

1
0.96 (0.80–1.15)
1.02 (0.82–1.26)

27.7
28.4
31.9

26.9
30.9
34.1

27.9
26.4
27.2

1
1.20 (0.88–1.65)
1.43 (1.04–1.96)

1
0.94 (0.79–1.11)
0.99 (0.76–1.29)

31.6
27.4
26.8
33.3

32.4
27.6
33.1

21.6
27.4
23.1
36.8

1
–
0.82 (0.62–1.10)
1.03 (0.80–1.32)

1
1.35 (0.91–2.01)
1.07 (0.49–2.34)
2.08 (0.75–5.80)

30.1
27.1

30.3
32.2

25.6
28.1

1
1.11 (0.90–1.36)

1
1.20 (1.01–1.43)

31.3
10.9
37.8

33.8
10.8
43.6

28.9
11.0
35.4

1
0.24 (0.17–0.36)
1.57 (1.14–2.17)

1
0.30 (0.21–0.45)
1.36 (1.10–1.68)

23.5
29.4
29.9
30.3
25.1

26.6
30.6
34.2
33.0
24.1

20.1
28.3
26.6
28.8
25.6

0.80 (0.58–1.12)
1
1.20 (0.99–1.46)
1.18 (0.92–1.51)
0.76 (0.45–1.27)

0.64 (0.43–0.94)
1
0.91 (0.75–1.10)
1.02 (0.82–1.27)
0.87 (0.60–1.26)

30.8
30.0
24.7

34.3
31.4
29.1

28.8
28.8
19.6

1
0.92 (0.73–1.15)
0.81 (0.65–1.02)

1
1.01 (0.84–1.21)
0.60 (0.47–0.77)

29.7
28.3
29.7

32.2
32.1
30.4

27.5
26.1
28.9

1
1.05 (0.86–1.28)
0.94 (0.76–1.16)

1
0.95 (0.79–1.14)
1.09 (0.86–1.39)

28.4
30.7
26.9
28.0

32.1
33.6
28.7
29.4

25.6
28.5
25.3
26.1

1
1.13 (0.89–1.43)
0.93 (0.70–1.22)
1.00 (0.69–1.47)

1
1.17 (0.94–1.45)
1.01 (0.80–1.28)
1.07 (0.69–1.65)

a

Optimal BP control: BP <140/90 mmHg and BP <130/80 mmHg for diabetics.
Diagnosis of diabetes with or without CVD (202 diabetics had a CVD).
c
CVD without diagnosis of diabetes.
b

whereas diabetes was negatively associated, irrespective of age, education and income.
Strengths and weaknesses
We used information from Statistics Denmark, which
is a valid data source on socio-economic factors and
diagnoses from hospitalizations.21,23 Data on a large
Danish population of hypertensive patients from general practice were sampled through a data collection
tool, which GPs were accustomed to use.12,14 This optimized the consistency in the registration data and
BP measurements. We were furthermore able to include information on lifestyle factors like BMI, smoking status and alcohol consumption with register

information. Another strength of our study was the
careful design of analytical models. We tested for relevant correlations and decided not to include education
and income in the same analytical models because we
believe that income level is on the causal pathway
between education and optimal BP control (Fig. 1).
The sampling methods with enrolment of patients
during 4–8 weeks may have given rise to some sampling bias. Patients seeing their doctor often had
a higher chance of being included in the study. Since
patients with low SES visit their doctor more seldom
than patients with higher SES,24 patients with high
SES could be over-represented in this study population. Sampling bias might therefore have caused the
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Optimal BP control
Highest attained education (years)
<10
10–12
>12
Income
Low (1st quartile)
Medium (2nd + 3rd quartile)
High (4th quartile)
Labour market status
Working
Retirement from 67 years
Early retirement from 60 years
Not on the workforce
Cohabitation status
Single
Married/cohabiting
Co-morbidity
No diabetes or CVD
Diabetesb, %
CVDc, %
Antihypertensive treatment, %
0 Drug
1 Drug
2 Drugs
3 Drugs
>4 Drugs
BMI, %
BMI <25
BMI 25–30
BMI >30
Smoking, %
Non-smoker
Former smoker
Smoker
Alcohol, %
0 U/week
1–7 U/week
8–20 U/week
>20 U/week

OR for optimal BP control, adjusted for age and sex
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OR for optimal BP control according to socio-economic factors
Education
Model 1a

Model 2b

Model 3c

1
1.28 (1.04–1.58)
1.20 (0.94–1.52)

1
1.24 (1.01–1.53)
1.13 (0.89–1.45)

1
1.23 (1.01–1.52)
1.18 (0.91–1.52)

1
1.20 (0.88–1.65)
1.43 (1.04–1.96)

Model 2b

Model 3c

1
1.13 (0.81–1.58)
1.28 (0.92–1.79)

1
1.09 (0.77–1.53)
1.29 (0.92–1.81)

1
1.11 (0.90–1.36)

1
1.06 (0.86–1.32)

1
1.01 (0.81–1.25)

1
1.03 (0.82–1.29)

1
0.98 (0.78–1.22)

1
0.24 (0.17–0.36)
1.57 (1.14–2.17)

1
0.22 (0.15–0.34)
1.59 (1.15–2.20)

1
0.24 (0.15–0.36)
1.57 (1.13–2.18)

1
0.25 (0.17–0.37)
1.59 (1.14–2.21)

1
0.26 (0.17–0.39)
1.57 (1.13–2.19)

1
0.96 (0.80–1.15)
1.02 (0.82–1.26)

1
0.93 (0.78–1.12)
0.99 (0.80–1.23)

1
0.98 (0.81–1.18)
1.03 (0.82–1.29)
1
0.89 (0.74–1.06)
0.91 (0.69–1.19)

1
0.91 (0.75–1.10)
0.91 (0.67–1.25)

1
0.94 (0.79–1.11)
0.99 (0.76–1.29)
1
1.20 (1.01–1.43)

1
1.14 (0.95–1.37)

1
1.21 (1.00–1.47)

1
1.17 (0.98–1.40)

1
1.22 (1.01–1.48)

1
0.30 (0.21–0.45)
1.36 (1.10–1.68)

1
0.31 (0.21–0.45)
1.38 (1.11–1.73)

1
0.33 (0.22–0.50)
1.38 (1.10–1.74)

1
0.30 (0.20–0.44)
1.34 (1.08–1.66)

1
0.32 (0.21–0.48)
1.34 (1.08–1.68)

a

Model 1 is OR (95% CI) analysed separately, adjusted for age and sex.
Model 2 is OR (95% CI) with educational level or income, adjusted for age, sex, cohabitation status, co-morbidity and number of antihypertensive
drug used as baseline characteristics.
c
Model 3 is OR (95% CI) for optimal BP control with educational level or income adjusted for age, sex, cohabitation status, co-morbidity, number
of antihypertensive drug used, BMI, smoking and alcohol.
b

proportion of patients with low income or low educational level to be much smaller in the age group
<65 years than in the age group >65 years as seen in
Table 1. And if sampling bias is the main cause of this
difference, the association between education and BP
control for the lower educated and the low-income
group may have been underestimated in our study.
However, the difference in educational and income
levels between age groups observed in Table 1 is most
likely due to the demographic development in the
Danish population, where the younger patients have
longer educations than the elderly, and the younger
working population has higher income levels than the
elderly on retirement pension.
However, the effect of educational level on BP control remained after adjustment for a number of factors. It is not clearly defined through which pathways
educational level affects BP control. Higher education
could lead to a better understanding of risks and the

importance of treatment, but the impact of education
might also be mediated through other socio-economic
factors (Fig. 1) or through lifestyle.25–27 Methodological studies have recommended that socio-economic
factors like education, occupation and income are not
used interchangeably.21,26,28 In our analysis, these factors were studied independently and we found different effects of education and income on BP control
and a pronounced difference in the patterns according
to age.
It is worrying that low educational level is associated with lower OR of BP control in hypertensive patients <65 years, especially in a health care system
with equal access to care. In patients >65 years, educational level had no impact on BP control. Other factors such as physiology, co-morbidity, polypharmacy
and performance status can be more important for BP
control than educational level in the elderly. Furthermore, the age group >65 years had a high mean age
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Patients <65 years
Highest attained educational level (years)
<10
10–12
>12
Income
Low (1st quartile)
Medium (2nd + 3rd quartile)
High (4th quartile)
Cohabitation status
Single
Married/cohabiting
Co-morbidity
No co-morbidity
Diabetes
CVD
Patients >65 years
Highest attained educational level (years)
<10
10–12
>12
Income
Low (1st quartile)
Medium (2nd + 3rd quartile)
High (4th quartile)
Cohabitation status
Single
Married/cohabiting
Co-morbidity
No co-morbidity
Diabetes
CVD

Income

control
SES and BP control

a patient’s compliance to treatment because of their
awareness and experiences with a life-threatening
disease closely related to hypertension.
Implication for practice and further research
Despite equal access to care, SES has a significant impact on BP control in hypertensive patients treated in
general practice in Denmark. Future development of
tools to incorporate SES in the daily clinical work in
primary care should be given priority, when trying to
improve care of hypertensive patients. It should also
be emphasized to the GPs and the health care system
in general that SES should not be ignored when setting strategies in the management of hypertension.
Diabetics are still far from achieving optimal BP control and there is an urgent challenge in improving the
inadequate treatment of diabetics.

Conclusions
SES has an impact on BP control for hypertensive patients treated in the Danish primary health care system. Free access to care does not eliminate this
problem. Co-morbidities such as diabetes and CVD
also have a substantial influence on BP control,
irrespective of educational or income level.
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