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Blood pressure is the pressure of the blood within the arteries of the circulatory system. The pulse is the feeling
of the heartbeat in some arteries. Hypertension also known as high blood pressure, is the name given to a
common medical condition in which the force exerted by the blood carried from the heart to the body against
the walls of the arteries is high enough to cause health problems such as heart disease. Hypertension has been
known since antiquity. Descriptions have been found in the Egyptian papyri, in ancient Chinese and Indian
medical literature, as well as, in the work of ancient Greek physicians such as Galen and Hippocrates and
Muslim scientists into Latin in Andalusia and Sicily. When we come to the 17th century, we see that blood
circulation was experimentally proven by William Harvey. The important work of the 18th century, blood
pressure was first recognized and first attempts were made to measure this pressure. The clinical
sphygmomanometer that could measure systolic pressure over the radial artery is defined by Samuel von
Basch in 1880. 20th century has witnessed changes in terminology, discovery of the measurement method that
is recently used and emergence of pathogenetic definitions and by the middle of the twentieth century,
checking BP by sphygmomanometer became part of the routine physical examination in hospitals and clinics. It
was considered necessary to treat hypertension after the detrimental effects of high blood pressure on the
body were noticed. So reserpine, hydralazine, ganglion blocking agents, peripheral adrenergic inhibitor, oral
diuretics, beta blocker, ACE inhibitors, calcium channel blockers drugs such as were synthesized. While the use
of some drugs is limited due to their side effects, some are still used in the treatment of hypertension today.
Additionally the potential for gene therapy in hypertension is one that will be watched with interest.The search
for new antihypertensive drugs are still ongoing. The potential for gene therapy in hypertension is one that will
be watched with interest.
Keywords: History of blood pressure, pulse, hypertension, antihypertensive drugs

Have you ever wondered about how blood pressure (BP) was recognized? Is it a disease or a physical adaptation? Is palpable pulse a

sign of viability? Or on the contrary, it is an indicator of mortality? Most importantly, how did the history archive these concepts?
Because; answers to these questions might have been hidden in this
archive. On the contrary to common belief, history of hypertension dates
back to ancient times rather than 17th century. Edwin Smith Surgical
Papyrus that was believed to be authored by Imhotep, the God of Medicine
in ancient Egypt, in B.C. 3000s is the most scientific one of
known medical papyri. The statement ‘Pulse is an index of the
heart and of the condition of the patient’ is written in the
papyrus.

Following wording is written in The Yellow Emperor’s Classic

of Internal Medicine that is believed to be written by
legendary Chinese Emperor Huangdi around 2,600 B.C.; ‘The
blood current flows continuously 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’ and ‘If too much salt in used in foods,
the pulse hardens…’. It was recognized 4000 years before
William Harvey evidenced the blood circulation that
hypertension causes intracranial hemorrhage and aphasia,
while salt is a contributing factor in hypertension. The
historical link between hypertension and kidneys was
probably started, when a Chinese physician, Choun-You-J, said ‘When the pulse upon depressing, is very firm and upon superficial
palpation tight, then the disease has its seat in the kidney’ around 200 B.C. 1. The quality of a person's pulse is considered a condition
that is both palpable by the trained physician and indicates cardiovascular status in Indian Ayurvedic medicine. Presumably, the
term "hard pulse" is the modern medicine equivalent of hypertension. 2.
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However, it was quickly followed by the dark era of the Medieval Age that lasted for thousands of years and was characterized by

very scarce gain in terms of knowledge about heart and circulation. Reasoning, criticism and discussion, knowledge, science and
earth life were replaced by belief, blind confidence, scholastic philosophy, religion and eternal life, respectively, in the dark era of the
Medieval age. The dark Medieval Europe could see the daylight through translation of Muslim scientists into Latin in Andalusia and
Sicily only in 11th to 12th centuries; it could reveal out the Renaissance one of the historic moments in European history, in 14 th to
15th centuries.

Another name for Al-Akhawayni Buhari, a famous Persian practitioner of the 10th

century, is Joveini 3.
There is an important medical book named Hidāyat al-Muta'allimin fi al-Tibb by Joveini In the chapter
of this book titled “Fi al-Imtala”, a disease resembling hypertension is mentioned. This scientist
thought that the cause of hypertension was an excess of blood in the blood vessels. According to AlAkhawayni, al-Imtela' patients had abnormal blood volume and symptoms such as sleepiness,
dyspnea, pulsus magnus, weakness He also talks about "severe flushing of the face, swelling of the
veins, rupture of a vessel and risk of death" in relation to hypertension crisis and associated
hemorrhagic stroke. 4,5
Since the sphygmomanometer had not yet been discovered in the Middle Ages, the physical basis of
the concept of hypertension had not yet been formed. However, the information we have reached
about “al-Imtela'” shows that it is a disease very similar to hypertension 3.
Also, Greek physicians such as Galen and Hippocrates mentioned the disease “al-Imtela'” before
Akhawayni. However, unlike Akhawayni, they claimed that this disease existed because harmful
substances could not be removed from the body and did not mention its symptoms.
Details on circulation could sprout in early 17th century. William Harvey could experimentally prove the blood circulation in 1616.
Approximately 80 years later (1694), Giorgio Baglivi reported that apoplexy is caused by cerebral hemorrhage probably secondary
to renal hypertension in his necropsy studies 1.

In the 18th century, we see that blood pressure was first defined

and tried to be measured. In 1733, scientist Stephen Hales
discovered that blood puts pressure on blood vessels. In addition to
systolic arterial pressure, Hales has worked on pulmonary and
venous pressure, measuring blood volume, and calculating the flow
velocity in the arteries 1.
19th century witnessed the efforts to develop methods for
measuring the BP and subsequent theories on its link to diseases.
Jean Poiseuille, a senior medical student, invented the mercury
manometer to measure BP in 1828 and he demonstrated the
respiratory BP waves. Jules Hérisson modified Poiseuille’s mercury
manometer using glass and a thin membrane in 1833. However,
palpation of pulse had been used for a long time to estimate the BP
despite all efforts to improve measurement methods 1. Carl Ludwig
achieved to record blood pressure with a kymograph in 1847. This
method had been used in experimental studies approximately for 100 years and regarded as classical method. In 1880, Samuel von
Basch defined a clinical sphygmomanometer that could measure systolic pressure over the radial artery 1.

However, Scipione Riva-Rocci designed the first clinically acceptable sphygmomanometer in 1896. This

measured systolic pressure by obliterating the brachial artery with an inflatable rubber cuff 6.
Improvement of measurement methods in 19 th century paved the way for an evident advancement in
knowledge about regulation of BP and diseases secondary to blood pressure changes.
Richard Bright, another scientist with studies of blood pressure, in 1827 associated the pathological
finding of sclerosing, contracted kidneys with hardness and fullness of the pulse, edema, albuminuria,
hypertrophy of the left ventricle. He also highlighted the difference between cardiac and renal edema,
helping us to understand kidney diseases especially nephritis. Vasoconstrictor and vasodilator nerve
fibers were discovered in 1852 and 1858, respectively.
Essential hypertension was described by Frederick Mahomed in 1874. In addition, Mahomed suggested
that high blood pressure is more common in the elderly population and that organs such as the brain,
heart and kidney may be negatively affected 7,8.

20th century has witnessed changes in terminology, discovery of the

measurement method that is recently used and emergence of
pathogenetic definitions. Theodore Janeway used the terms ‘essential
hypertension’ and ‘hypertensive vascular disease’ for the first time in
1904 and demonstrated the diurnal pattern of BP 9. Two French
interns, Leo Ambard and Eugene Beaujard, conducted an experiment in
the same year and reported that essential hypertension is secondary to
retention of sodium chloride 1. In 1905, Nikolai Korotkoff defined
measurement of systolic and diastolic BP that is based on auscultation
method, which is currently regarded as standardized method. When
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the mercury sphygmomanometers were used in the early twentieth century and defining of the systolic and diastolic BP by
appearance/disappearance of Korotkoff sounds as heard via the stethoscope, the modern quantitative concept of hypertension came
into existence. In the middle of the twentieth century, measuring blood pressure with a sphygmomanometer, which was
revolutionary in the diagnosis of hypertension, became routine 10.

In

1934, Harry Goldblatt induced experimental hypertension by
occluding renal arteries of dogs and reported that critical
vasoconstriction of renal arteries may lead to malignant
hypertension in humans 11. Irvine Page and Eduardo BraunMenendez concomitantly defined a molecule, called Renin, in 1940
12,13.
Looking at the historical findings, it seems that hypertension is not
a condition or disease that needs to be treated. Below photograph
was shot in Yalta on February 1945. Being leader of a superpower
in that period was not the only common characteristics of those
three leaders. They were all hypertensive and Roosevelt, Stalin and Churchill died due to cerebrovascular
accident in 1945, 1953 and 1965, respectively. Was it a coincidence that all of them were treatment-free? Or did medicine of that era
adopt another approach for hypertension? The necessity to treat hypertension was acknowledged far after measurement of blood
pressure could be achieved and hazardous effects of high blood pressure on the body were determined.

In 1931, Paul Dudley White linked high blood pressure to a compensatory mechanism and stated ‘Hypertension may be an important
compensatory mechanism which should not be tampered with, even when it is certain that we could control it’. Similarly, John Hay
supported this approach in the same year through his statement: ‘There is some truth in the saying that the greatest danger to a man
with a high blood pressure lies in its discovery, because then some fool is certain to try and reduce it’. The condition was not really
different in 1940s. In 1946, R.D. Scott made this statement: ‘Many cases of essential hypertension not only do not need any treatment
but are better off without it. Generally, the less said about the blood pressure is such people, the better’.

However, scientists had started to recognize, in 1950s, that hypertension is not a physiological compensatory mechanism of aging
and that it is a predictor of morbidity and mortality by damaging target organs following an approximately 15- to 20-year
complication-free period.
Such as reserpine, thiocyanates and veratrum derivatives, hydralazine, ganglion blocking agents (hexamethonium, pentolinium,
mecamylamine) and peripheral adrenergic inhibitor (guanethidine) more specific, potent and highly effective drugs were discovered
in the 1940s-50s. However, these caused significant side effects when administered as injections 14,15.

Moyer reported

that it is difficult to regulate kidney functions even with antihypertensive drugs.
Even in Circulation magazine, Sjoerdsma commented, ‘’I look on the work of physicians who pursued
the drug approach in hypertension as being well nigh heroic’’ 17.
Later, a new group of drugs with natriuretic properties, which have natriuretic properties and can be
tolerated, was developed: thiazides. Following this development, oral diuretics were discovered and
hypertension became easier to manage. β-blockers with less side effects. The application of some
medicinal chemistry by John Stephenson resulted in practolol and pronethanol, the first β-blockers 18.
But, later withdrawn because of oculomucucutaneous syndrome, sclerosing serositis and
carcinogenicity. At the beginning of the 1960s, James Black developed the drug propranolol, which is
safer, more potent and still considered the prototypical β-adrenoceptor antagonist 21.
In 1967, the first multicenter study of hypertension was performed and published in JAMA. The
results of the study were quite remarkable because drug treatment of hypertension showed morbidity
and mortality benefits.
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It was first speculated after 1970s that hypertension is a prognostic factor. In 1972, Thomas G Pickering

said: ‘There is no certain cut-off for high blood pressure. The relation between the arterial pressure and the
mortality is quantitative; as the pressure increases, prognosis gets worse’. These claims were repeated
through stronger evidences in 1980s and 1990s. Modern medicine’s hypertension perspective was
dictated by G. Rose’s statement ‘hypertension occurs when the benefits arising out of reduction of blood
pressure outweighs the benefits of not reducing it’ in 1981 and W.B. Kannel’s statement ‘The objective of
antihypertensive treatment should not solely be reducing the blood pressure; ıt should be also improve the
cardiovascular outcomes’ in 1992 23. Non-pharmacological approaches were also included in the
treatment of hypertension, but the pharmaceutical industry continued to search for new molecules, as it
was clear that pharmacological treatment was very successful.
In 1956, Leonard T. Skeggs and his colleagues discovered ACE. This was followed by the work of
scientists such as Sérgio Henrique Ferreira, Kevin K. F. Ng, John R. Vane, David Cushman, Miguel Ondetti.
Finally, captopril, the first oral ACE inhibitor, was developed in 1975 and approved by the FDA in 1981.
Calcium channel blockers, one of the most commonly used agents in the treatment of cardiovascular diseases and hypertension
today, were investigated in the 1960s during experimental studies on molecules under coronary dilatation screening, discovered in
1964 by the German pharmacologist Albrecht Fleckenstein, and used in the 1980s 26, 27.
Scientists sought to develop Angiotensin II receptor antagonists after realizing that Angiotensin II damages the heart and kidneys,
increasing the risk of myocardial infarction and stroke. However, since these drugs do not have oral bioavailability, structural
modifications were made and losartan was approved by the FDA in 1995 28, 29.
All these pharmacological developments; created easier, more effective and less side-effect treatment options. Even lower-dose
treatment regimens have been created with combinations of different drug classes.

In 2000s, hypertension is deemed an independent

risk factor for cardiovascular diseases, a notion far beyond the definition of
hypertension as high blood pressure. Therefore, a treatment discipline is adopted that also reduces the cardiovascular risk of the
patient rather than a decrease in numeric values alone.
Antihypertensive and Lipid Lowering Treatment to Prevent Heart Attack Trial (ALLHAT) in 2002, Anglo-Scandinavian Cardiac
Outcomes Trial-Blood Pressure Lowering Arm (ASCOT BPLA) in 2005, and Avoiding Cardiovascular Events through Combination
Therapy in Patients Living with Systolic Hypertension in 2008 (ACCOMPLISH) studies were conducted and various drugs and their
effects were investigated, and similar studies continue 30, 31, 32.

Conclusion

Hypertension is the most common disease among all non-communicable chronic diseases worldwide. Moreover, our understanding

of the pathophysiology of essential hypertension is still incomplete in many ways. There are a few new developments such as extrarenal deposition of excess sodium in the skin, central indispensable role of T-cell infiltration in the kidney for Angiotensin IImediated hypertension and the role of gut microbiota in broadening our understanding of the pathophysiology of hypertension (3337). The search for new antihypertensive drugs is still ongoing. So far, many drugs have been discovered in the treatment of
hypertension. Some of these could not be tolerated due to their side effects, and some are still used frequently today. In addition to
pharmacological treatment, some studies suggest that several genes may play a role in hypertension, so gene therapy may also be
beneficial. The challenge remains for the next generation of researchers for further advancement as we had better understand
human biology. The history of hypertension and the discovery of antihypertensive drugs are fascinating because save the lives of
millions.

References
1. Wakerlin GE. From Bright toward light: the story of hypertension research. Circulation Research (1962) XI: 131-136.
https://doi.org/10.1161/01.RES.11.1.131
2. Esunge PM. From blood pressure to hypertension: the history of research. J R Soc Med 1991; 84: 621.
3. Heydari M, Dalfardi B, Golzari SE, Habibi H, Zarshenas MM. The medieval origins of the concept of hypertension. Heart Views. 2014; 15(3): 96-8.
https://doi.org/10.4103/1995-705X.144807
4. Matini J. Hidayat al-Mutaallimin Fi al-Tibb (A Guide to Medical Students) by Abubakr Rabi-ibn Ahmad Akhawayni Bukhari [in Persian] Mashhad:
Mashhad University Press; 1965. pp. 181-8.
5. Rodriguez MA, Kumar SK, De Caro M. Hypertensive crisis. Cardiol Rev. 2010; 18: 102-7. https://doi.org/10.1097/CRD.0b013e3181c307b7

ISSN: 2250-1177

[218]

CODEN (USA): JDDTAO

Tengiz et al

Journal of Drug Delivery & Therapeutics. 2022; 12(3):215-219

6. Pellegrini G. The scientific work of Scipione Riva-Rocci. Minerva Med. 1964; 55: 900-3.
7. Cameron JS, Hicks J. Frederick Akbar Mahomed and his role in the description of hypertension at Guy's Hospital. Kidney Int 1996; 49:1488-506.
https://doi.org/10.1038/ki.1996.209
8. O'Rourke MF. Frederic Akbar Mahomed. Hypertension 1992; 19:212-7. https://doi.org/10.1161/01.HYP.19.2.212
9. O'Brien E. Theodore Caldwell Janeway (1872-1917): the quest for precision. J Hum Hypertens. 1996; 10(8): 501-4.
10. Booth J. A short history of blood pressure measurement. Proc Roy Soc Med 1977; 70:793-9. https://doi.org/10.1177/003591577707001112
11. Goldblatt H, Lynch J, Hanzal RF, Summerville WW. Studies on experimental hypertension, I: the production of persistent elevation of systolic
blood pressure by means of renal ischemia. J Exp Med 1934; 59: 347-79. https://doi.org/10.1084/jem.59.3.347
12. Page IH, Helmer OM. A crystalline pressor substance (angiotonin) resulting from the reaction between renin and renin-activator. Exp Med 1940;
71: 29-42. https://doi.org/10.1084/jem.71.1.29
13. Braun-Menéndez E, Fasciolo JC, Leloir LF, Muñoz JM. The substance causing renal hypertension. J Physiol 1940; 98: 283-98.
https://doi.org/10.1113/jphysiol.1940.sp003850
14. Mohammad G. Saklayen, Neeraj V. Deshpande. Timeline of History of Hypertension Treatment. Front Cardiovasc Med. (2016) 3: 3.
https://doi.org/10.3389/fcvm.2016.00003
15. Moser M. Evolution of the treatment of hypertension from the 1940s to JNC V. Am J Hypertens. 1997; 10(3):2S-8S.
https://doi.org/10.1016/S0895-7061(97)00016-2
16. Moyer JH, Heider C, Pevey K, Ford RV.The effect of treatment on the vascular deterioration associated with hypertension, with particular
emphasis on renal function. Am J Med 1958; 24:177. https://doi.org/10.1016/0002-9343(58)90306-1
17. Sjoerdsma A. Chemotherapy of hypertension: yesterday-today-tomorrow? Circulation 1963; 28: 161. https://doi.org/10.1161/01.CIR.28.2.161
18. Freis ED, Wanko A, Wilson IM, Parrish AE. Treatment of essential hypertension with chlorothiazide (diuril); its use alone and combined with other
antihypertensive agents. JAMA 1958; 166:137-40. https://doi.org/10.1001/jama.1958.02990020025004
19. Guyton AC. Blood pressure control-special role of kidneys and body fluid. Science 1991; 252:1813-6. https://doi.org/10.1126/science.2063193
20. Jillian G. Baker, Stephen J. Hill, Roger J. Summers. Evolution of β-blockers: from anti-anginal drugs to ligand-directed signalling. Trends Pharmacol
Sci. 2011; 32(4-2):227-234. https://doi.org/10.1016/j.tips.2011.02.010
21. Black J.W. Comparison of some properties of pronethalol and propranolol. Br. J. Pharmacol. Chemother. 1965; 25:577-591.
https://doi.org/10.1111/j.1476-5381.1965.tb01782.x
22. Veterans Administration Cooperative Study Group on Anti-hypertensive Agents. Effects of treatment on morbidity in hypertension. Results in
patients with diastolic blood pressures averaging 115 through 129 mm Hg. JAMA 1967; 202:1028-34.
https://doi.org/10.1001/jama.202.11.1028
23. Gregory Y.H. Lip. Comprehensive Hypertension. Mosby Elsevier, 2007.
24. Ferreıra SH. A Bradykının-Potentıatıng Factor (BPF) Present in the Venom of Bothrops Jararca. Br J Pharmacol Chemother 1965; 24:163-9.
https://doi.org/10.1111/j.1476-5381.1965.tb02091.x
25. Ng KK, Vane JR. Conversion of angiotensin I to angiotensin II. Nature 1967; 216(5117):762-6. https://doi.org/10.1038/216762a0
26. Godfraind T. Discovery and Development of Calcium Channel Blockers. Front Pharmacol. 2017; 8:286. https://doi.org/10.3389/fphar.2017.00286
27. Fleckenstein A. History of calcium antagonists. Circ Res. 1983; 52(2 Pt2):I3-16.
28. Burnier M, Brunner HR. Angiotensin II receptor antagonists. Lancet. 2000; 355(9204):637-45. https://doi.org/10.1016/S0140-6736(99)10365-9
29. Adam M. Integrating research and development: the emergence of rational drug design in the pharmaceutical industry. Stud Hist Philos Biol
Biomed Sci. 2005; 36(3):513-37. https://doi.org/10.1016/j.shpsc.2005.07.003
30. ALLHAT Officers and Coordinators for the ALLHAT Collaborative Research Group. Major outcomes in high-risk hypertensive patients randomized
to angiotensin-converting enzyme inhibitor or calcium channel blocker vs diuretic: the antihypertension and lipid-lowering treatment to prevent
heart attack trial (ALLHAT). JAMA 2002; 288:2981-97. https://doi.org/10.1001/jama.288.23.2981
31. Dahlof B, Sever PS, Poulter NR, Wedel H, Beevers DG, Caulfield M, et al. Prevention of cardiovascular events with an antihypertensive regimen of
amlodipine adding perindopril as required versus atenolol adding bendroflumethazide as required, in the Anglo Scandinavian cardiac outcomes
trial-blood pressure lowering arm (ASCOT-BPLA): a multicentre randomised controlled trial. Lancet 2005; 366:895-906.
https://doi.org/10.1016/S0140-6736(05)67185-1
32. Jamerson K, Weber MA, Bakris GL, Dahlöf B, Pitt B, Shi V, et al. Benazepril plus amlodipine or hydrochlorothiazide for hypertension in high-risk
patients. N Engl J Med 2008; 359(23):2417-28. https://doi.org/10.1056/NEJMoa0806182
33. Machnik A, Neuhofer W, Jantsch J, Dahlmann A, Tammela T, Machura K, et al. Macrophage regulate salt-dependent volume and blood pressure by
a vascular endothelial growth factor-C-dependent buffering mechanism. Nat Med 2009; 15:545-52. https://doi.org/10.1038/nm.1960
34. Machnik A, Dahlmann A, Kopp C, Goss J, Wagner H, van Rooijen N, et al. Mononuclear phagocyte system depletion blocks interstitial tonicity¬responsive enhancer binding protein/vascular endothelial growth factor C expression and induces salt-sensitive hypertension in rats.
Hypertension 2011; 55:755-61 https://doi.org/10.1161/HYPERTENSIONAHA.109.143339
35. Pober JS. Is hypertension an autoimmune disease? J Clin Invest 2014; 124:4234-6. https://doi.org/10.1172/JCI77766
36. Guzik TJ, Mikolajczyk T. In search of the T cell involved in hypertension and target organ damage. Hypertension 2014; 64:224-6.
https://doi.org/10.1161/HYPERTENSIONAHA.114.03340
37. Yang T, Santisteban MM, Rodriguez V, Li E, Ahmari N, Carvajal JM, et al. Gut dysbiosis is linked to hypertension. Hypertension 2015; 65:1331-40.
https://doi.org/10.1161/HYPERTENSIONAHA.115.05315

ISSN: 2250-1177

[219]

CODEN (USA): JDDTAO

