Hypertension

What is it?

An elevated systemic arterial blood pressure >140/90 (BHS/NICE)
Isolated systolic HTN: systolic BP >140 & diastolic <90


Why is it important?

Each year in the UK there are 20 000 preventable cardiovascular deaths attributed to hypertension.
RCTs have shown that treating HTN significantly reduces CVA, CCF and cardiovascular deaths.
Prevalence of HTN is increasing with the aging population – 2/3 patients >65 have elevated BP.
QOF points!

Target BPs

NICE/BHS guidelines (June 2006):



GMS/QOF: 

Non-diabetics <140/90




Non-diabetics <150/90

Diabetics <140/80




Diabetics <145/85

Diabetics + microalbuminaemia <135/75






QOF Targets 2006-2007

1. Can the practice produce a HTN register of all patients with established HTN = 6 points
2. % patients with HTN in whom there is a record of the BP in previous 9m = 20 points 
3. % patients with HTN in whom the last BP (measured in last 9m) was <150/90 = 57 points
Investigations for broader Risk Assessment
Urinalysis: proteinuria/microalbuminuria
Bloods: glucose, electrolytes, lipids, LFTs (may start statin), TFTs

ECG: LVF

When to Treat

Sustained BP >160/100

Isolated HTN

BP >140/90 + 10y CVD risk >20% or existing CVD/ target organ damage/DM
Thresholds for Intervention

Blood Pressure






Recommended Action


 <130/85






Reassess in 5y
130-139/85-89






Reassess Annually

140-159/90-99
10y CHD risk <20%, no organ damage/CVD/DM
Re-measure Monthly

140-159/90-99
10y CHD risk >20%, organ damage/CVD/DM
Confirm over 12w & treat
160-179/100-109
10y CHD risk <20%, no organ damage/CVD/DM
Weekly BP treat: ↑over 4-12w

160-179/100-109
10y CHD risk >20%, organ damage/CVD/DM
Confirm over 3-4w, then treat

>180/110






Confirm over 1-2w, then treat

How to Treat

Lifestyle Advice:

· Smoking cessation, ↑ exercise (30min 5x per wk), healthy diet (↓salt), ↓alcohol & ↓ BMI<25
· Can be tried as sole treatment option for 4-6m if no end organ damage, no CVS complcations, BP <160/100

Drug therapy:

A = ACEI (e.g. ramipril)
C = Ca2+ Channel blocker (e.g. amlodipine)
D = diuretic (e.g. frusemide) 


· >55 or black patients of any age: initial therapy with C or D, add A if 2nd drug needed

· <55 initial therapy with A (A2RB if not tolerated e.g. losartan), add C or D if 2nd drug needed

· If triple therapy needed use A + C + D

· If 4th drug needed, consider alpha blocker (e.g. doxazosin), beta blocker (e.g. atenolol) or further diuretic therapy
· Treat over 55s and ISH in same way as >55 group
· Patients on beta blockers 1st line: if BP well controlled no urgent need to replace but do consider; withdraw slowly; don’t stop if other clinical need e.g. angina

Key trials influencing NIC/BHS Guidelines
ALLHAT (Circulation 2006;113:2201)
· Largest HTN study

· Patients >55 + 1RF

· Found D as effective as A and C at preventing CHD, and more effective at preventing CCF
ASCOT (Lancet 2005;366:869)
· 19000 patients over 5.4y, aged between 40-79

· All had HTN +3RF (e.g. age>55, smoker, male etc)

· Compared amlodipine (+ perindopril if required) to atenolol (+ bendrofluazide if required) i.e. C +A versus B +D
· Study stopped early as C + A showed statistically and clinically significant favourable outcomes compared to B + D
*SHEP 1989 (Systolic Hypertension in the Elderly programme)
· 4700 patients >60 with isolated systolic HTN
· Treatment group given chlorthalidone D, + atenolol B if required

· Overall stroke risk reduced by 36% in treatment group

