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��PRACTICE PROTOCOL



HYPERTENSION 

BASED ON BRITISH HYPERTENSIVE ASSOCIATION GUIDELINES

These guidelines do not cover hypertension in special groups e.g. pregnancy, renal disease, users of oral contraception, users of HRT and ethnic subgroups.

POPULATION SCREENING 	nurse and general practitioner

All adults should have their BP measured 5 yearly until the age of 80 years. Those with high-normal BP (135-139/85-89) and those who have had high readings at any time previously should have their BP measured annually.

DIAGNOSIS 	nurse / nursing assistant

Should be made after a series of BP measurements are taken. The ‘threshold’ for diagnosis is 145/85 (140/80 in diabetics) but 150/90 is acceptable for audit purposes.

Borderline 	140-149 / 90-99		2 readings every 2w for 8-10 w

Medium 	150-169 / 100-109	2 readings fortnightly for 6 weeks

Severe		170-199 / 110-130	3 readings over 2 weeks

Accelerated		>200/>130		refer (esp. if signs of malignant hypertension i.e. encephalopathy, nephropathy, haemolytic anaemia or papilloedema.

Weight and height should be measured and BMI calculated on every patient referred.

The following investigations / measurements should be done after high BP readings are gained on 3 different occasions:

Urinalysis (for protein, blood and glucose only)

U and E’s, RBS, Total : HDL Cholesterol ratio

ECG (nurse to refer to local ECG service, may need to obtain GP signature).

An explanation of the reason for tests and simple explanation of cause of hypertension should be given at this stage and a fact sheet handout offered.

 	 





REFERRAL FOR AMBULATORY BP MONITORING	nurse / g.p. 

Refer if BP is very variable, symptoms suggest hypotension (esp. postural), or if patient is usually anxious when high BP measured and white coat hypertension is suspected. Refer if BORDERLINE VALUES OBTAINED (i.e. only 1 or 2 of readings in series of 6-8 is actually high). Also to be considered with elderly patients. Nurse to discuss with GP.

HISTORY AND EXAMINATION AND POSSIBLE FURTHER INVESTIGATIONS

general practitioner

The patient should then see the GP with results of  the above tests (i.e. 7-10 working days after blood was taken). A full history including drugs (NSAIDS, COCP, STEROIDS, LIQUORICE, SYMPATHOMIMETICS (cold remedies) etc., family and past medical history, and an Examination (heart sounds, bruits- carotid and renal, aneurysm, signs of  CCF, fundi) should be undertaken.

An attempt should be made to determine the presence and degree of end organ damage (fundal av narrowing, nipping, blot haemorrhages and gross papilloedema, presence and degree of LVH, presence and degree of renal impairment / proteinuria).

Other possible investigations may be done at this stage if indicated - Echo (young patient with LVH on ECG), Ca2+, CXR (possibly for all older hypertensives), Renal USS, 2 x 24hr VMA and urinary free cortisol (GP to organise).

Finally the Cardiac Risk percentage should be calculated with the computer program.



THE DECISION TO TREAT	general practitioner

The algorithm below should be used for deciding what blood pressure value needs treatment and when.
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All patients should then receive, if they have not done so already, a copy of the Hypertension Information Sheet, a diet sheet if appropriate, and advice about exercise 

tailored to each individual. Remember that research has shown that combination advice on diet and exercise together supported by behavioural therapy is more effective in BP lowering than either alone.

It is very important to stress that if medication is needed it may be a lifetime thing, and that the condition cannot be ‘cured’ by a course of tablets. It is vital that patients take medication every day. For monitoring purposes there is little point in patients attending for BP measurement if they have omitted to take their medication that day.

The following Prescribing Points should be followed

choose preparations that only require a single daily dose to aid compliance

Thiazide should usually be first line ideally Bendrofluazide  2.5mg as it is low cost and tolerated well. Increasing the dose will not increase the therapeutic effect.

Submaximal doses of two drugs results in a greater therapeutic result and fewer side effects compared to maximum dose of a single drug.

Rational Combinations include DIURETIC+BETA-BLOCKER, DIURETIC+ACE INHIBITOR, BETA-BLOCKER+CALCIUM ANTAGONIST, CALCIUM ANTAGONIST+ACE INHIBITOR.

Fixed dose combination preparation appropriate if established on medication and poor compliance anticipated.



MEDICATION�IDEAL SITUATION�CAUTIONS��THIAZIDE DIURETIC�ELDERLY



1ST LINE FOR 

MILD/MOD HTn�GOUT

CRF

DIABETES

LOW K+/Na

HIGH IHD RISK��BETA-BLOCKER�POST MI

ANGINA

CCF (esp if on ACEI) but care!!�hx Bronch.constrn.

CCF

DIABETES

PVD��CALCIUM ANTAGONIST�ANGINA

ELDERLY (if diuretic unnacept.�LEG OEDEMA

CCF (amlod. Is safe)

AORTIC STEN.��ALPHA BLOCKER�PROSTATISM

BPH�ELDERLY

CRF��ACE-INHIBITOR�DIABETES

PROTEINURIA

POST MI

CCF�CRF,PVD

RENOVASC. DIS

AFRO-CAR’BN

HIGH K+

AORTIC STEN.��





TREATMENT OF THE OLDER PATIENT	

There is little evidence to guide treatment of those hypertensives who are over 80

Low dose thiazides are effective and acceptable in this age group. Beta Blockers are less effective and calcium antagonists are a suitable alternative to a diuretics, and are especially useful in isolated systolic hypertension. Avoid short acting calcium antagonists.

Good evidence exists that treatment of isolated systolic hypertension prolongs life. The greater the systolic value then the better the risk reduction when treated.

REFERRAL TO SPECIALIST	general practitioner

These should be made for

malignant or accelerated hypertension

refractory or difficult to treat hypertension (i.e. if on 3 medications and still has BP > 160/100 with no target organ damage, cardiovasc. complications, diabetes and 10 yr. CHD risk <15%)

secondary hypertension

ASPIRIN

75mg/day is indicated if Age > or = to 50 and BP is controlled at <150/90 and patient has target organ damage or diabetes or 10 yr. CHD risk of > or = to 15%

STATIN

If age is less than 70, Total Cholesterol > or = to 5.0 and 10 yr. CHD risk is > or = to 30%

OR for secondary prevention (hx of MI or ANGINA) up to age 70 when cholesterol > or = to 5.0

If Diabetic and cholesterol is greater than 4.5

FOLLOW UP - nurse / nursing assistant

after medication is started initially 2 BP readings 2 weeks apart.

Allow 4 w to stabilise on medication before addition of a further agent (ref. back to GP)

When stable, review medication and BP every 2 to 3 months, and then 6 monthly if no problems. Nurse should reinforce non-pharmacological treatment advice.

Check for proteinuria annually.

Check U and E’s annually if on a diuretic and / or ACEI.

RBS (and Hba1c?) if strong risk factors for DM (Fhx / obesity etc)

ALL PATIENTS ON TREATMENT SHOULD NOT HAVE A FOLLOW-UP INTERVAL OF GREATER THAN 6 MONTHS.

 

DATE OF PROTOCOL 3rd June 2001. For review in 3 years time. 
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All patients 18+ for 5 YEARLY BP CHECK.



ANNUAL BP CHECK



BP 135-139 / 85-89



BP > 139/89



2 BP’s every 2w for 8-10w



BORDERLINE 140-149 / 90-99



Seen by nurse

details on register

advice and education

take initial readings - 



2 BP’s every 2w for 6w



MEDIUM	150-169 / 100-109



3-4 BP’s over 2 weeks



SEVERE	170-199 / 110-130



URGENT GP ASSESMENT AND REFER



ACCEL’D	>200 / 130



NURSE



Yes



3 or more BP’s > 139/89



GP



INVESTIGATIONS

urinalysis

weight/height and BMI

total:HDL cholesterol

U+E’s, RBS

ECG



No



Average

>139/89



Ambulatory BP Ref.



No



Yes



DECISION TO TREAT

See separate algorithm.



GP to

take hx and examine

calculate 10yr CHD risk

assess for end organ damage

consider ref. for amb. Bp 



See GP after 7-10working days
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>160/100



<135/85



135 - 139/

85 - 89



140 - 159/

90 - 99



Reassess

in 5 years



Reassess

Annually



Target Organ

Damage,

DM or

Cardiac

Complications



Yes



No



Reassess

Monthly

for

4-6 m.



TREAT



Reassess

BP and

10yrCHD risk

annually



Persistently high BP & 10yrCHD risk > 15%



No



Yes
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