Essential Hypertension 
· Every (non hypertensive) adult should have their BP checked at least once every five years to screen for hypertension.

BP <130/<85 = normal 
= re-check every 5 years

· If not then review as below
1. 130-139 / 85 – 89
= re-check annually

2. 140-159 / 90-99
= monthly review over eight weeks 
3. 160-179/100-109
= weekly review over four weeks

4. 180- 219/110-119 
= weekly review over next 2 weeks

5. >220 / >120

= treat immediately

6. Malignant HT

= admit

In situations 2 to 4 NICE 2011 recommend ambulatory daytime BP monitoring or averaged twice daily home BP measurements over one week (using readings from Day 2 to Day 7) rather than the above review schedules.
http://www.pennine-gp-training.co.uk/Blood-Pressure-Diary-2011.doc 
Baseline invx if (BP consistently > 140/90) = Urine ACR, TTU for haematuria and proteinuria (to see GP if +ve), ECG, Cr&Es, ALT, fasting glucose & fasting lipid profile, BMI, fundoscopy by GP, smoking status and CVD risk assessment




Management

1. Explanation of hypertension with advice leaflets. 10 year CVD risk coded and risk reduction explored; smoking cessation, exercise, diet & alcohol advice with the appropriate /life Read Code short cut.
2. Refer to GP to Read code /HT and initiate treatment if BP after assessment period >160 / >100.

3. Refer to GP to Read code /HT and initiate treatment if BP 140-159/90-99 if Hx of DM or CVD or evidence of LVH on ECG or eGFR <60 or a raised ACR or CVD risk > 20% AND the patient is under 80 years of age.
4. Rx as per ACD protocol.

5. Consider specialist referral if < 40 at the time of diagnosis.

Patients with diabetes
= ACE/Low cost ARB then CCB followed by a diuretic and the 4th line option is an Apha or Betablocker.
Patients without diabetes 


Under 55  
= ACE/Low cost ARB then CCB then a diuretic and the 4th line option is an Apha or Betablocker.
Over 55 or Afro Caribbean  
= CCB 1st line then ACE/Low cost ARB then Thiazide  and the 4th line option is an Apha or Betablocker.


Chortalidone or Indapamide are the diuretic of choice (in preference to Bfz) and Spironolactone can be added to improve HT control if K < 4.5 mmol/l.
6. Monthly review WITH treatment change until BP below audit target, thereafter twelve monthly BP reviews and annual fasting bloods and medication review.
7. Lipid Rx: Primary prevention of CVD = Simvastatin 40mg if CVD risk > 20% - a ‘fire and forget’ approach. Secondary prevention of CVD =‘treating to target’ with a statin - Chol <5 or LDL < 2.5 is the minimum audit standard (aspirational target = Chol< 4 and LDL <2.0).
Co-morbidity


Aspirational Target

Audit & QOF Standard
HT or IHD < 80

<140/<90 (NICE 2011)

<150/<90
HT or IHD  >80

<150/<90 (NICE 2011)

<150/<90
TIA/CVA


<130/<80



<150/<90
DM



<140/<80



<145/<85
CKD3



<130/80



<140/<85
Annual Review

To be undertaken between 1st of July and Jan 31st 
A) Patients with Hypertension alone

BP

Electrolytes, fasting glucose, fasting lipids (not required if a patient is already on a statin e.g. Simvasatin). ALT only required if the patients have been commenced on a statin in the previous 12 months.
Check compliance with medication

Record

Smoking status +/- smoking cessation advice

Alcohol consumption

BMI

Check FH – (particularly hx of MI in a 1st degree relative < 60 years)

Discuss
Code and discuss QRISK2 score in those patients with no history of diabetes or CVD – follow the lipid guidelines.
Life style advice and record the /life Read code short cut

The schedule of care (next BP check and next annual review)

Table to show investigations and actions at annual hypertension review 

	
	HT only 
	HT + CKD
	HT + HYPO T4
	HT + IHD/CVA/TIA
	HT + ASTHMA 
	HT + COPD

	Creat + electrolytes
	☺
	☺
	☺
	☺
	☺
	☺

	FBS
	☺
	☺
	☺
	☺
	☺
	☺

	FLP
	*
	*
	*
	☺
	*
	*

	ALT
	**
	**
	**
	**
	**
	**

	FBC
	
	***
	
	
	
	

	ACR
	
	☺
	
	
	
	

	TSH
	
	
	☺
	
	
	

	PN Clinical review to do or arrange
	☺
	☺
	☺
	☺
	☺Xtime
	☺Xtime


*
FLP only if not already on statin 

**
ALT only if started statin within last one year 
***  
FBC if e-GFR <45
Please see diabetes protocol for annual DM review bloods
The patient pathway

Patients, as a result of remembering their annual review date or having a reminder on their prescription will ring to book their annual review. The reception team will book a fasting bloods & BP appointment with one of the HCAs. 
The HCAs will review the patients co-morbidities using the SystmOne chronic disease icons page (checking for COPD, Asthma, Chronic Kidney Disease, IHD/TIA/CVA) to decide the tests they have to perform. They will also arrange (for one week later) a 20 minute review with a Practice Nurse if they have hypertension +/- CKD but a 30 minute appointment if they have asthma, COPD or a history of MI, angina, TIA or stroke.
The Practice nurses on completing the annual review, where no action is deemed to be necessary, will also document and inform the patient of their next planned review date and task the appropriate GP to code the medication review and reauthorise the prescriptions. Patients requiring further assessment or a change in medication will be referred to the GP.
Co-morbidity


Aspirational Target

Audit & QOF Standard
HT or IHD


<140/<80



<150/<90
TIA/CVA


<130/<80



<150/<90
DM



<140/<80



<145/<85
CKD3



<130/80



<140/<85
‘Rules of thumb’ for interpreting 24hr ambulatory and home BPs

1. For home measured BPs add 10/5mmHg to the averaged results to obtain the clinic equivalent (BMJ 2008).


2. For 24hr ambulatory BPs if the results are close to the clinic base targets add 10/5 mmHg to the 24hr averaged result to obtain the clinic equivalent (BMJ 2010).
Thresholds (NICE 2011) using home average BPs or daytime ambulatory measurements

Stage 1 HT  - Clinic BP >140/>90 = Ambulatory  BP or Averaged home readings > 135/>85

Stage 2 HT   -
Clinic BP >160/100 = Ambulatory  BP or Averaged home readings > 150/>95

Useful links

http://www.pennine-gp-training.co.uk/HT-NICE-2011.pdf 
http://www.patient.co.uk/health/High-Blood-Pressure-(Hypertension).htm
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