Hypertension Pathway NHS|
This pathway has been developed from published guidance, in Camden
collaboration with local cardiologists. Clinical Commissioning Group

This guidance is to assist GPs in decision making and is not
intended to replace clinical judgment.

Suspected hypertension

Diabetic patients
Measure BP at least annually in an adult without previously diagnosed y
hypertension or renal disease. For those patients with a diagnosis of Measure patient blood pressure (BP).
hypertension who consistently meet their target BP measure BP at If >140/90 repeat 2x and take the best
least every 4-6 months. Offer lifestyle advice. reading.
Type 2 DM- BP should be < 140/80 mmHg (or < 130/80 mmHg if there is If raised, check both arms.
nephropathy, retinopathy, or cerebrovascular damage). If difference >20mmHG between arms on 2
Type 1 DM - decisions about antihypertensive treatment will usually measurements, use arm with higher reading
be made by, or in consultation with, secondary care to measure subsequent BP.
-If no albuminuria or features of metabolic syndrome4, start Automated devices may not measure
antihypertensives if BP >135/85 mmHg. accurately ifthere is pulse irregularity eg AF
-If albuminuria is present, or 2 or more features of metabolic
syndrome, the threshold for starting antihypertensive treatment is BP
>130/80 mmHg. For further information please refer to the local
hypertension - pharmacological management guideline.

Clinic blood pressure
<140/90mmHg
(Normotensive)
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Clinic blood pressure
>140/90mmHg

Severe Hypertension Clinic
blood pressure SBP >
180mmHg or DBP. >
110mmHg on 3 readings

- Repeat 2-3 times over next few
weeks / months.
. Ifclinic BP is persistently

above 140/90 offer ABPM or ELLIDICEY
HBPM
Start antihypertensive
drug treatment
immediately (appendix 1)
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BP controlled? No

Yes

Assess cardiovascular risk and target organ damage
This should include:

Urinary albumin:creatinine ratio, urine dip for haematuria
U+Es (including electrolytes, creatinine and eGFR)
Cholesterol and plasma glucose/HbA1c
> Fundoscopy

ECG

Consider ‘white-coat’ hypertension?2 or ‘white-coat’ effect3. Determine if
sufficient evidence to diagnose hypertension

v ‘ v

Patient <80 yrs Patient any age
Clinic BP or ABPM/HBPM Clinic BP >140/90mmHg and Clinic BP >160/100mmHg and
<140/90mmHg ABPM/HBPM >135/85mmHg ABPM/HBPM >150/95mmHg
Normotensive Stage 1 hypertension Stage 2 hypertension
Code G25 Code G28
A
If target orean damage Consider referral to
present or 10 year .
Iffevidence cardiovascular risk Offer ser?i{:%?;tc?:ilsgmal
grgt:;get Consider alternative more than or equal to ANIETEENEETD | hypertension
T 20%, CKD, DM, known drug treatment
damage causes for targe VD ) therapy and BP
> organ damage > {appendix 1) >140/90mmHg
A A If <40 years Consider specialist referral to
possible renal /| exclude secondary hypertension
Offer to check blood pressure at least every adrenal disease | and a more detailed assessment

of potential target organ damage.
This is because 10-year
cardiovascular risk assessments
can underestimate the lifetime

5 years, or annually if systolic 135 -
139mmHg or diastolic 85 - 89mmHg

risk of cardiovascular eventsin
these people

A

Review BP, lifestyle factors, cardiovascular risk, and
symptoms and if applicable review of medications
annually

\ 4

Pati infor ion

Comments & enquiries relating to medication:

CCCG Medicines Management Team mmt.camdenccg@nhs.net Pathway created by NCL
Refer to current BNF or SPC for full medicines information Approved by Clinical Cabinet
November 2017

Clinical Contact for pathway queries: Camden.pathways@nhs.net Review due November 2020


https://www.gov.uk/high-blood-pressure-and-driving
https://patient.info/health/high-blood-pressure-hypertension
mail to: mmt.camdenccg@nhs.net
mailto: sarah.morgan1@nhs.net
mailto: Camden.pathways@nhs.net
https://www.nice.org.uk/guidance/cg127
https://gps.camdenccg.nhs.uk/prescribing-guidelines
https://cks.nice.org.uk/diabetes-type-2
https://cks.nice.org.uk/diabetes-type-1

Antihypertensive drug treatment flowchart*

Step 1

Step 2

Step 3

Aged <55 years or Type 2 diabetic (any
age)

v

/ACE Inhibitor (ACEI) or low cost angiotensin\
receptor blocker (ARB) if true intolerance to
ACEI**
(ACEI - Lisinopril, Ramipril capsules or Enalapril)
(ARB - Losartan)

*Beta-blocker (Atenolol) although not preferred
initial therapy can be considered in younger

patients (non-diabetic)*** /

-
v

CCB (Amlodipine)
OR
Thiazide diuretic if CCB contraindicated/not
tolerated (Bendroflumethiazide)

~a

Type 2 Diabetic AND black person of
African or Caribbean origin

/ACE Inhibitor (ACEI) or low cost angiotensirx

receptor blocker (ARB) if true intolerance to
ACE**
(Lisinopril, Ramipril capsules or Enalapril)
(ARB - Losartan)

PLUS

CCB (Amlodipine)
OR
Thiazide diuretic if CCB contraindicated/not

Aged > 55 years or black person of
African or Caribbean origin of any age

¥

Calcium Channel Blocker (CCB)
(Amlodipine)
OR

Thiazide diuretic if CCB contraindicated/not
tolerated (Bendroflumethiazide)

!

tolerated (Bendroflumethiazide)

ACEIl or low cost ARB if true intolerance to
ACEI**
(Lisinopril, Ramipril capsules or Enalapri)
(ARB - Losartan)
Consider ARB in preference to an ACEI in black
patients of African or Caribbean family origin

/

e ACEIlor low cost ARB if true intolerance to ACEI** (ACEI - Lisinopril, Ramipril capsules or Enalapril) (ARB - Losartan) PLUS

e CCB (Amlodipine) PLUS

e Thiazide diuretic (Bendroflumethiazide)

Step 4
Resistant

Hypertension

e CCB (Amlodipine) PLUS

higher than 4.5mmol/L) OR

/Consider adding a fourth antihypertensive drug and/or seeking specialist advice:
e ACElor low cost ARB if true intolerance to ACEI** (ACEI - Lisinopril, Ramipril capsules or Enalapril) (ARB - Losartan) PLUS

¢ Thiazide diuretic (Bendroflumethiazide) PLUS either
e Low-dose spironolactone (25 mg OD) if blood potassium level is 4.5 mmol/l or lower (consider higher dose thiazide diuretic if blood potassium

Q‘ BP continues to be uncontrolled, seek specialist advice

e If further diuretic therapy is contraindicated/not tolerated/ineffective, consider an alpha blocker (Doxazosin immediate release) OR beta-blocker
(Atenolol) OR in type 2 diabetics a potassium-sparing diuretic

~

/

* Adapted from Barnsley CCG ‘Choosing drugs to lower blood pressure and reduce cardiovascular risk August 2012.%*
** |f an ACE inhibitor is prescribed and not tolerated e.g. due to an intolerable cough, a low cost ARB can be offered as an alternative.
***Younger patients include; those with an intolerance or contraindication to ACEls or ARBs, women of child-bearing potential or those with evidence of increased sympathetic drive.

Purple text indicates Camden’s preferred medication choice



	Hypertension pathway FINAL GP website.vsdx
	Page-1
	Page-2


