HYPERTENSION MANAGEMENT PROTOCOL

(clinic and or pharmacy name here)
EFFECTIVE DATE: (date)
APPROVED BY: 
 (list prescribers here
SUPERSEDES:   (if applicable)
REVIEW DATE: (recommended yearly)
PATIENT POPULATION: 

Patients referred by a provider with the diagnosis of hypertension who have not reached blood pressure goal will be managed by the clinical pharmacist and pharmacy resident following this protocol.  
MEDICATION ORDERING: 

Clinical pharmacist and pharmacy resident may make changes in up to 3 antihypertensive medications (see Appendix 3).  The clinical pharmacist and pharmacy resident, under this protocol, are authorized to initiate therapy, adjust dosages, change medication and authorize refills to the listed antihypertensive agents.  All modifications to therapy will be documented in the medical record and routed to the referring or primary provider.

LAB MONITORING: 

Under this protocol, the clinical pharmacist or pharmacy resident will have the authority to order labs to assess treatment and to monitor for adverse events from the drug therapy.  

THIS PROTOCOL DOES NOT COVER: 

· Combination therapy of more than three antihypertensive medications 
· Management of any other condition other than high blood pressure
· A patient has BP >180 / >110, resistant hypertension (not controlled with three medications) and/or suspicion of secondary hypertension.
· When the patient has any serious complaint during the visit (e.g., chest pain, shortness of breath, new onset palpitations)
· Diet and exercise counseling (patients will be referred to the clinic dietitian or PBP Phone Line as necessary)

· Co-management of the patient after they have reached and maintained their blood pressure goal for at least 6 months.
FOR PATIENTS WHO FALL OUTSIDE THIS PROTOCOL:

· The referring or primary provider will be consulted and the clinical pharmacist or resident will make changes as directed and follow up with patient as necessary until patient is at goal for at least 6 months.  

· The clinical pharmacist or pharmacy resident will refer patient back to primary physician with recommendation for specialist referral.
Pharmacy Visit Protocol
The clinical pharmacist or pharmacy resident: 

1. Interviews the patient and reviews the medical record to determine:

a. Hx of HTN, PMH, FHX, SH, allergies, current medications and disease states.

b. Risk factors for CVD: 

· Obesity(BMI ≥ 30)
· Physical inactivity 
· Dyslipidemia 
· Diabetes Mellitus  
· Tobacco usage
· Microalbuminuria or estimated GFR <60mL/min 
· Age 
· Men >55yrs 
· Women >65 yrs. 
· Family history of CVD
· 1( male relative <55yrs 
· 1( female relative <65 yrs 
· Target organ damage (LVH, angina/MI, HF, revascularization, stroke, TIA, nephropathy, retinopathy, PAD)

c. Risk stratification and blood pressure goals.  

        Risk Stratification
	Stage 
	Blood pressure 
	Treatments 

	Normal 
	<120/ <80
	None 

	Pre-HTN 
	120-139/80-89
	Lifestyle modifications. Consider drug tx if compelling indications* (DM, chronic kidney disease). 

	Stage 1 HTN 
	140-159/90-99
	Lifestyle modifications and drug therapy.  

	Stage 2 HTN 
	≥160/≥100
	Lifestyle modifications and drug therapy. 

	Urgency 
	>190/120
	Consult physician. 


                      Blood pressure goals 

	Diagnosis
	Blood Pressure Goal+

	*Without compelling indications   (see below)
	<140/90

	Diabetes 
	<130/80

	ESRD/CHF
	<130/80


* Compelling indications: heart failure, ischemic heart disease, post-MI, diabetes, chronic kidney dx, recurrent stroke prevention and high coronary vascular disease risk. 

+ If the clinical reading is taken at home the respective goal will be 5mmHg lower than the clinic measurement goal.

d. Signs or symptoms of stroke, TIAs, angina or MI.

e. Presence of adverse effects from medications. 

f. Adherence. 

g. Blood pressure and pulse 

· Resting at least 5 minutes

· No caffeine, tobacco, exercise in the past 30 minutes – 1 hour
· Both feet on the floor

· Arm bent, supported, level with the heart

2. Orders baseline labs as needed.
3. Determine appropriate therapy based on concomitant disease states and JNCVII guidelines (See Appendix 1 and Appendix 2 for protocols of drug choices). Adjusts antihypertensive therapy if blood pressure goal is not met or if unacceptable adverse effects occurred.  If the patient is not experiencing adverse effects, the dose may be increased or another agent may be added.  If unacceptable adverse effects occur, another class of therapy will be tried. 
4. Instructs the patient how to take any new antihypertensive medications and reviews all medications.

5. Instructs the patient on how to measure blood pressure at home as well as record keeping.

6. Discusses lifestyle modifications (See Appendix 4).

7. Schedules a follow-up appointment in 2-4 weeks if not at goal otherwise every 3-6 months or as needed. For ACEI, ARB, and diuretics, K and BUN/Scr at baseline and then again within the first month, then every 3-6 months thereafter. Refer patient back to physician once stable for 6 months.
8. Ensure the patient has yearly urinalysis, serum creatinine, electrolytes and periodic EKG’s.
9. Ensure the patient sees their primary provider at least yearly and more frequently if other acute problems arise.  

Appendix 1
Table 1: Initial Visit Protocol
	Assessment 
	Plan

	Not on drug treatment

140-159/90-99 mmHg 
	Diuretic, reinforce lifestyle modification

	Not on drug treatment 

>160/>100mmHg
	Begin with combination of diuretic and second-line/add-on drug, consider compelling reasons for choice of one or more drugs, reinforce lifestyle modification 

	Non adherence to regimen
	Address reasons for non-adherence, adjust regimen, monitor adherence.

	140-159/90-99

On 1-2 medications
	Increase dose or add another medication.  Reinforce lifestyle modifications

	>160/>100mmHg

On 1 medications
	Add combination of two drugs, reinforce lifestyle modification

	>180/>110mmHg
On 3 medications
	Consult primary care physician regarding reasons for resistant hypertension, refer for work-up for secondary causes of hypertension as needed 

	At goal, no barriers to ongoing adherence
	Continue present treatment, reinforce lifestyle modification


Table 2: Follow-up Visit Protocol
	Assessment
	Plan

	At goal
	Continue present treatment, reinforce lifestyle modification

	BP < 10mmHg above goal 
	Increase dose or add another second- or third-line drug (see Appendix2)

	BP > 10mmHg above goal 
	Add another second- or third-line drug (see Appendix 2) and increase doses of other agents. If other agent(s) at or above mid-dose, add a combination of 2 additional drugs. 

	Non-adherence to regimen
	Address reasons for non-adherence, enlisting family members and other social support, use electronic medication monitor to provide feedback and reinforcement.

	>180/>110mmHg
On 3 BP meds
	Consult patient’s physician 


Appendix 2

Table 1: First Line Drug Choices
	Diagnosis
	Drug Class

	Uncomplicated Hypertension
	Thiazide diuretic



	Diabetes mellitus with or without proteinuria


	Diuretic

ACE inhibitor or ARB

	Isolated systolic hypertension (elderly)

	Diuretic

CCB (long-acting dihydropyridine)

	Heart failure: left ventricular dysfunction
	ACE inhibitor

Beta-blocker
Diuretic 

ARB 

Aldosterone antagonist 

	High risk CHD

	Diuretic

ACE inhibitor/ARB

Beta-blocker

Long-acting CCB 

	Post MI


	ACE inhibitor

Beta-blocker

Aldosterone antagonist          

	Stroke Prevention
	Diuretic
ACE inhibitor

	Chronic kidney disease
	ACE inhibitor

ARB


Table 2: Drug Classes & Examples of Least Expensive Generic Drug with the Fewest Doses per Day
	When Drug Added
	Drug class
	Agents and dose range
	Daily Dosing

	1st
	Thiazide-type diuretic
	HCTZ or chlorthalidone, 12.5 and 25 mg
	Once

	
	Potassium sparing diuretic combination
	hydrochlorothiazide, 25 mg/ triamterene 50 mg
	Once

	2nd
	ß-blocker
	atenolol, 25-100 mg
	Once

	
	Angiotensin converting enzyme (ACE) inhibitor
	lisinopril, 10-40 mg
	Once

	
	Dihydropyridine calcium channel blocker (CCB)
	extended-release nifedipine, 30-90 mg
	Once

	
	Non-dihydropyridine CCB
	extended release diltiazem, 120-360 mg
	Once

	
	angiotensin II receptor blocker (ARB)
	no generic formulations currently available
	Once

	3rd
	α-blocker
	doxazosin, 1-8 mg
	Once

	
	Central α-adrenergic agonist
	clonidine, 0.1-0.3 mg
	Twice

	
	Direct-acting vasodilator
	hydralazine, 50 mg
	Twice

	
	Peripheral adrenergic neuron antagonist
	reserpine, 0.05 - 0.1 mg
	Once

	Additional
	Potassium chloride (KCl)
	KCl tablets or capsules, 10-20mg
	Once


Appendix 3

Therapeutic options


Thiazide diuretics 

Loop diuretics 

Potassium-sparing diuretics

Potassium

(-Blockers

ACE inhibitors

Nondihydropyridine calcium channel blockers

Dihydopyridine calcium channel blockers

Angiotensin receptor antagonists

(-receptor blockers – (dose adjustments only)

Clonidine – (dose adjustments only)

Resperpine 

Appendix 4
	Modification 
	Recommendation 
	Average  SBP  reduction

	Weight reduction 
	Maintain BMI of 18.5-24.9
	5-20mmHg/10kg weight loss q

	Adopt a DASH ( Dietary Approaches to Stop Hypertension) eating plan 
	Consume diet rich in fruits, vegetables and low dairy products with a reduced content of saturated and total fat 
	8-14mmHg 

	Dietary sodium restriction 
	Reduce dietary sodium intake to not more than 2.4g of Na or 6g of NaCl 
	2-8mmHg

	Physical Activity 
	Engage in regular aerobic physical exercise for at least 30 minutes/day, most days of the week. 
	4-9mmHg

	Moderation of alcohol consumption 
	Limit consumption to not more than 2 drinks (1oz of ethanol)/day in most men and 1 drink per day in women and light weight persons. 
	2-4mmHg 

	Minerals 
	Maintain adequate intake of potassium-4700mg/day, calcium 1240mg/day and magnesium 500mg/day. 
	No data 
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Approval for use as a Population Based Standing Order:

____________________________________________________


Date _____________

(prescribers names here)
____________________________________________________


Date_____________

____________________________________________________
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