Pathway 5 to Self Care support: raised blood pressure

This pathway suggests an approach that a practice team might take for supporting the self care of raised blood pressure (hypertension) to patients registered with their practice, as part of the shift in emphasis towards support for self care and away from over-reliance on medical care.

The start

We start from a patient’s perspective. You could organise a team meeting in your practice to carry out any or all of the following:

· Work through the detailed scenario observing the sort of issues and discussion that the fictional practice team progress through here

· Discuss how your team would respond to the patient story given here

· Take an example case of a patient with hypertension from your own practice (anonymising the patient’s identity in the team discussion as appropriate). 

If you do not know enough about supporting the self care of hypertension for completing the problem based learning, learn more about the range of self care options. If you are a clinician, read through the clinical summary about supporting the self care of hypertension in the second part of this module, before you start the problem based exercise.

	Patient’s story 5.1 

“ I’ve moved around the country quite a lot with my work in sales, which is quite stressful. Over the last few years, I’ve had my blood pressure measured several times when I’ve registered at a new GP surgery and they’ve commented that it’s a bit up. Sometimes I’ve gone back once to have it checked again, but usually I haven’t bothered. At this last GP surgery, when I had it checked the nurse asked me some questions about my lifestyle and gave me some advice about exercise, stress reduction, diet and alcohol. She explained about the long term risks of having a raised blood pressure all the time and I felt a bit worried, especially as one of my uncles has just had a stroke. So, this time I agreed to go back to see her again to have the level checked a couple of times, but when I went it was a different woman, who didn’t explain much, just said it was still up. Then I was really worried because I had to have some blood tests, a urine test and heart check, before seeing the doctor. But he didn’t seem worried at all, said all the tests were fine, I just needed some pills and to see the nurse again. I’m worried about taking the pills in case they affect me working – the doc said I might feel a bit dizzy to start with. This time I shall have lots of questions for that nurse!

(Note: the patient in this scenario has not tried Prevention, as he is poorly informed about this strategy, he has not had any symptoms yet but is concerned he might need Relief. He  has tried Awaiting resolution of his raised blood pressure, and he was, to some extent, Tolerating the condition)


	Consider Tool 10 on team building


Your project team

You might want your team to discuss alternative options for supporting self care of raised blood pressure as in this example to include:
· reception staff

· practice manager

· GPs

· practice nurses 

· health care assistants

· pharmacist

· district nurse

· patient representative 

· practice secretary

You could use a checklist as in Table 5.1 to record who is involved and in what way. 

	Consider Tools 1, 3,4,5,6, or 8 for your teamwork and discussions


Team discussions considering the patient story 5.1

In this scenario, discussion between the fictional practice team members reveals:

· The senior practice nurse has had specialised training in the prevention and management of cardiovascular disease, but has insufficient consultation time to see all patients with raised blood pressure. The health care assistant has been trained to take blood pressure measurements and to follow the protocol for cardiovascular assessment, but has had little training on advising patients on the condition or how to reduce their risks. 

· The health care assistant has noticed how anxious many of the patients are. She feels pressurised by the short appointment time she has with them, and cannot let them sit for five minutes before recording the reading, or repeat the reading several times, as she was taught. She feels her readings may not be representative of the patient’s normal state.

· The receptionists complain that patients are confused about who they need to make an appointment with. The receptionists often have to phone the doctor, nurse or health care assistant to find out who the patient needs to see the next time and what needs to be done, so that the correct length appointment can be booked with the right person. They feel they are unfairly criticised for incorrectly booking patients who need long appointments, perhaps for a complete diabetic check, into a short review of blood pressure appointment with the health care assistant.

· Everyone feels that that there is confusion about who does what and that inappropriate appointments are being made, wasting patients’ and staff time. 

· The doctors are generally happy with the quality of blood pressure recording and expect that all the necessary tests to establish a diagnosis of essential, rather than secondary, hypertension are done before they see the patient. One of the doctors points out the risks of ‘white coat hypertension’ and thinks that readings done by the health professionals in the surgery may be artificially high because of patients’ levels of anxiety. All the doctors have noticed that patients are often very anxious when they attend for their results. They also think that quite a few of the patients do not start their medication and default from follow-up. 

· The pharmacist has observed that many customers delay bringing their prescription for dispensing, or have long gaps between their prescriptions, suggesting that patients are not taking their medication regularly. He tries to find time to explain how and why the medication should be taken, possible side effects and what can be done about those. He finds it is difficult to get across these complex matters in the short time available and would like to be able to offer people a separate consultation about their medication in the pharmacy.

· The receptionists involved in repeat prescriptions complain that the doctors give further prescriptions to patients on repeat medication for blood pressure medication even when patients have ignored requests to attend for review. The doctors counter this by saying that it is important that patients do not stop their medication.

· The district nurse complains that patients who are housebound are not receiving the same reviews of their blood pressure and medication as those able to attend the surgery. The receptionists and doctors feel that most of these patients are being seen but that a medication review is not always recorded - just the main reason for the visit. The practice manager is concerned that this will affect their Quality and Outcomes Framework points.

· The patient representative feels patients are given too little information about raised blood pressure, so that they are not in a position to help themselves or take sensible decisions about medication. She suggests that patients who are willing could be trained to pair up with people who have a new diagnosis of hypertension, to give them advice and support, but the doctors feel that this might perpetuate false information.

· The practice manager is concerned about the wasted time in clinics when people do not attend and the inappropriate booking of patients with the wrong health professional. 

· The practice secretary who is responsible for the hypertension register queries whether newly diagnosed patients are being added to the register. The doctors seem inconsistent about the stage at which patients are added to the register. The doctors complain that it is difficult to remember to add someone, when there is so much else to do in the consultation.

	Consider any of Tools 2,3,4,5, 6,7,8,9, or 11 for your action planning


What you do next might include:

· Arrange a meeting for members of the project team to look at ways that patients can be educated about raised blood pressure and preventing or reducing its effects and self management plans.

· The doctors and nurses have read about self-recording of blood pressure readings by patients in the surgery as a way of obtaining more representative readings. The practice manager will look into how this might be financed and implemented.

· The health care assistants will be trained in advising on the prevention of cardiovascular harm from raised blood pressure and other factors. If self- recording of blood pressure can be introduced, more time for advice will be available. Until then, they will have longer appointments so that they can use the first five minutes for discussion of lifestyle and advice on prevention, while the patient is settling down before the blood pressure recording.

· The practice secretary will prepare a small template saved on the computer desktop with tick boxes and spaces for when the patient needs to be seen next, by whom and what procedures are needed. The team discussed whether to send this by email to the reception desk but decided to involve the patient more. The form can be used for any patient needing to be recalled, printed out and given to the patient to show to the receptionist. The patient can keep the sheet so that they feel more involved and knowledgeable about what is happening. 

· Several of the receptionists will be trained to add a message on the request side of repeat prescriptions when there is one repeat of medication remaining. It will explain, briefly, why review is necessary and invite patients to make an appointment before their medication needs renewing again.

· The senior practice nurse will liaise with the patient representative to set up health education activities about the prevention and management of cardiovascular disease. The practice manager will help track down posters and literature that will be more attractive than the printed Prodigy leaflet. 

· The doctors agree to print out the Prodigy leaflet1 for newly diagnosed patients and to offer a new one to patients established on medication. The practice manager will check that all printers are set up correctly for this.

· The district nurses and receptionists agree to make a note on the registration details of any patients who are house bound, so that special arrangements can be made for medication reviews. The doctors agree to enter the code for the medication review after visiting.  Both district nurses and GPs would record up-dated blood pressure readings.

· The pharmacist and practice manager will approach the PCT with a business plan for funding to increase the number of patients given advice and screened at the pharmacy to improve choice for patients.2  The pharmacist has a copy of the practice protocol for newly diagnosed patients with hypertension, and the practice review procedures, to ensure a consistent approach and improve patient confidence. The pharmacist hopes to be able to liaise with the practice in the future to provide medication reviews.3
	Consider either Tool 8 or 11 for determining resource and skill needs


What extra resources might this require?

· Time for meetings and for training.

· Protected time for the practice manager to arrange meetings and training, monitor and support the introduction of the changes. Support from the practice manager for staff entering data and printing leaflets.

· Finance for blood pressure equipment to patients to self-record in the surgery. Conversion of the interview room off the waiting area so that it is suitable for self-recording activities as well as patient interviews. 

· Practice nurse and health care assistant time for supervised learning about advising on prevention of cardiovascular harm from raised blood pressure.

· Practice secretary time to set up and instruct all staff in the use of the patient recall template.

·  Practice nurse time to run education sessions. 

· Protected time for the receptionists to operate the recall system.

· Longer appointment times in the clinic while the health care assistants learn and teach self-recording of blood pressures. 

· The pharmacist needs protected time and funds to introduce medication reviews and patient education, and to liaise with the practice when necessary. 

· Time (and possibly training) for staff to implement, monitor and audit this project to promote and support self care in people with raised blood pressure.

· Additional staffing hours may be needed initially. This will be achieved by modifying the workload of existing staff, extending their hours or employing additional staff.  

	Either of Tools 19 or 20 will help to monitor progress


The outcomes might include:

· Better understanding of the implications of raised blood pressure and less patient anxiety with more confident self management of raised blood pressure by patients (PART()

· More reliable monitoring of blood pressure and fewer defaults from monitoring and treatment regimes (PART)

·  Better understanding by patients and reception staff of the monitoring protocol and fewer inappropriate appointments made (PART)

· Improvement in the control of raised blood pressure and prevention of secondary effects (P)

· More flexible arrangements for patients to have expert advice on self-monitoring and management (PART)

	Consider Tools 19 or 20 for reviewing outcomes


How would you demonstrate that you have achieved your outcomes? 

· Feedback (informal and formal) from patients about their knowledge and understanding about raised blood pressure, and confidence in monitoring their condition (PART)

· Comparison of concordance rates for medication before and after the project  (PART)

· Comparison of rates and intervals between reviews for raised blood pressure before and after the project (PART)

· Comparison of the number of patients attending the pharmacy for advice and monitoring of blood pressure before and after the project (PART)

· Comparison of blood pressure levels achieved before and after the project (PART)

· Comparison of number of patients confident to self-monitor before and after the project (PART)

· Self-rating and peer review of the effectiveness of education and use of written material by health care assistants, nurses, pharmacist and GPs (PART) 

· Significant event audit of any failures to identify the necessity for medical input for deterioration of hypertension control or secondary cardiovascular effects of hypertension. (PART) The practice secretary and GPs will be alert for any raised levels of blood pressure or adverse effects reported in hospital letters and all staff will be similarly aware of events within the practice.

Table 5.1 Role and responsibilities check list 

 For each task tick the box for each team member who has a role or responsibility – then note your role and responsibilities for the task
Completed by______________________________________________

	               Task
	Project team member
	What are the roles and 

responsibilities?

	
	Pharmacist


	Practice nurse
	Health care assistant


	Patient 
	Reception team
	GP
	Practice manager


	Practice secretary
	PCT
	

	Provision of information  
	(
	(
	(
	(
	(
	(
	
	
	
	Every person with raised blood pressure can be supplied with verbal and written information. 

	Self-monitoring of blood pressure
	(
	(
	(
	(
	
	(
	
	
	(
	Patients attending for review learn how to accurately record their own blood pressure and the variations to be expected

	Significant event audit
	(
	(
	(
	(
	(
	(
	(
	(
	(
	Any complaint or adverse outcome is examined


	Audits of monitoring data, medication, etc.
	(
	(
	(
	
	(
	(
	(
	(
	
	Collection of data and discussion of the comparison of before and after the project of information and greater self-monitoring. Discussion and implementation of action for any change


	Task 5 – you add
	
	
	
	
	
	
	
	
	
	


Part 2 Involvement of patients in supported self care for raised blood pressure

Team members involved in clinical care might want to read all the sections in Part 2. Non-clinical team members might concentrate on section 4 on self care support, as well as looking at section 3 on how difficult it is to take blood pressure readings correctly and at the lifestyle changes recommended in Box 5.2. 

1. How big is the problem?

Patients should know that hypertension is the medical term for a sustained rise in blood pressure. Definitions for ‘hypertension’ vary according to the country and population4 and have changed over time. The British Hypertension Guidelines5  have recently been updated:

‘The optimal BP target is < 140 mm Hg systolic and < 85 mm Hg diastolic. In selected higher risk people (established atherosclerotic disease, diabetes, and chronic renal failure) a lower BP target of < 130 mm Hg and < 80 mm Hg may be more appropriate. These targets can usually be achieved with antihypertensive drugs prescribed at doses, and in combinations, whose efficacy and safety have been shown in trials. 
An ‘audit standard’ of < 150 mm Hg systolic and < 90 mm Hg diastolic is also recommended. For the higher risk people with atherosclerotic disease, diabetes, or renal failure the recommended audit standard is < 140 mm Hg systolic and < 80 mm Hg diastolic. However, these audit standards are considered to be the minimum standard of care for such high risk people. Wherever possible, the optimal treatment targets should be achieved. ‘
The National Service Framework for Coronary Heart Disease6 defined hypertension similarly. The higher risk factors include:

1. Evidence of established cardiovascular disease

2. Diabetes

3. A ten year risk of cardiovascular disease of more than 15%, using one of the coronary heart risk charts or calculators (some authorities prefer more than a 10% ten year risk)

4. The presence of target organ damage

The National Institute of Clinical Excellence (NICE)7 gives their definition of hypertension as:

‘persistent raised blood pressure above 140/90 mm Hg’

Systolic and diastolic pressures are continuously related to the risk of developing cardiovascular disease and the risk extends into that usually regarded as ‘normal’ blood pressures. 

Hypertension affects 25-35% of the adult population in the UK and around 60-70% of those over 70 years of age.8 

2. Diagnosis

Because raised blood pressure rarely causes symptoms, the guidelines4-7 suggest that you should measure the blood pressure of all adults at least every five years until the age of 80 years of age. If you identify someone with a borderline value (135-139/85-89mm Hg), or if someone has had previous raised levels, check the blood pressure every year. Arrange at least two measurements at each of two to four visits (depending on the levels) before labelling someone as ‘hypertensive’.

Once confirmed as sustained raised blood pressure establish:

· If an underlying cause for hypertension is present.9
· What other risk factors are present (smoking, obesity, diabetes, etc.).

· Whether any complications are already present (e.g. previous stroke).

· If there is any end organ damage (e.g. left ventricular hypertrophy).

· If there are any other conditions that might affect choice of treatment (e.g. asthma preventing the use of beta blocker drugs).

The history and examination will point you towards most of these conditions and your protocol is likely to include the following screening investigations:

· urine strip test for blood and protein

· blood electrolytes and creatinine

· blood glucose

· ratio of serum total cholesterol to HDL cholesterol 

· electrocardiogram.
3. Blood pressure measurement

Blood pressure measurement is surprisingly difficult to do accurately and consistently. Health care providers frequently do not comply with the large number of guidelines and recommendations on how to take the measurement.10 It is difficult to set treatment goals when different methods result in large differences of blood pressure readings. Patients are often unaware of the limitations of any biological measurement and need to learn about the frequent variations in levels recorded that are not significant. The trend over several readings is more important than a single raised or lower reading.

The best device for reducing error from the user and the machine is a correctly calibrated electronic device used over the upper arm with a suitable size cuff for the diameter of the arm. The British Hypertension Society gives clear guidelines on how blood pressure should be measured and how to explain the procedure to patients.11  Advise patients to obtain advice on approved devices from the Blood Pressure Association12 before purchasing one. Health care assistants are often ideally placed to teach self-monitoring to patients, as they have usually received careful instruction and understand the pitfalls (see Table 5.2).

	Table 5.2 Potential errors when recording blood pressure

	Measuring device


	Poor maintenance 
	Not recently calibrated or checked or unsuitable

	Cuff
	Incorrectly applied
	Clothing pushed up to constrict arm above cuff

Centre of bladder not over artery



	
	Incorrect size
	Bladder of cuff should be big enough to encircle the arm



	Position of patient
	Arm
	Support arm to prevent increased muscle tension which increases pressure reading

	
	
	Place horizontally at the level of the fourth intercostal space (raising or lowering the arm may make a difference of as much as 10mm Hg)

	
	
	Record which arm is used as pressures may vary between arms

	
	
	Patient should be at rest, not moving the arm



	State of patient
	Anxiety

Pain

Exercise

Eating Smoking

Alcohol 

Full bladder


	Anxiety or pain are difficult to avoid but record them for later comparisons

Eating, smoking, alcohol are best avoided for 30 minutes before recording

Remind patient to empty bladder before recording

Rest for 5 minutes before recording

	Environment 
	Noise, temperature, etc.


	May affect state of patient and the concentration of any observer

	Recording
	Observer bias
	Seeing previous reading, or expectation of raised or normal reading



	
	Digit bias
	Many people reading a scale will give ‘0’ or ‘5’, electronic readings are preferable although giving a spurious accuracy



	
	Lack of concentration


	Especially if the recording is rushed

	
	Visual problems
	Make sure the reading can be easily seen or printed out



	
	Inaccurate recording
	We all write things down wrongly sometimes


4. Self care support and guidance – take PART

Think of the range of advice and guidance about self care that you might promote to patients who consult with hypertension. See Box 5.1.

The aims of self care are to encourage people to:

P    Prevent the condition developing

A    Await resolution of the symptoms

R    Use self care skills for Relief of symptoms

T     Learn to Tolerate symptoms that do not resolve or cannot be reasonably

        alleviated.

	Box 5.1  Range of self care advice and support you can give to patients

P  Prevention 

Avoid factors which increase blood pressure and the risk of cardiovascular disease. Obesity and overweight, lack of exercise and smoking are obvious factors. Improve the diet to include five to seven portions of fruit or vegetables daily, reduce saturated fats and include oily fish about twice a week. Reduce salt in the diet by reducing processed foods and looking for low salt products. Do not add salt to foods. Reduce reactions to stress by exercise, relaxation and ways of thinking (e.g. using cognitive behavioural therapy techniques). Ask for further information on any of these subjects from your pharmacist or health care provider or from the Blood Pressure Association (www.bpassoc.org.uk ). You cannot prevent all rises in blood pressure as blood pressure rises with age and some people seem to inherit a tendency to have higher levels. 

A  Await resolution

Symptoms from raised blood pressure are unusual. In the early stages, raised blood pressure is usually found during a health check. Any symptoms are usually due to the damage caused to the blood vessels by the raised pressure over time. They include angina, shortness of breath, headaches, impotence, palpitations and dizziness. 

R  Relieve symptoms
Symptoms from medication are more common than those from raised blood pressure. You may be able to make changes to your lifestyle to help with tiredness, put your legs up to relieve swollen ankles, remember to include more visits to the toilet for the increased passing of urine, and wrap up warmly if you have cold hands and feet. Effects on erections in men may require a change of treatment or may be due to cardiovascular damage.  Dizziness and fainting may occur if the blood pressure is lowered too quickly and taking medication at night may avoid this. Occasional allergic reactions can occur with breathing difficulties with swollen lips or tongue; obviously if this occurs, you need to stop that drug immediately.

T  Tolerance

Tell your doctor or nurse if you have persisting symptoms. Sometimes they can be avoided by a change in medication. Having two or more drugs in low doses may prevent symptoms while controlling the blood pressure as well as higher doses of a single drug. If symptoms persist, try some of the measures above to try to tolerate them. If you have a single raised blood pressure reading, don’t worry. If you have several raised readings go back to your general practice for advice.




5. Initial education and management

Encourage patients to make lifestyle changes (see Box 5.2).  Introduce education about prevention of hypertension (and other cardiovascular risks) at screening examinations, rather than just sending people on their way rejoicing at normal levels so far. They can take action by reducing the adverse effects of poor diet, obesity, lack of exercise and smoking.  

Give similar advice to patients who have mild or borderline hypertension but no target organ damage or cardiovascular complications. Recommend or print out information sheets that reinforce your advice.13-15 Reassess after four to six months and monitor levels at yearly intervals – lifestyle changes are difficult to sustain. 

When drug treatment is indicated, advise about lifestyle changes at the same time as medication. Evidence about changing behaviour16 shows that lifestyle changes can make a substantial impact on risk factors and even small changes in weight can lower blood pressure – previously raised blood pressure readings fall by about 2.5 (systolic)/1.5 (diastolic) mm Hg for each kilogram of weight loss. 

	Box 5.2 non-drug treatments16



	To lower blood pressure
	To reduce the risk of cardiovascular disease

	· Weight reduction.

· Take dynamic exercise like brisk walking (rather than isometric exercise like weight training).

· Limit alcohol to less than 3-4 units (men) or 2-3 units (women) per day.

· Reduce added salt or avoiding salty foods.17
· Increase the intake of fruit and vegetables and decrease the saturated and total fat intake.
	· Stop smoking.

· Reduce saturated fat in the diet and replace it with polyunsaturated or monounsaturated fat.

· Increase the intake of oily fish.


The National Institute for Clinical Excellence7 advocates group working for motivating lifestyle changes. There is often help available for stopping smoking18 and for general weight loss from commercial organisations.19,20  Garlic has shown some success in lowering blood pressure and cholesterol levels. 21 

Relaxation from yoga, T’ai Chi, etc.,21 cognitive behavioural therapy21 or biofeedback7  have been shown to reduce blood pressure slightly and may also be available from local groups, so set up a resource list that you can give out. Exercise programmes are often available, either run by voluntary groups and locally advertised,22 or more formally through referral schemes to local leisure centres.23
NICE7 does not recommend offering calcium, magnesium or potassium supplements as methods of reducing blood pressure.

6. Medication

Discuss the thinking behind decisions on medication with patients. You probably have a preferred scheme of treatment in the practice, perhaps decided together with the primary care trust’s prescribing adviser. 

After starting medication, it is human nature to blame any new symptoms on the medication. Advise patients to discuss the new symptoms with the pharmacist or doctor before stopping the medication. The British Heart Foundation supplies a booklet called ‘Blood Pressure’24 that includes clear information about medication and many of the other information leaflets contain useful information.  

Set up a structured programme

As well as measuring blood pressure, patients should be involved in their own management as much as is feasible. If they monitor their own levels, most will recognize the need to continue with their treatment regime, increasing concordance.8 A study of practice based monitoring 25 showed small but significant improvements of blood pressure at six months (not sustained at a year), patients’ anxiety levels did not increase and costs were similar in both groups. Patients who self-monitored lost more weight, rated self-monitoring more favourably than monitoring by doctor or nurse, and consulted less often. However, many patients declined to join the self-monitoring group, suggesting that they did not feel confident enough about their condition to manage it themselves. 

Self-monitoring is also useful to detect ‘white coat hypertension’, where risks to the patient are lower than for sustained hypertension, although it is recommended that this should be confirmed by ambulatory measurement of blood pressure where that equipment is available.26 Self-monitoring augments the (fallible) readings by health professionals so that more rational decisions can be made about treatment.

It is essential that self-monitoring is well taught, and it will be worth checking patient techniques at their review appointments. One study found that only half the readings made by patients in the surgery corresponded with those made by a nurse and that home readings were often higher.27 Patients who monitor their blood pressure too frequently and become anxious over small changes need further education about the limitations of taking accurate readings and the normal variations that occur.

Think about setting up a structured programme to improve patients’ knowledge and their confidence to self care for hypertension (see Box 5.3).

	Box 5.3 A structured hypertension programme

1. Give general lifestyle advice with written information when screening for raised blood pressure.  

2. Everyone on the team should give consistent advice.

3. Screen newly diagnosed people with raised blood pressure for secondary causes. 

4. When hypertension is diagnosed, give information and advice tailored for the individual needs of the patient. Some will want greater autonomy than others and levels of ability to understand or to self care will vary.

5. At each review appointment with a health professional, discuss with the patient their need for information and autonomy 

6. Ensure that individuals know where to obtain further advice if self-monitoring or treatment causes anxiety or sustained rises in blood pressure occur (a safety net).




Draw up what you would like to see in any educational programme for patients to increase their knowledge and competent self care management of their hypertension (see Box 5.4).

	Box 5.4 Possible content of an educational programme

1. The nature of the disease.

2. What factors are likely to make the hypertension worse and how they can be avoided or reduced (obesity, poor diet, lack of exercise, etc.).

3. How hypertension can be treated.

4. How to use the treatment.

5. How to recognize adverse effects from medication and minimize them, perhaps by changing medication, or combining two or more drugs in lower doses.

6. What barriers the patient has against recognizing that hypertension requires treatment to prevent cardiovascular disease.

7. Co-operation in designing the management plan to suit the needs of the patient.

8. How to recognize the need for help and how to obtain it.

Tailor the information you give to the individual. Take into account the patient’s educational level, reading ability, understanding, social and emotional factors, as well as their physical health.
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( Prevent the condition, Await resolution, Use self care skills for the Relief of symptoms, Learn to Tolerate symptoms.
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