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Community Pharmacy Management of Hypertension 

Statement of purpose 

This shared care protocol (SCP) has been written to enable the provision of care by community pharmacists 
of patients identified as requiring management of hypertension by the patient’s GP.  

Following a referral by the patient’s GP the community pharmacist will manage the patient’s hypertension 
within the terms of the commissioned service. 

Background 

Hypertension is one of the most important modifiable risk factors for cardiovascular disease. It is estimated 

that over 15000 patients in Sheffield already identified as having hypertension are still not achieving blood 

pressure readings <=150/90mmHg (Public Health England, 2018).  With an aging population and increasing 

pressures on GPs it is important to utilize the wealth of skills available in the wider community of healthcare 

professionals, in order to improve health economy in our region.  

The aim of this service therefore is to offer patients an additional avenue through which they can attain 

adequate blood pressure management. This service utilizes the already established relationship between the 

GP, patient and community pharmacist and allows for the joint management of care by both the GP and 

community pharmacist. It is envisioned that this service will improve overall patients’ blood pressure control 

to target levels and reduce workload pressures on general practitioners. 

Selection of patients 

Patients newly diagnosed with Hypertension 

Individuals newly diagnosed as being hypertensive by their general practitioner, and who meet the inclusion 

criteria (see Inclusion and Exclusion Criteria) will be offered the choice of whether they want their 

management to continue within the surgery or whether they would like to be managed by a named 

community pharmacist. Once consent for community pharmacist (CP) - led management has been obtained, 

the patient is then referred to the community pharmacist. 

Patients already diagnosed as hypertensive but with uncontrolled BP 

Patients with uncontrolled BP can be identified through clinical system searches. Those deemed as 

appropriate for management in the CP-led hypertension management service, in accordance with the 

inclusion criteria, will then be offered the choice of whether they want their management to continue within 

the surgery or whether they would like their BP to be managed by a named community pharmacist. Once 

consent for community pharmacist (CP) – led management has been obtained, the patient is then referred to 

the community pharmacist. 

Process 

(Please see page 6, Appendix 1 Community Pharmacy Service Flowchart). 

 Patients referred to the CP-led hypertension management service will attend with the community 
pharmacist for their first consultation at which the community pharmacist will explain the service to the 
patient and a measure of patient activation (PAM) will be taken at this consultation.  

 The community pharmacist will record the patients BP as well as patient’s BMI, smoking status, 
approximate weekly alcohol consumption and level of physical activity, if these are not already 
available on the patient’s GP record or are not up-to-date. Where appropriate the community 
pharmacist will refer to available local services for smoking cessation, weight loss and/or exercise. 

 If new drug treatment has been started, then the patient will also be recruited to the community 
pharmacy New Medicines Service (NMS). The NMS service provides support for people with long-
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term conditions newly prescribed a medicine to help improve medicines adherence (PSNC, 2019). 
The community pharmacist will provide / re-iterate information on what to expect from their prescribed 
antihypertensive medicine(s). 

 Where appropriate, the community pharmacist will also up-titrate the patient’s anti-hypertensive 
medicine(s), in line with the Sheffield Hypertension guidelines, NICE guidelines for managing 
hypertension (NG136) and in agreement with the GP. 

 If the pharmacist is not an independent prescriber (IP) or it has not been agreed with the GP that 
prescribing decisions be made by the community pharmacist, the community pharmacist will make 
suggestions for any dose or medication changes to the GP and will follow these up for action in a 
timely fashion. 

 At subsequent consultations, the community pharmacist will record the patient’s BP as well as 
changes to the patient’s BMI, smoking status, approximate weekly alcohol consumption and level of 
physical activity. 

 Until they reach target BP levels the patient should be invited back for a monthly review 

 Once a patient has reached target BP levels, this should be clearly annotated in the patient’s record 
and patient invited back for annual review. 

 If after using 3 different classes of anti-hypertensive medicines at maximum tolerated doses the BP is 
still uncontrolled, patients should be referred back to the GP, once non-compliance has been ruled 
out. 

Inclusion and Exclusion Criteria 

It is expected that: 

a) GPs will use their clinical judgment in determining which patient is excluded from the service. As a 
minimum, diabetic patients are excluded from the service. 

b) Community pharmacists will use their clinical judgment in determining which patient they do not feel 
competent to manage, even if the patient has been referred by the GP.   

Side–effects and interactions 

Please consult the individual SPCs and BNF entries for information on side-effects and drug interactions of 

medicines used.  

Monitoring 

Monitor kidney and liver function as per the monitoring schedule for the individual medicines used. 

Requests for blood tests should be made in accordance with the agreed GP practice process.  

Monitor for side effects of medication at each consultation and these should be clearly noted on the patient’s 

record and the GP informed. 

Where a patient is intolerant of any medicines, and there are no suitable alternatives or where alternatives 

have been tried with little or no effect, the patient should be referred back to the GP. 

 

Responsibilities of general practitioner 

 To make the initial diagnosis of hypertension and assess each individual patient’s suitability for 
referral to the CP-led hypertension service, with reference to the inclusion and exclusion criteria. 

 To carry out all necessary initial investigations, including investigations for target organ damage, in 
accordance with the NICE guidelines (NG136) and the Sheffield Hypertension guidelines. 
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 To provide access to the clinical practice system (SystmOne or Emis Web) for the community based 
pharmacist. 

 To make arrangements to facilitate the effective management of test results by the community based 
pharmacist. This includes arrangements for requesting, viewing and referring for blood monitoring. 

 Where the community pharmacist is an independent prescriber, to agree and facilitate prescribing 
arrangements with the pharmacist. This does not include providing training to use the clinical practice 
system. 

 Where the community pharmacist is not an independent prescriber, to action recommendations for 
treatment made by the community pharmacist in a timely fashion and provide feedback as necessary. 

 Where a patient has recently been discharged from hospital, the GP must review the patient’s 
discharge information to determine whether they are still suitable to continue the management for 
their blood pressure in the CP-led hypertension service. An entry in the patient’s record should be 
made to this effect. 

Responsibilities of community-based pharmacist 

 To enrol patients into the service; explain the service, establish expectations with the patient and 
assess measure of patient activation using the PAM scoring system. 

 To recommend, signpost and, where appropriate, assess the effects of lifestyle modifications to blood 
pressure management. 

 To initiate or up-titrate pharmacological treatment for BP management in agreement with the patient’s 
GP and in accordance with the British National Formulary (BNF) and the individual drug Summary of 
Product Characteristics (SPC). 

 To carry blood pressure measurements in accordance with the current NICE Hypertension guidelines 
(NG136) and Sheffield Hypertension guidelines. 

 To organise all necessary blood monitoring as per the monitoring requirements for each individual 
drug outlined in the British National Formulary (BNF) and the individual drug Summary of Product 
Characteristics (SPC). 

 To record the content of all consultations with the patient on the GP’s clinical practice system, 
including any biometric measurements (e.g. BP, weight, BMI, smoking status, alcohol consumption, 
etc.), amendments to treatment, drug intolerances, sensitivities or allergies, non-compliance or 
declination of treatment. If necessary these should also be brought to the attention of the patient’s 
GP. 

Re-referral guidelines 

Consider referral back to the GP where: 

 Low PAM score or poor engagement of patient with the service; 

 Recorded sensitivities or intolerances to drug treatment means there are no further alternatives for 
pharmacological management; 

 BP is not controlled despite 3 different classes of antihypertensive medication at maximum tolerated 
doses; 

 A patient has been recently discharged from secondary/tertiary care, unless already seen by GP who 
considers it appropriate for management of hypertension to continue in the CP-led setting. 

The community pharmacist must immediately refer back to the GP under the following circumstances: 

 If consent is withdrawn by the patient for continuing in the CP-led hypertension service; 

 In the event of a serious allergic reaction to any of the medicines used, as part of the CP-led 
hypertension service, in accordance with the medicine schedule; 

 Patient fails to attend despite 3 reminders. 
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Support, education and information 

Sheffield Hypertension Guidelines (Note: These are currently being revised in line with the latest NICE 

Guidelines (August 2019)) 

NICE NG136 Hypertension in Adults: diagnosis and management 

For further advice please contact: 

Ebun Ojo      Dr Andrew McGinty 
Clinical Lead Pharmacist for     Clinical Director for Long Term 
Hypertension, ACS and Lipids   Conditions 
NHS Sheffield CCG     NHS Sheffield CCG 
722 Prince of Wales Road    722 Prince of Wales Road 
Sheffield, S9 4EU     Sheffield, S9 4EU 
 
Email: ebun.ojo@nhs.net    Email: andrew.mcginty@nhs.net 
Tel: 0114 305 1038 
  

References 

PSNC. 2019. New Medicine Service (NMS). Pharmaceutical Services Negotiating Committee. [Online] 2019. 
[Cited: 04 February 2019.] https://psnc.org.uk/services-commissioning/advanced-services/nms/. 
Public Health England. 2018. Public Health Profiles. s.l. : Public Health England, 2018. 
 

Full list of side-effects is given in the summary of product characteristics (SPC), available from: 

www.emc.medicines.org.uk 

https://www.intranet.sheffieldccg.nhs.uk/Downloads/Medicines%20Management/prescribing%20guidelines/Sheffield_Hypertension_Guidelines.pdf
https://www.nice.org.uk/guidance/ng136
mailto:ebun.ojo@nhs.net
mailto:andrew.mcginty@nhs.net
http://www.emc.medicines.org.uk/
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BP Controlled to Target 

(≤140/90 mmHg) 

Newly Diagnosed (or Uncontrolled) Hypertensive Patient Agrees to Community Pharmacist Management1
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

   

  

                                                           
1
 Patients that elect to be managed by the practice should be managed as per NHS Sheffield CCG Hypertension Care Pathway  

Has medication been 
optimized? Amend as 

appropriate as per Sheffield 
CCG Care Pathway  

 

Refer back to GP if BP remains uncontrolled at step 3 

of CCG Care Pathway (ACE Inhibitor + Ca Channel 

Blocker + Thiazide Diuretic)  

Refer back to GP if concerned re clinical indicators 

 

Referral to Pharmacy 
Antihypertensive 

prescribed 

GP identified Pt as potentially hypertensive 
(BP ≥140/90 mmHg), discusses treatment 
options and, with patient’s agreement, refers 
to pharmacy:  

 Antihypertensive prescribed (?) 

 Lifestyle changes (if appropriate) 

Consultation 1  
Explanation of service 
Recruits into NMS (For newly diagnosed patient only) 
Record 2 BP readings  
Record BMI, smoking status, alcohol, physical activity 
(if appropriate) & PAM measures 
Invite for 2

nd
 and 3

rd
 consultation in 4 and 8 weeks. 

 

Consultation 2 (4 weeks)  

Record 2 BP readings 
Record BMI, smoking status, alcohol physical 
activity (if appropriate) 
 

Consultation 3 (8 weeks and every 4 weeks if not controlled)  
 
Record 2 BP readings 
Record BMI, smoking status, alcohol physical activity (if 
appropriate) 
Identify appropriate treatment amendments if BP high and 
prescribe on GP system for GP to sign (if non-IP) 

BP NOT Controlled to Target 

(≥140/90 mmHg) 

BP Controlled to Target 

(≤140/90 mmHg) 

BP NOT Controlled to Target (≥140/90 mmHg) 

Invite for annual review 
Record PAM score, 
progress against goals 
and request annual 
blood pressure check 
 

https://www.intranet.sheffieldccg.nhs.uk/Downloads/Medicines%20Management/prescribing%20guidelines/Sheffield_Hypertension_Guidelines.pdf
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GP Referral & Pharmacy Consultation 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GP identified Pt as potentially hypertensive 
(BP ≥140/90 mmHg), discusses treatment 
options and, with patient’s agreement, refers 
to pharmacy:  

 Antihypertensive prescribed (?) 

 Lifestyle changes (If appropriate) 

Consultation 1  
Explanation of service 
Recruits into NMS 
Record 2 BP readings  
Record BMI, smoking status, alcohol, physical 
activity (if appropriate) & PAM measures 
Invite for 2

nd
 and 3

rd
 consultation in 4 and 8 

weeks. 

 

Referral to Pharmacy 
Antihypertensive 

prescribed 
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BP NOT Controlled to Target 

(≥140/90 mmHg) 

BP Controlled to Target 

(≤140/90 mmHg) 

From consultation 1 

Pharmacy Consultation 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Has medication been 
optimized? Amend as 

appropriate as per Sheffield 
CCG Care Pathway  

 

Consultation 2 (4 weeks)  

Record 2 BP readings 
Record BMI, smoking status, alcohol physical 
activity (if appropriate) 
 Invite for annual review 

Record PAM score, 
progress against goals 
and request annual 
blood pressure check 
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BP NOT Controlled to Target (≥140/90 mmHg) 

From consultation 2 From consultation 2 

BP Controlled to Target 

(≤140/90 mmHg) 

BP Controlled to Target 

(≤140/90 mmHg) 

Pharmacy Consultation 3 

 

 

 

 

 

 

 

 

 

  

Consultation 3 (8 weeks and every 4 weeks if not controlled)  
 
Record 2 BP readings 
Record BMI, smoking status, alcohol physical activity (if 
appropriate) 
Identify appropriate treatment amendments if BP high and 
prescribe on GP system for GP to sign (if non-IP) 

Refer back to GP if BP remains uncontrolled at step 3 

of CCG Care Pathway (ACE Inhibitor + Ca Channel 

Blocker + Thiazide Diuretic)  

Refer back to GP if concerned re clinical indicators 

 

Invite for annual review 
Record PAM score, 
progress against goals 
and request annual 
blood pressure check 
 


