
Patient presents with resistant hypertension, 
defined as: high BP that remains uncontrolled 

despite treatment with at least three 
antihypertensive agents (ACE inhibitor/

ARB+Calcium-channel blocker+Thiazide-like diuretic) 
at best tolerated doses and good compliance, and 

still not controlled

Consider:
1. Spironolactone 25 mg once daily as higher doses
     are not recommended.  NICE recommends only
     prescribe spironolactone if potassium level is 4.5 
     or lower.
2. OR Alpha blocker OR Beta blocker
     Spironolactone is more effective than an alpha or
     beta blocker

If still not controlled – consider secondary causes 
and poor compliance.

1.  Re-visit Primary Investigations (U&Es, Alanine
     transaminase (ALT), Cholesterol, HbA1c, urine
     dipstick/Albumin/creatinine ratio (ACR), ECG, 
     24 hour BP, BMI)
2.  Consider other factors including obesity,  
     alcohol, Salt intake, drug related causes.
3.  Consider secondary causes including
     Obstructive Sleep Apnoea, Renal Disease and 
     Renal Artery Stenosis, Thyroid disease,  
     Cushing's, Conn's (see appendix) – investigate
     as symptoms suggest and treat the cause if 
     found. 

City and Hackney Resistant Hypertension Pathway
Initial Steps 

(Primary Care)

 Review compliance at 
each stage.  Where 
possible, offer treatment 
with drugs taken only 
once a day to improve 
compliance. 

 Consider Pharmacist input 
to assess compliance. 

 Provide education and 
lifestyle interventions.

 Exercise on referral
 Social prescribing 

Check Compliance:
 Prescription ordering
 Morisky Scale
 Urine testing for medication
 Bring in to give medications

Consider email advice 
+/- group consultation 

Email advice 
(Secondary Care)

 Advice on Drugs/titration if not at Step 3 (as per NICE 
Guidance click here) or if side effects on medication tried. 

 Review investigations including 24 hour BP and 
compliance.

Consider review in clinic 

Email Advice

Click here for Patient 
Shared Decision Aid 

for high blood 
pressure

Follow NICE Guidance in CG127" Steps 1-3
Click here for NICE Guidance

https://www.nice.org.uk/guidance/CG127/chapter/1-Guidance#diagnosing-hypertension-2
http://arms.evidence.nhs.uk/resources/hub/1057551/attachment
https://www.nice.org.uk/guidance/CG127/chapter/1-Guidance#diagnosing-hypertension-2


Outpatient clinic
(Secondary Care)

Review medications, compliance, side effects and investigations to date

Consider and initiate alternative medications with a titration 
plan for primary care

Review after 3 months with compliance check, patient’s BP record

Consider investigations – Renin/aldosterone, dexamethasone 
suppression test, MRA, 24 hour urine metanephrines

Treat if cause of secondary 
hypertension is found

Consider alternative medication 
and lifestyle advice 

If not controlled after 
6 appointments,  summarise likely causes 

of the poor control for GP, consider BP 
target setting and discharge to GP
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Appendix - Factors contributing to resistant hypertension
Drug related causes
 Non-steroidal anti-inflammatory drugs
  Contraceptive hormones—Combined oral contraceptives are more often associated with elevated blood 

pressure, whereas menopausal hormone therapy has minimal effects on blood pressure
 Adrenal steroid hormones
 Sympathomimetic agents (nasal decongestants, diet pills)
 Erythropoeitin, ciclosporin, and tacrolimus
 Liquorice (suppresses the metabolism of cortisol)
 Herbal supplements (ephedra, bitter orange, etc)

Volume overload
 Progressive renal insufficiency
 High salt intake
 Inadequate diuretic therapy

Secondary causes of resistant hypertension and their pertinent features
 Obstructive sleep apnoea - Obesity, short neck, daytime somnolence, snoring, frequent night time 

awakenings, witnessed apnoea. Consider Epworth Sleepiness Scale and the OSA pathway.
  Renal artery stenosis - Carotid, abdominal, or femoral bruits; history of flash pulmonary oedema; young 

females (fibromuscular dysplasia), history of atherosclerotic disease. Consider Renal USS
  Renal parenchymal disease - nocturia, oedema, Albuminuria or microscopic haematuria, abnormal U+Es. 

Consider Renal USS   

 Thyroid diseases - Eye signs, weight loss or gain, heat or cold intolerance, heart failure, tachycardia, 
bradycardia, anxiety or fatigue. Hyperthyroidism usually increases systolic blood pressure, whereas 
hypothyroidism usually increases diastolic blood pressure. Consider TFTs if symptomatic

 Phaeochromocytoma - episodic palpitations, headaches, sweating. Consider 24hr urine collection for 
catecholamines if symptomatic. 

 Cushing’s syndrome - Centripetal obesity, moon facies, abdominal striae, interscapular fat deposition. 
Consider urinary cortisol or dexamethasone suppression test

 Primary hyperaldosteronism - Hypokalaemia, fatigue, low renin levels despite drug treatment that would be 
expected to elevate renin levels (that is, ACE inhibitor or angiotensin receptor blocker plus a calcium channel 
blocker and diuretic), usually raised aldosterone levels but elevation may not be extreme

 Coarctation of the aorta - Radio-radial or radio-femoral delay, diminished femoral pulses, rib notching on 
chest radiograph

 Intracranial tumours - Early morning headache, family history
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