Postural hypotension with systolic hypertension
	Dear  [Dr ____],

Advice and guidance response regarding [Patient name]

General information:
Orthostatic hypotension (OH) in the presence of hypertension is very common. It is felt to be one of the most common comorbidities associated with hypertension and is likely to be a manifestation of the same disease process. The presence of orthostatic hypotension confers increased risk of all major cardiovascular adverse effects, frailty, dementia and death. The main immediate risk is injury, and impairment of quality of life for people who become less active due to fear of symptoms, which can result in deconditioning and social withdrawal.

Orthostatic (or postural) hypotension is defined as a fall in systolic blood pressure drop of > 20mmHg or > 10mmHg diastolic blood pressure, within 3 minutes of standing (from a lying position).

There is little evidence-based treatment for this phenomenon. In individuals with frailty, or who fall or who are older, there is negligible evidence on treatment targets and outcomes. Management is based on patient education, teaching patients recognition of symptoms, and educating them about avoiding situations where symptoms may arise. Following, this, management includes reiteration of conservative advice, explaining the balance of risks to patients, and identifying an acceptable, individualised balance.

Conservative measures are the mainstay of treatment. Medication reviews are essential with a personalised care approach involving patient-specific conversations.


	Blood pressure targets:
· Measure and treat to standing blood pressure targets, not clinic/seated targets.
· Older adults:
· ≥80 years: aim for 150/90 mmHg (NICE)
· ≥65 years: consider systolic 130–139 mmHg (ESC 2024), but only initiate or intensify treatment at ≥140/90 mmHg in:
· Adults ≥85 years
· Moderate–severe frailty
· Predicted life expectancy <3 years
· Symptomatic orthostatic hypotension before treatment (ESC Hypertension, 2024)
Medication review:
· Medication reviews are essential including stopping, changing, adjusting timing of medication doses and classes of medication. See below.
· Detailed lifestyle considerations should be considered: fluid intake should be encouraged, aiming for 2-3 litres per day, with front-loading of fluids given in the morning. If patients are reluctant to drink for continence-related issues, these should be explored and addressed. Alcohol intake should be enquired about with advice given.
· Patients should be encouraged to keep symptom diaries and learn the prodromal symptoms of impending hypotension, as well as the situations in which these may arise. Avoidance and adaptation of these situations may suffice.
· Physical counter-pressure manoeuvres (clenching muscles in thighs, buttocks and pelvis, crossing arms and clenching arms) can be effective for patients who recognise their prodrome in time to avoid syncope.
· Compression garments in the form of grade 2 compression stockings to waist, and an abdominal binder (these can be prescribed from most formularies or purchased online by the patient) can be helpful.
· Sleeping at night with the head of the bed raised may be helpful.
· The use of drugs to increase BP is not recommended.
Additional clinical considerations:
· While the commonest cause of orthostatic hypotension is concomitant hypertension, the clinician should consider other causes of central and peripheral autonomic conditions (e.g. Parkinsonian disorders, alcohol autonomic neuropathy, myeloma, diabetes) and work up for these conditions and refer as appropriate.
· For patients who are very old, or who have frailty, symptomatic orthostatic hypotension or recurrent falls with injury, an individualised consideration of benefits and risks of blood pressure targets should be considered and discussed with the patient, acknowledging the uncertain benefit of reducing cardiovascular outcomes in these groups.

Common medications causing postural hypotension:
· The total number of antihypertensive agents, as well as use of 3 or more agents are associated with higher risk.
· Angiotensin receptor blockers, ACE inhibitors, and calcium channel blockers, are thought to be least likely to cause OH (ESC Hypertension, 2024). Following these, thiazide diuretics are preferred. 
· Beta-blockers, direct vasodilators (e.g. hydralazine and minoxidil) and alpha-blockers (including tamsulosin) can cause potent orthostatic hypotension and should be avoided where possible.
· Other potent blood pressure lowering drugs include psychoactive medications (antidepressants, sedatives and antipsychotics), where an individualised risk: benefit balance should be discussed with the patient. The overall anticholinergic burden score of the patient could be considered.


	Referral to geriatric medicine:
When patients have intrusive symptoms which are impairing their quality of life in the presence of frailty (CFS 5+), complex multimorbidity, or where there is uncertainty about benefit: side effects risk profiles.

Referral to a specialist hypertension clinic:
Where there remains uncontrolled standing blood pressure targets with a postural drop and treatment escalation is needed.


	Links to relevant national guidance, local guidelines and pathways:
· NICE guideline CG 136: Hypertension in Adults: Diagnosis and Management
· NICE guideline CG 109 on transient loss of consciousness (blackouts) in over 16s:
· ESC Syncope guideline 2018
· ESC Hypertension guideline 2024

Resources for patients:
· NHS website: Hypotension
· Blood pressure UK: Monitoring your blood pressure at home
· NHS: Information for patients with dropping blood pressure (orthostatic hypotension) 


	If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]




