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Background

 Cardiovascular Disease (CVD) affects 
round 7 million people living in the UK; 
accounting for up to a  ¼ of premature 
deaths (NHS 2024)

 More than 30% of hypertension cases in 
the UK remain undiagnosed 
with prevalence rising across all age 
groups (NHS 2021)

 Increased Cardiovascular Disease (CVD) 
risk in people with HIV (Shah et al 2018, 
Feinstein 2021)

NHS (2021) Cardiovascular disease prevention and diagnosis : supplementary guidance. Available 
from: B0951-v-network-contract-des-20-21-cvd-supplementary-guidance.pdf (england.nhs.uk)
NHS (2024) Cardiovascular Disease Available from: NHS England » Cardiovascular disease (CVD)
Shah et al (2018) Global Burden of Atherosclerotic Cardiovascular Disease in People Living With 
HIV: Systematic Review and Meta-Analysis. Circulation.  Sep 11;138(11):1100-
1112. doi: 10.1161/CIRCULATIONAHA.117.033369.
Feinstein (2021) HIV and Cardiovascular Disease: From Insights to Interventions. Top Antivir Med. 
Oct-Nov;29(4):407-411. PMID: 34856094; PMCID: PMC8670825.

https://www.england.nhs.uk/wp-content/uploads/2021/09/B0951-v-network-contract-des-20-21-cvd-supplementary-guidance.pdf
https://www.england.nhs.uk/ourwork/clinical-policy/cvd/


This pilot project 
aims to establish a 
nurse-led 
hypertension 
screening pathway 
for PLWH aged 
over 40-years 
across six HIV 
clinics in the South 
of England.

Aim of pilot 
project



Method

Develop project steering 
group

Appointment of 
designated CNS post for 
the pilot

Staff training package 
developed and adapted 
for each clinic

Mapping annual health 
check pathway in all 6 
clinics

Developing a 
hypertension pathway in 
line with NICE guidelines

SOP, BP monitors and 
template letters for 
primary care

Patient consultation Incremental start dates Communications strategy



West Sussex team Brighton & Hove team East Sussex team

Band 7 Co-oordinator

Pan Sussex Steering Group



Staff training

Initial training package– recorded 3 
hour presentations/discussion

Adapted training for  individual 
clinics  – recorded 1 hour condensed 
training/discussion

On-site training with staff groups  plus 
1-1 Clinic visits including meetings to 
establish clinic set ups and activity



https://alaskahealthfair.org/wp -
content/uploads/2019/08/Measuring_Blood_Pressure_In-
Office.pdf
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Hypertension pathway and 
BP@home (Blood Pressure 
at Home)       

    BP@home

Two BP readings at home 
twice a day for 7 days - 

average

Validated upper arm 
cuff BP monitor 

borrowed from clinic or 
bought – under 5 years 

old, serviced every 2 
years

Paper diary or excel 
diary to be 

photographed and 
emailed or returned to 
clinic in person/post

Cat 1 
130/80 to 

139/89

<130/80

Cat 2 
140/90-
179/119

Cat 3
>180/120

No action 
required 

Lifestyle advice 
only

Lifestyle advice + 
BP@home 

Lifestyle advice,  
BP@home + Same 
day medical review 

as required

Criteria:
 

Over 40 
years old

Not on 
anti 

hyperten
sives
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Commenced on pathway in first 6 
months (20/11/2023- 31/05/2024)

Cat 1 (22)
13%

Cat 2 (138) 
82%

Cat 3 (9)
5%

Total commenced on pathway across 
all 6 clinics: 169

Number of people offered 
BP@home monitoring: 147
Approx number of monitors 
lent out: 139
Monitors returned: Unknown

Cat 1
BP 130/80-

139/89

Cat 2 
BP 140/90-

179/119

Cat 3
BP 

>180/120



Hypertension diagnosed in first 6 months of pilot project 
(20/11/2023-30/05/2024)

91/147 (61.9%) returned diaries so far

37 people BP <135/85

35 people BP 135/85-149/94
(Stage 1 Hypertension)

19 people BP >150/95
(Stage 2 Hypertension)

Total: 54 (59.3%) diagnosed with 
hypertension and referred back to 
primary care0
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Lifestyle changes 
observed to date



Barriers to implementation

Staff Barriers

 Staffing backfill

 Additional work

 Time
Initial training needs
Familiarisation with SOP/Pathway
Entering data onto shared databases
Relative consistency across network
Follow up results/outcome/chase unreturned monitors

 Resistance to change

Patient Barriers

 Returning monitors

 Additional visits / time in clinic

 GP access – unable to get appointments

 Physical, emotional, social and economic 
factors

e.g. prescription costs/travel costs to clinic, other health 
priorities such as mental health, time to do monitoring 
(work/family)



Conclusions

We are still collecting data and further work is required to identify staff resources 
needed to sustain this project in the longer term

The project has been already been deemed successful by providing lifestyle 
advice to 169 people identified as at risk.  To date, 91 people have returned their 
diaries with a diagnoisis of hypertension made in 54/91 (59.3%)

This CVD pilot project demonstrates that HIV Nurses are well placed to drive 
and deliver relevant diagnostic pathways that respond to the changing needs of 
PLWH
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