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12.2. Structured, Team-Based Care Interventions for Hypertension Control

Recommendation for Structured, Team-Based Care Interventions for Hypertension Control
References that support the recommendation are summarized in Online Data Supplement 62.
COR LOE Recommendations
1. A team-based care approach is recommended for adults with hypertension
(1-7).

Synopsis

Team-based care to improve BP control is a health systems-level, organizational intervention that
incorporates a multidisciplinary team to improve the quality of hypertension care for patients (8-10). Various
team-based hypertension care models have been demonstrated to increase the proportion of individuals with
controlled BP and to reduce both SBP and DBP (1-7, 11, 12). A team-based care approach is'patient centered
and is frequently implemented as part of a multifaceted approach, with systems support for clinical decision
making (i.e., treatment algorithms), collaboration, adherence to prescribed regimen, BP monitoring, and
patient self-management. Team-based care for hypertension includes the patient, the patient’s primary care
provider, and other professionals, such as cardiologists, nurses, pharmacists, physician assistants, dietitians,
social workers, and community health workers. These professionals complement the activities of the primary
care provider by providing process support and sharing the responsibilities of hypertension care. Section 13
contains a comprehensive, patient-centered plan of care that should be the basis of all team-based care for
hypertension.

Team-based care aims to achieve effective control of hypertension by application of the strategies
outlined inOnline Data Supplement H (3). Delineation of individual team member roles on the basis of
knowledge, skill set, and availability, as well as the patient’s needs, (allows the primary care provider to
delegate routine matters to the team, thereby permitting more time to manage complex and critical patient-
care issues. Important implementation aspects, such as type of team member added, role of team members
related to medication management, and number of team members, influence BP outcomes (3, 13). Team
member roles should be clear to all team members and to patients and families.

Team-based care often requires organizational change and reallocation of resources (14, 15). Systems-
level support, such as use of electronic health records (EHR) (see Section 12.3.1), clinical decision support (i.e.,
treatment algorithms), technology-based remote monitoring (see Section 12.3.2), self-management support
tools, and monitoring of performance, are likely to augment and intensify team-based care efforts to reduce
high BP.
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Recommendation-Specific Supportive Text

1. RCTs and meta-analyses of RCTs of team-based hypertension care involving nurse or pharmacist
intervention demonstrated reductions in SBP and DBP and/or greater achievement of BP goals when
compared with usual care (1, 2, 4, 5). Similarly, systematic reviews of team-based care, including a review of
studies that included community health workers, for patients with primary hypertension showed reductions
in SBP and DBP and improvements in BP control, appointment keeping, and hypertension medication
adherence as compared with usual care (3, 12).

References

1.

10.

11.

12.

13.

14.

15.

Carter BL, Rogers M, Daly J, et al. The potency of team-based care interventions for hypertension: a meta-analysis.
Arch Intern Med. 2009;169:1748-55.

Clark CE, Smith LFP, Taylor RS, et al. Nurse led interventions to improve control of blood pressure in people with
hypertension: systematic review and meta-analysis. BMJ. 2010;341:c3995.

Proia KK, Thota AB, Njie GJ, et al. Team-based care and improved blood pressure control: a community guide
systematic review. Am J Prev Med. 2014;47:86-99.

Santschi V, Chiolero A, Colosimo AL, et al. Improving blood pressure control through pharmacist interventions: a
meta-analysis of randomized controlled trials. ] Am Heart Assoc. 2014;3:e000718.

Shaw RJ, McDuffie JR, Hendrix CC, et al. Effects of nurse-managed protocols in the outpatient management of
adults with chronic conditions: a systematic review and meta-analysis. Ann Intern Med. 2014;161:113-21.

Thomas KL, Shah BR, Elliot-Bynum S, et al. Check it, change it: a community-based, multifaceted intervention to
improve blood pressure control. Circ Cardiovasc Qual Outcomes. 2014;7:828-34.

Carter BL, Coffey CS, Ardery G, et al. Cluster-randomized trial of a physician/pharmacist collaborative model to
improve blood pressure control. Circ Cardiovasc Qual Outcomes. 2015;8:235-43.

Himmelfarb CRD, Commodore-Mensah Y, Hill MN. Expanding the role of nurses to improve hypertension care and
control globally. Ann Glob Health. 2016;82:243-53.

The Guide to Community Preventive Services (The Community Guide). Cardiovascular Disease: Team-Based Care to
Improve Blood Pressure Control. 2012. Available at: https://www.thecommunityguide.org/findings/cardiovascular-
disease-team-based-care-improve-blood-pressure-control. Accessed June 1, 2017.

Centers for Disease Control and Prevention. Task Force recommends team-based care for improving blood
pressure control. Press Release. May 15, 2012. Available at:
https://www.cdc.gov/media/releases/2012/p0515_bp_control.html. Accessed September 17, 2017.

Tsuyuki RT, Al Hamarneh YN, Jones CA, et al. The effectiveness of pharmacist interventions on cardiovascular risk:
The Multicenter Randomized Controlled RXEACH Trial. J Am Coll Cardiol. 2016;67:2846-54.

Brownstein JN, Chowdhury FM, Norris SL, et al. Effectiveness of community health workers in the care of people
with hypertension. Am J Prev Med. 2007;32:435-47.

Brush JE Jr, Handberg EM, Biga C, et al. 2015 ACC health policy statement on cardiovascular team-based care and
the role of advanced practice providers. J Am Coll Cardiol. 2015;65:2118-36.

Patient-Centered Primary Care Collaborative. The Patient-Centered Medical Home: Integrating Comprehensive
Medication Management to Optimize Patient Outcomes: Resource Guide. 2010. Available at: :
https://www.pcpcc.org/sites/default/files/media/medmanagement.pdf. Accessed June 15, 2017.

Dunn SP, Birtcher KK, Beavers CJ, et al. The role of the clinical pharmacist in the care of patients with cardiovascular
disease. ] Am Coll Cardiol. 2015;66:2129-39.

Page 154


http://hyper.ahajournals.org/

2017 Hypertension Guideline Data Supplements

Data Supplement H. Responsibilities and Roles of the Hypertension Team

Hypertension Team Responsibilities

e Communication and care coordination among various team members, the patient and family members or
other support persons.

e Effective use of evidence-based diagnosis and management guidelines

e Regular, structured follow-up mechanisms and reminder systems to monitor patient progress

e Engage patients in their care by shared decision making

e Medication adherence support and appropriate education about hypertension medication

e Medication addition and titration using evidence-based treatment algorithms

e Use of evidence-based tools and resources designed to maximize self-management (including health
behavior change, lifestyle modification, etc.)

e Follow a single, personalized plan of care based upon patient characteristics and needs

Individual Hypertension Team Members Roles (examples)

Primary Care Physician, Physician Routine and complex hypertension care, managing primary care

Assistant, Advanced Practice Nurse issues.

Cardiologist Routine and complex hypertension care, especially for patient with
cardiac disease or high risk for major cardiovascular events.

Nephrologist, Endocrinologist, Management of complex hypertension care, especially due to

Hypertension Specialist secondary causes, and/or resistant hypertension.

Nurse (including in-office, home care, Accurate assessment of BP, medication reconciliation, patient

internal and external population health education, self-management, lifestyle modification and adherence.

personnel)

Clinical Pharmacist Comprehensive medication management, which involves identification

and documentation of medication-related problemes, initiating,
modifying, and discontinuing medication to address identified
problems, and educating patients on their medication regimen.
Dietician Ongoing patient-centered counseling to assess dietary habits and
preferences, set and monitor goals for healthy lifestyle

Social Worker Assess for psychosocial, cultural and financial barriers, find solutions
to overcome these barriers.

Community Health Providers Assess for psychosocial, cultural and financial barriers, identify and
promote acceptable community-based resources to overcome these
barriers.

BP indicates blood pressure.
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8.3. Follow-Up of BP During Antihypertensive Drug Therapy

Appropriate follow-up and monitoring enable assessment of adherence (see Section 12.1) and response to
therapy, help identify adverse responses to therapy and target organ damage, and allow assessment of
progress toward treatment goals. High-quality RCTs have successfully and safely developed strategies for
follow-up, monitoring, and reassessment from which recommendations can be made (Figure 4) (1, 2). A
systematic approach to out-of-office BP assessment is an essential part of follow-up and monitoring of BP, to
assess response to therapy; check for evidence of white coat hypertension, white coat effect, masked
hypertension, or masked uncontrolled hypertension; and help achieve BP targets (see Sections 4 and 12).
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8.3.1. Follow-Up After Initiating Antihypertensive Drug Therapy

Recommendation for Follow-Up After Initiating Antihypertensive Drug Therapy
References that support the recommendation are summarized in Online Data Supplement 28.

COR LOE Recommendation
1. Adults initiating a new or adjusted drug regimen for hypertension should
| B-R have a follow-up evaluation of adherence and response to treatment at
monthly intervals until control is achieved (1-3).

Recommendation-Specific Supportive Text

1. Components of the follow-up evaluation should include/assessment of BP control, as well as evaluation for
orthostatic hypotension, adverse effects from medication therapy, adherence to medication and lifestyle
therapy, need for adjustment of medication dosage, laboratory testing (including electrolyte and renal
function status), and other assessments of target organ damage (1-3).
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