Innovations for Broader Hypertension Control
Are pharmacists the better doctors?
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Overview
• The Problem: Hypertension remains widely uncontrolled globally and in the USA
…and in 2017 things just got worse!
• One solution for high-risk black men: The LA Barbershop Study and beyond
• Another solution: multi-disciplinary teams with FOCUS on hypertension
• Lifestyle modifications: there is an app for that
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Global and US burden of hypertension

Cardiovascular risk
1990: 4th rank

2010: 1st rank

IMPACT: >1 billion hypertensives globally  most are uncontrolled
Lim et al. The Lancet 2012;380(9859):2224-2260
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The burden of hypertension in the US just got bigger
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US Prevalence
US Control Rates

72 mio (32%) 103 mio (46%)
53.4%

39.0%
Muntner P et al. Circulation. 2018 Jan 9;137(2):109-118
Whelton et al. Circulation. 2018 Oct 23;138(17):e426-e483
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Clinical Inertia is a major cause for incomplete HTN control
• 800 male veterans, 40% had BP >160/90 despite mean of 6.4 visits, BP
medications were only increased during 6.7% of visits
Higher BP, presence of CAD and more visits were associated with more
medication intensification
• National Ambulatory Medical Care Survey:
• during 261 million visits of hypertensive patients, BP >140/90. Only 19.5%
of those got a new medication!
• In a 2016 study only 1 in 6 visits with B>140/90 led to treatment
intensification
Treatment-naive
2005

On BP meds
2012

Berlowitz DR et al. N Engl J Med. 1998 Dec 31;339(27):1957-63
Khanna RR, Victor RG et al. Arch Intern Med. 2012;172(17):1344-1345
Mu et al J Am Heart Assoc. 2016 Oct; 5(10): e004188

5

Clinical Inertia is a major cause for incomplete HTN control
So are (primary care and specialty) doctors lazy? Try to harm their patients? NO!!
• Hypertension, like all chronic diseases is background noise that requires focus
• Patients are generally against new medications-we make deals with patients all the
time
• They promise life-style changes, which are notoriously difficult to maintain (there is
an app for that)
• There are a million justifications for “why office BP is uncontrolled” (traffic, stress at
work, “I had Chinese food for lunch”, white-coat HTN) leading to sometimes
decades of inertia and sub-optimally controlled BP.
Trust your patient, but also verify!
 Out-of-office/home/AMBULATORY monitoring
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One solution for Black Men: The LA Barbershop Study and beyond
Online October 2019

• Non-Hispanic Blacks are HIGH risk
◦ Higher HTN rates (early onset and progression)
• JACKSON and REGARDS: only 33% normotension @ >21 years

◦ Greater risk to develop complications from HTN

• Attributable risk: 43% for CAD and 39% for stroke

◦ Especially black men have less contact with the health care system
 Community outreach programs may be required for engagement,
the question is do they improve HTN control
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One solution for Black Men: The LA Barbershop Study and beyond
Aim: To develop an effective intervention which links health promotion by barbers to drug
therapy by pharmacists in a cluster-randomized trial
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One solution for Black Men: The LA Barbershop Study and beyond
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One solution for Black Men: The LA Barbershop Study and beyond

Victor et al., NEJM 2018
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One solution for Black Men: The LA Barbershop Study and beyond
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One solution for Black Men: The LA Barbershop Study and beyond
6-month
results:

Safety: 3 cases of reversible acute kidney injury in the intervention group, all related to indapamide.
Victor et al., NEJM 2018
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One solution for Black Men: The LA Barbershop Study and beyond
12-month
results:

Victor, Blyler, Rader et al. Circulation. 2019 Jan 2;139(1):10-19
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One solution for Black Men: The LA Barbershop Study and beyond
12-month
results:

Victor, Blyler, Rader et al. Circulation. 2019 Jan 2;139(1):10-19
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The Next Chapter of LA Barbershop
•

Single arm, pilot study in 10 participants recruited from control
barbershops

•

Aim: test feasibility and safety of shortened in-person intervention
to reduce cost

•

12-month intervention
•

In-person pharmacist visits in barbershop for up to 6 months

•

Remote follow-up via videoconferencing between 3 and 12 months
once BP at goal
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The Next Chapter of LA Barbershop

unpublished
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The Next Chapter of LA Barbershop
Medtronic
N=10

LABBPS
N=132

Baseline

157.4 ± 14.2

152.8 ± 10.3

6-month

128.8 ± 11.2

125.8 ± 11.0

Change

-28.6 ± 14.3

-27.0 ± 13.7

Baseline

85.2 ± 10.9

92.2 ± 11.5

6-month

73.6 ± 7.8

74.7 ± 8.3

Change

-11.6 ± 10.1

-17.5 ± 11.0

BP <140/90 mm Hg

9 (90%)

118 (89.4%)

BP <135/85 mm Hg

8 (80.0%)

109 (82.6%)

BP <130/80 mm Hg

6 (60.0%)

84 (63.6%)

Systolic Blood Pressure – mm Hg

Diastolic Blood Pressure – mm Hg

Blood Pressure Control Rate – no. (%)

Finetuning of
the program
and roll-out in
many parts of
the US is
ongoing or in
planning stage

unpublished
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Another non-physician-led program: the Brigham Experience
Algorithm-based treatment model, designed
by HTN experts, overseen by NPs and
Clinical Pharmacists, and applied by patient
navigators
Home BP transmission derived weekly
averages with medication titration q 2 weeks
Use of generic, once daily medications
Once goal BP achieved, use of combination
pills for improved adherence

Clinical Cardiology. 2019;42:285–291
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Another non-physician-led program: the Brigham Experience

Clinical Cardiology. 2019;42:285–291
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Another non-physician-led program: the Brigham Experience
At 6 months:
-overall: 81% controlled at 135/85
-91% controlled among engaged patients who
actually did home BP monitoring
-Average duration to control: 7 weeks
-No safety issues
-After graduation of program (6 to 12 months)
SBP increased slightly (avg. 139/75)

Clinical Cardiology. 2019;42:285–291
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Another non-physician-led program: the Brigham Experience
Considerations for similar efforts
Each provider group is driven by unique interests and goals, ranging from failing performance metrics
and monetary losses from third party payers, to burdensome work schedules or wasted resources.
Some providers were concerned they would lose autonomy or lose patients, and many expressed a
desire to maintain personal control of BP management decisions.
Once the program began enrolling, however, doctors observed the success rates and
reductions in clinical burdens and turned from skeptics to participants.

Clinical Cardiology. 2019;42:285–291
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Lifestyle modifications: a new personalized approach
•

Lifestyle modifications are basis for any HTN treatment and are the only intervention
recommended for patients with stage 1 HTN and low cardiovascular risk

•

Although they have been shown effective, initiation and long-term-sustainability
remain a challenge

•

App-based interventions may help to initiate and perpetuate such programs

•

Brings the intervention into patient’s life

•

Telemedicine and App-based interventions have shown to significantly reduce:
•

Weight

•

Blood glucose

•

Lipids

•

Blood pressure

DASH plus high to low sodium:
SBP -11.5 mmHg, maybe less
Telemedicine and App-based
interventions: SBP – 5 mmHg
Whelton et al. Circulation. 2018 Oct 23;138(17):e426-e483
Sacks et al. N Engl J Med 2001; 344:3-10
Omboni, J Hypertens. 2013 Mar;31(3):455-67; Obesity Reviews. 2019;20:1465–1484.
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HeartRite® App

Free of charge for selected providers, estimated cost at roll-out $10 to $40 per month
Currently collecting data to provide estimates of the intervention effect

https://www.heartrite.com/, last accessed 10/26/2019
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Conclusions
•

To achieve broader HTN control, office-based BP management alone is insufficient, especially for patient
groups with less interactions with the health care system

•

Multidisciplinary team care based on out-of-office (+ office) BP assessment to diagnose and manage HTN
is making great strives but several barriers exist in a non-research setting

•

•

It is crucial that specialty-trained clinical pharmacists (with a collaborative practice agreement) are being
reimbursed for their services; support by the medical community and professional societies (ACC) is urgently
needed

•

Telemedicine is still in its infancy but will be part of health care in general; reimbursement is still an issue;
systems processes are needed to respond to incoming patient data (e.g., home BP readings, …) to improve
patient care but also to address liability issues
App-based patient-centered HTN care promises to foster lifestyle changes and medication adherence
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