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Expanding t he Workf orce in Hypert ension: A Focus on Pharmacist s

Hypert ension awareness and cont rol remains sub-opt imal
gl obal l y, even in devel oped count ries wit h universal
access t o heal t h care and subsidizat ion of
medicat ions(1,2). The reasons f or l ow awareness of
hypert ension and sub-opt imal cont rol of bl ood pressure
are mul t if act orial and incl ude l imit ed access t o heal t h
care(3). Ant ihypert ensive prescribing and hypert ension
management rest s l argel y on t he shoul ders of primary
care physicians. From t he gl obal heal t h aut horit y,
physician t o pat ient rat ios range f rom as l ow as 0.02
physicians in Niger t o 4.42 physicians per 1000 in Norway
wit h 44% of WHO count ries having <1 physician per 1000
pat ient s(4). Ot her key barriers incl ude physician inert ia
and rel uct ance t o t reat t he el derl y t o t arget , increasing
comorbidit y and compl exit y of pat ient s, and pat ient
non-adherence(3). Physicians have l imit ed t ime wit h
pat ient s t o measure BP, eval uat e f or medicat ion
non-adherence, l if est yl e modif icat ion counsel ing and
inst it ut e medicat ion changes. Novel approaches are
needed t o more ef f icient l y and ef f ect ivel y improve BP
cont rol and expanding t he hypert ension work f orce is a
st rat egy wort h considering.
There is emerging evidence that optimizing the full scope
of care of other health care professionals including

pharmacists for team-based care may offer a solution to
improving hypertension control. In North America,
patients visit pharmacists 5 to 7 times more frequently
than physicians, positioning pharmacists and
community pharmacies as additional points of health
care contact (5). In a meta-analysis by Santschi et al., of
39 RCTs (n=14244 patients), pharmacist interventions
were compared with usual care in the control of blood
pressure(6). The majority of trials evaluated
pharmacy-led patient education, feedback and
suggested medication changes to physicians, and
medication management. Interventions were led by
pharmacists in 23 of the 39 trials and conducted in
collaboration with other health professional teams
usually including physicians (16 trials). Patients were
followed at outpatient clinics or by GPs. Overall,
pharmacist interventions were associated with small to
moderate lowering of blood pressure -7.6 mmHg
(95% CI: -13.9 to -1.4mmHg) / 3.9mmHg (95% CI: -9.9 to
2.0 mmHg). However, there was substantial
heterogeneity in magnitude of BP lowering effect
between studies and evidence of publication bias. In
analyzing sources of heterogeneity, pharmacist-led
care was associated with a greater magnitude of blood
pressure lowering compared with collaborative care
(-8.5 vs. -6.3 mmHg, p=0.046) but no difference in
diastolic pressure.
A recently published trial further examined the
effectiveness of a fuller scope of pharmacy
interventions in 340 patients with diagnosed
hypertension in Canada(7). Patients were randomized to
specially trained pharmacists who were able to
independently prescribe antihypertensive therapy
using the Hypertension Canada guidelines, in addition
to counseling and reviewing medications compared
with usual care. The primary care physician was always
notified of any medication changes and patients
continued to access their primary care physician.
Pharmacists were responsible for follow-up and
monitoring lab values. At 6 months, the mean
difference in BP was 6.6mmHg (+/ -1.9mmHg)/ 3.2
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(+/ -1.3 mmHg). More patients achieved target BP in the pharmacist intervention strategy compared with usual care
(58% vs. 37% ). These studies and others in middle-income countries(8), collectively indicate that expanding the
hypertension workforce using team-based care is a promising strategy for improving hypertension control. Moreover,
cost effectiveness analysis also indicates that team-based care with full scope pharmacy support is cost effective(9).
Chal l enges and Opport unit ies
Although these benefits were known for several years, incorporating widespread use of team-based care for
hypertension has been challenging. Several countries, the Netherlands, Canada, and US for example, adopted
expanded roles for pharmacists ranging from educating patients, medication reconciliation to independent
prescribing, but uptake has been slow. Limited uptake of shared care is ascribed to lack of trust among physicians for
pharmacists to expand their role, lack of experience and expertise by pharmacists in clinical care, insufficient
environments for private patient examination, poorly defined prescribed roles for pharmacists, inadequate
remuneration or time constraints of pharmacists to take on a health care role as they transition from product-centered
to patient-centered activities(10).
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Several strategies may help to mitigate these barriers and create sustainable team-based care. These strategies
include ensuring sufficient communication and clinical training in pharmacy degree programs, development of
hypertension curriculum and training programs for community pharmacists, achieving buy in and greater collaboration
with the primary care community, development of platforms to improve sharing of health records between pharmacies
and physician offices and ensuring appropriate remuneration for these activities(11).
Hypertension prevalence is growing globally and we need to implement new strategies to improve blood pressure
control. Team-based models of care that leverage the full scope of pharmacists?and other health professionals?skills
are an untapped solution whose time has come.
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