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Hypertension is considered a chronic disease,
meaning that it requires lifelong therapy.

Other common chronic diseases include:
• diabetes,
• osteoporosis,
• osteoarthritis,
• depression and
• dyslipidemia.
Therefore, it is no wonder that these conditions
affect a large proportion of the Canadian popu-
lation, with many Canadians having multiple
chronic diseases.1 In recent years, in order to
address the therapeutic challenges posed by the
high prevalence of chronic disease and the
necessity for lifelong treatment strategies, the
concept of chronic disease management has
evolved.
Chronic disease management is based on ver-

sions of the chronic care model.2 This construct
addresses a number of domains which, when
factored into patient care, ensures comprehen-
sive management of the whole patient and their
chronic conditions. In this model, delivery of
care is considered under a number of pillars
which include:
• health system organization,
• community resources,
• information systems,
• decision support,
• self-management and
• delivery system design.

These pillars, as shown in the chronic care
model (Figure 1), function to support the rela-
tionship between the proactive primary care
team and the informed, empowered patient.

Health system organization and
delivery system design
Our healthcare system has been historically
organized around an acute care model. That is,
patients develop an illness and the system
responds to that acute episode. Issues such as
prevention, early detection and ongoing compre-
hensive management of chronic diseases has
been neither emphasized nor supported.
Under the chronic care model, diseases like

hypertension are now being addressed in a
system-wide, integrated manner. For example,
the delivery of hypertension care may start with
a central disease registry. This allows for the
identification of a given patient as having a par-
ticular disease. Then, the level of the disease
complexity and severity may result in triaging
patients to the most appropriate level of care.
This may mean that patients such as those with
newly-diagnosed hypertension are treated within
family practice whereas patients with resistant or
complex hypertension are referred to a
specialized team.

Chronic Disease Management in
Hypertension Care
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importance of chronic disease management principles in reducing the prevalence of
hypertension in the Canadian population.
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Topics from CHEP

At the level of the FP, national primary care
reform initiatives are enabling the incorporation
of allied health professionals (e.g., nurses, phar-
macists, dietitians, social workers and a host of
other individuals) into the “care team.” These
health professionals work with physicians, often
using care maps or algorithms, to provide care to
patients with hypertension. Important compo-
nents of chronic disease management include:
• regular follow-up,
• ensuring guidelines are being followed,
• promoting patient self-management and
• establishing defined linkages to specialist
services and the healthcare infrastructure.

In practical terms, once the diagnosis of hyper-
tension is made, a clinic nurse may follow the
patient’s BP on a regular basis, adjusting med-
ications within preset parameters and ensuring
required testing is carried out. The FP may see
the patient for a periodic review or if difficulties
arise. Should the primary care team encounter
difficulties in patient management, a specialist
or specialty team may be consulted. Within this
system there is an alteration in the role of the
specialist. First, the specialist may function with
their own interdisciplinary team. Rather than
seeing all patients with hypertension, the spe-
cialist now sees only the more complicated
cases. A further role of the specialist under the
chronic care system is to help train and mentor
primary care physicians and teams. Thus, spe-
cialists may:
• hold satellite clinics in primary care settings,
• engage in academic detailing,
• provide group education sessions or
• be available for various forms of distance
consultation.
In this redesigned healthcare system, continuous

evaluation and monitoring are paramount.
Healthcare teams and regions are made account-
able for outcomes. A system of indicators is
frequently developed with feedback being made

available to individual physicians and to the sys-
tem in general. For example, a physician may be
provided with information on the number of
hypertension patients at BP targets in his/her
practice. Finally, the artificial separation
between diseases is removed and the system
strives to treat the entire patient, rather than the
disease.

Information systems and
decision support
Information systems are valuable tools for
enabling the changes noted above. A chronic dis-
ease registry function can provide data to indi-
vidual physicians, groups of physicians or to
care units, enabling patient indicators to be
tracked and thus, timely interventions triggered
through alerts and reminders. A central registry
also provides information on disease burden
which helps in the planning and prediction of
healthcare services. Decision support embedded
within electronic charts can help to ensure that
clinical practice guidelines are being applied and
that aspects of care are not forgotten.
Care delivery to patients with hypertension

and other chronic diseases is often compromised
by the inability to share medical information
about patients. Electronic charts and minimum
data sets enable real-time sharing of key patient
data which is useful to ER staff and at specialist
visits.
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Figure 1. The chronic care model.

TOPICS FROM CHEP

Self-management

The self-management of hypertension is an
important component of treatment. CHEP recom-
mendations continue to emphasize the role of the
patient in the management of their condition. For
example, home BP monitoring has been increas-
ingly emphasized over the years, with current
2007 recommendations suggesting that all
patients with hypertension self-monitor.3

Similarly, adherence to lifestyle recommenda-
tions can also greatly improve BP levels and
reduce other cardiovascular risk factors. The pri-
mary care physician is key in both introducing
and continually encouraging patient self-
management. Similarly, primary care groups or
the health system itself can facilitate self-
management through:
• the provision of education and motivational
programs,

• patient portals and
• engagement of other community resources.

Community resources

Numerous resources exist within the community
which can help provide care to the hypertensive
patient. Not-for-profit organizations, such as the

Heart and Stroke Foundation, lobby on behalf of
patients who have or who are at risk of cardio-
vascular disease. Lifestyle organizations (e.g., the
YMCA) and even health clubs can be of use to
the hypertensive patient. Community healthcare
providers (i.e., dietitians and pharmacists) can
provide useful services to patients with hyperten-
sion. For example, community pharmacists can
play a major role in:
• screening for hypertension,
• patient education and
• facilitation of both lifestyle and drug adherence.

Conclusion

Patient care based on chronic disease manage-
ment principles can greatly facilitate care of the
hypertensive patient. This will result in improved
hypertension outcomes and a reduction in cardio-
vascular morbidity and mortality.
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