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Abstract

Background: A continuing education program for health professionals improves their performance and increases 
hypertension control rates.

Objective: To estimate the prevalence of hypertension control and therapeutic inertia among adults treated at 
Primary Health Care Units after a continuing education program focused on cardiology for health professionals.

Methods: A cross-sectional study was carried out, which included cluster sampling and analysis of medical 
records. We evaluated 463 patients with high blood pressure and analyzed the blood pressure, medications, 
and therapeutic increments in 2013, which were compared to the data obtained in 2007.

Results: There was prevalence of female patients and appointments at the Family Health Care Units.  
The age ranged between 24 and 92 years (mean of 61.7 years). There was a reduction in the mean blood pressure 
(148.62/91.60 ± 23.52/14.51 mmHg to 137.60/84.03 ± 21.84/12.72) between the first and last records, and BP control 
in 58% of the sample, that is, higher than the 36.6% found in 2007. In the analyzed period, there was a therapeutic 
increment of 39% in appointments, which benefited 52% patients with high blood pressure, higher than the 12% 
and 29.5%, respectively, found in 2007. The mean number of drugs per patient increased from 1.85 to 2.05, with a 
predominance of diuretics and angiotensin-converting-enzyme inhibitors.

Conclusion: There was a reduction in the clinical inertia and increased control of arterial hypertension was observed, 
compared with the findings of the previous study. The result suggests that the matricial support program for health 
professionals and other measures to improve disease control in the Primary Health Care Units were effective. (Int 
J Cardiovasc Sci. 2017;30(3):199-206)

Keywords: Hypertension / prevention & control; Hypertension / epidemiology; Prevalence; Inertia; Health 
Centers; Primary Health Care; Health Education.
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Introduction

There are many factors involved in the adequate control 

of arterial hypertension (AH). Regarding patient behavior 

shortly after disease diagnosis, greater appreciation 

of medical care and medication use was observed.1,2  

One inquires, therefore, whether health professionals are 

prepared to meet the requests of the population.

The importance of health professionals’ qualification 

and training is indisputable to achieve a higher quality 

of services.3-7 AH guidelines can contribute to it;8-10 

however, their knowledge does not represent a guarantee 

of their appropriate use. Cabana et al.11 reviewed 

publications searching for the different barriers that 

prevent adherence to the guidelines and Milchak et al.,12 

when evaluating the literature on physicians’ adherence 

to the guidelines, reported substantial gaps between 

the development, dissemination, and their routine use.  

Lemos et al.13 and Spranger et al.14 showed that the 

guidelines’ recommendations are not followed by 

primary care physicians and that their adherence is 

overestimated by professionals. La Sierra et al.,15 in a 



200
Hoepfner et al.

Arterial hypertension control in Joinville

Int J Cardiovasc Sci. 2017;30(3):199-206

Original Article

study with general practitioners, verified there was no 
consensus on the fact that adherence to the guidelines led 
to better disease control and prevention of complications. 
Mion Junior et al.16 also identified gaps regarding the 
following of Brazilian guidelines by specialists and general 
practitioners. Permanent medical education strategies 
were reviewed and classified according to their degree of 
efficacy by Davis et al.3 in a meta-analysis that included 
99 studies. The most effective methods were systematic 
interventions based on daily practice.

In 2010, as a consequence of research on clinical inertia 
and hypertension control,17 the Matricial Support (MS) 
Program in cardiology was started by the Municipal 
Health Secretariat, aiming at continuing education for 
primary health care professionals and the training of 
teams to solve problems that require less technological 
density. To evaluate the possible contribution of MS to 
AH control, we repeated the study17 after 4 years.

The objective of this study was to estimate the 
prevalence of AH control and therapeutic inertia in 
adults treated at the Basic Health Units (BHUs) after the 
implementation of an MS program in cardiology.

Methods

This was a cross-sectional study, with a retrospective 
analysis of medical files of patients with AH, enrolled 
at the Municipal Health Secretariat. Patients were 
randomly selected by conglomerates in two stages, in 
which each BHU constituted a conglomerate. In the first 
stage, 14 BHUs (25%) of a total of 56, were chosen by 
drawing lots, including four conventional care units and 
ten Family Health Strategy (FHS) units, which included 
seven municipal health regions.

In the second stage, the patients from each BHU were 
selected by systematic random sampling, with probability 
proportional to the number of users linked to the unit. 
The last digit of the file was selected by drawing lots, 
from zero to nine, including all with the same last digit, 
following enrollment at the unit. When the patient did not 
meet the inclusion criteria, he or she was replaced by the 
subsequent one, and so on, until the number determined 
for that BHU was attained.

Inclusion criteria were men and women, older 
than 18 years, with AH and a minimum follow-up of 
12 months, completed by January 1, 2013, with at least 
two consultations with a physician or nurse in 2013, 
which included blood pressure measurements.

The sample was calculated based on the 34,116 users 
enrolled in the Pharmaceutical Assistance Service of the 
Municipal Health Secretariat and the expected prevalence 
of AH control in 36% of them, according to the findings of 
2007, with a desired accuracy of 0.05 and confidence level 
of 95%, obtaining a minimum of 354 users. The analysis of 
the medical record included demographic characteristics 
of the patients, such as gender, age, and BHU where the 
patient was originally enrolled. Arterial hypertension 
follow-up was calculated in months, from the first 
consultation due to AH at the BHU until January 2013. 
The systolic (SBP) and diastolic (DBP) blood pressure 
values were evaluated at the beginning of the treatment 
at the BHU and two measurements from 2013 (initial and 
final values in the year). For the purpose of this study, 
values lower than 140 mmHg for SBP and lower than 
90 mmHg for DBP were considered normal at the last 
consultation. For the calculation of clinical inertia, all 
blood pressure measurements and drug change records 
carried out in 2013 were used.

For the year 2013, the number of nursing and 
medical consultations, blood pressure measurements 
and changes in therapy (dose or association) were 
evaluated. The drugs used in the treatment, identified 
as diuretics, beta-blockers (BBs), calcium channel 
blockers (CCBs), angiotensin-converting enzyme 
inhibitors (ACEIs) and others, as well as the number 
of daily doses, were quantified.

Statistical Analysis

Values were expressed as n ± Standard Deviation (SD). 
The comparisons between the groups were made using 
Student's t-test for continuous independent variables, and 
the chi-square test, for nominal variables. A significance 
level of 5% (Confidence Interval of 95% - 95% CI) was used 
for the studied prevalence.

The research project submitted to Plataforma Brasil 
was approved by the Research Ethics Committee of 
Universidade Regional de Joinville (UNIVILLE) and 
authorized by the BHU Management of the Municipal 
Health Secretariat.

Results

A total of 463 records of hypertensive patients from  
14 BHUs were analyzed. Users of FHS units predominated 
(70%), as well as women (60.7%). The age ranged from 
24 to 92 years, with a mean of 61.7 years (± 11.41).  
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Table 1 – Temporal evolution of blood pressure in patients with arterial hypertension

Blood Pressure N Minimum Maximum Mean Standard deviation

Initial systolic blood pressure 463 90.00 240.00 148.6263 23.52664

Initial systolic blood pressure 2013 463 90.00 280.00 135.9093 23.33421

Final systolic blood pressure 2013 463 90.00 230.00 137.6048 21.84215

Initial diastolic blood pressure 463 60.00 140.00 91.6026 14.48756

Initial diastolic blood pressure 2013 463 10.00 180.00 83.2393 14.51320

Final Diastolic Blood Pressure 2013 463 40.00 140.00 84.0346 12.71954

The mean number of medical consultations was 2.99 (± 2.2) 
and nursing appointments were 1.55 (± 2.6) per patient in 
2013. Disease follow-up ranged from 14 to 420 months, 
with a mean of 95 months (± 54.84). The number of BP 
measurements ranged from 1 to 24, with a total of 1,640 
and a mean of 3.5 (± 3.34); the abnormalities ranged from 
zero to 18, with a total of 616 and a mean of 1.3 (± 1.76), 
and the therapeutic increment varied from zero to 3, with 
a mean of 0.52 (± 0.74).

Treatment resulted in significant reductions in SBP 
and DBP (Table 1), both at the first and last measurements 
of the year. At the last measurement, blood pressure 
was normal in 58% of the patients, respectively 62% 
(± 48) of the women and 53% (± 50) of the men, with 
no significant difference in mean blood pressure levels 
(p = 0.062). No significant differences were observed 
between conventional BHUs and FHS units regarding 
the distribution of patients with normalized final BP - 
respectively 57% and 60%. In the FHS units, 64/120 males 
and 122/204 females had compensated AH (p = 0.154), 
whereas 32/64 males and 51/77 females (p = 0.58) had 
compensated AH in conventional BHUs.

In the initial and final pharmacological treatment in 
2013, greater use of diuretics (68.6% and 72.0%) and ACE 
inhibitors (53.6% and 54%) was observed, followed by BBs 
(28.7% and 38.2%), ARBs (14.4% and 24.4%), and CCBs 
(9.7% and 14.5%). The variation was significant between 
the number of drugs used at the beginning and the end 
of 2013 (1.78 ± 0.76 and 2.0 ± 0.8, 0.261, with p = 000). 
No comparisons were made between monotherapy and 
combination therapy. 

Table 2 compares the results of the 2007 and 2013 
surveys, demonstrating the increase in the AH control 
and the reduction in therapeutic inertia.

Discussion

Despite evidence supporting the impact of AH 
treatment on morbidity and mortality reduction, 
disease control is still far from adequate levels in most 
settings.18-21 Better control levels have been reported in 
Canada, Cuba, and drug trials, which show that it is 
possible to achieve normal BP levels in a large number of 
participants.4,5,22 In the ALLHAT (The Antihypertensive 
and Lipid-Lowering Treatment to Prevent Heart 
Attack Trial) study,23 after 4 years of follow-up, BP 
was controlled in 72% of white Latino and 69% of black 
Latino individuals. In the CONVINCE study,24 control 
was maintained during the 2 years of the study in 69% 
of the participants. Insufficient control has numerous 
causes, including lack of knowledge of the disease by 
a significant number of patients, lack of adherence to 
treatment and inadequate treatment management by 
health professionals.1,2,6,7,25-28

Tamblyn et al., in a Canadian study developed between 
1993 and 2007, with 13,205 patients and 645 physicians, 
demonstrated greater adherence to treatment in patients 
treated by physicians who performed more reevaluations, 
better drug management that included faster therapeutic 
changes, and who better communicated with patients.6 
Professional competence is rewarded by better disease 
control and by a society with fewer cardiovascular and 
other complications, in addition to a reduction in costs 
for the healthcare system.

The interesting French study DUO-HTA, through an 
investigation with general practitioners, cardiologists 
and hypertensive patients, divided the physicians into 
five groups according to greater or lesser motivation to 
exercise their work. There was an association between 
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Table 2 – Demographic and follow-up characteristics of patients with arterial hypertension in 2007 (415) and in 2013 (463)

Variables

2007 2013

Mean Standard Deviation Mean Standard Deviation

Age, years 61.5 ± 11.6 61.7 ± 11.41

Treatment, months 75.4 ± 49.3 95 ± 54.8

Medical consultations 2.6 ± 1.9 3.0 ± 2.2

Nursing consultations 3.6 ± 2.8 1.5 ± 2.6

Blood pressure measurements 5.0 ± 3.4 3.5 ± 3.3

Elevated blood pressure 3.1 ± 2.9 1.3 ± 1.7

Alteration in treatment 0.37 ± 0.9 0.52 ± 0.7

Initial drug therapy 1.7 ± 0.8 1.78 ± 0.76

Final drug therapy 1.8 ± 0.8 2.0 ± 0.8

Initial systolic blood pressure of the treatment 155.8 ± 20.8 148.6 ± 23.5

Initial systolic blood pressure, year 139.5 ± 20.8 135.9 ± 23.3

Final systolic blood pressure, year 140.3 ± 22 137.6 ± 21.8

Initial diastolic blood pressure of the treatment 95.7 ± 10.6 91.6 ± 14.5

Initial diastolic blood pressure, year 85.5 ± 13.3 83.2 ± 14.5

Final diastolic blood pressure, year 84.1 ± 12.4 84.0 ± 12.7

Compensated arterial hypertension, % 36.6 58

better disease control and highly motivated professionals. 
These physicians showed greater empathy with patients, 
better physician-patient relationship, and more optimism 
and competence in treating the disease.29

Phillips et al.25 pointed out that the biomedical model, 
focused on symptom relief, is as one of the causes of 
hypertension management failure. “Clinical inertia”, 
that is, the failure by healthcare professionals to initiate 
or intensify therapy when indicated, would be the major 
problem. The overestimation of the provided care, the 
use of “weak” reasons to avoid treatment intensification 
and gaps in education, training and organizational 
practice aimed at achieving therapeutic goals would be 
responsible for this inertia. Daugherty et al.,26 in a study 
carried out in patients with refractory hypertension treated 
in Primary Health Care, comparing treatment adherence 
and therapeutic inertia, found that the latter was more 
important regarding the insufficient control of AH. 
Heisler et al.,27 in a study that included 38,327 patients, 
found therapeutic intensification in only 30% of the 
opportunities. It was also verified that health professionals 

did not evaluate the presence of low adherence, and so the 
therapeutic intensification produced polypharmacy, even 
lower adherence levels and higher costs for the system.

Phillips et al.25 defined clinical inertia in 2001 and 
Okonofua et al.,28 in 2006, introduced the term "therapeutic 
inertia". The terms are applied to risk factors when the 
therapeutic goals are clearly defined, and the benefits 
derived from treatment are well established. It applies 
when therapy is recognized as effective and there are 
widely distributed and easily accessed guidelines.  
The health professional recognizes the problem but 
fails to act. Okonofua et al.28 observed 55% of medical 
consultations with high BP and therapeutic increment 
in only 13%. The multivariate analysis showed that a 
therapeutic increase in 30% of the consultations would 
result in 45% to 66% of control increase in one year.

In 2007, we found evidence of significant clinical inertia. 
After observing elevated blood pressure levels in their 
patients, primary care physicians promoted increases in 
therapy in only 12.0% of the occasions, favoring only 29.5% 
of hypertensive patients with changes in the number of 
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drugs or doses. Additionally, many hypertensive patients 
were no longer included in the study due to inadequate 
follow-up. In that year, only 36.6% of the treated subjects 
had normal BP, and the high percentage of comorbidities 
found suggested late diagnosis and inadequate treatment 
of AH.17 These findings stimulated the continuing 
education initiatives and the planning of a reevaluation.

The literature review3-7 suggests that continuing 
education programs that use multiple teaching and 
training tools, adapted to local conditions, and involving 
the different health professionals and patients, are 
likely to succeed. Easy access to specialist doctors, 
multiprofessional care and administrative interventions 
also contribute to better disease control. The Canadian 
Hypertension Education Program, implemented in 1999, 
contributed to an enormous increase in the diagnosis, 
treatment, and control of AH.4,5 AH control increased 
from 13.2% in 1999 to 64.6% in 2009.5

Predicted for some BHUs, the MS program ended 
up including all of them, at the request of regional 
coordination and the heads of the units. The Hypertension 
Guidelines10 were reviewed with the collaboration of 
Primary Health Care professionals, seeking greater 
adherence,15 and was improved by sports medicine 
guidelines. A periodic AH refresher course, carried out 
for decades, has been maintained.

Since many referrals to the specialist were based on 
electrocardiogram findings, including extrasystoles, 
divisional blocks, and others, in patients without clinical 
evidence of cardiopathy, a course on interpretation of 
reports was provided. The radiology reports suggesting 
increase in the left ventricle were focused on the MS 
program, because they generate unnecessary consultations 
and iatrogenesis.

Proposed by Campos and Domitti30 and Campos and 
Cunha,31 the MS in health aims to ensure specialized help 
and technical-pedagogical support to the professionals 
in charge of health care problems. The supporter is a 
specialist, who can contribute with interventions that 
increase the resolution capacity of the team primarily 
responsible for the case. MS seeks to customize reference 
and counter-reference systems by stimulating and 
facilitating direct contact between Primary Health 
Care and the supporting specialist. It provides the 
shared creation of clinical guidelines, including criteria 
for triggering support and defines the spectrum of 
accountability of the referral team members and 
matricial supporters.

MS and reference team are organizational arrangements 
and constitute a methodology for health work 
management, aiming at performing expanded clinical 
care and dialogic integration between different specialties 
and professions. This methodology complements 
reference and counter-reference mechanisms, protocols, 
and regulatory centers, and may be relevant to rationalize 
access to and the use of specialized resources.30,31  
It was initially used in mental health services, Primary 
Care, and the hospital area of the Unified Health System 
(SUS) of Campinas (SP). Subsequently, some programs 
of the Ministry of Health, such as HumanizaSUS, Mental 
Health and Basic Care / Family Health, were also 
incorporated into this perspective.31

Two basic ways to establish contact between Primary 
Health Care and the supporter were implemented.  
The first relies on scheduled sporadic and regular 
meetings, during which the health cases or problems 
selected by the reference team are discussed, therapeutic 
projects are elaborated and lines of intervention are 
established for the several professionals involved.  
The discussions encourage the dialogue on clinical, 
collective health and system management issues. 
In situations that require specific attention from the 
supporter's knowledge base, specialized interventions 
or interferences are scheduled, without excluding the 
Primary Health Care team follow‑up. In the second, in 
emergency situations, the reference professional engages 
the supporter through electronic or telephone contact.

The weekly meetings, scheduled by the teams, using 
a semi-annual schedule, takes place in the BHU or in 
the regional headquarters. Although there are joint 
consultations, the usual format is the conversation circle. 
Initially, only doctors and nurses were involved, but 
nursing technicians and community health agents were 
soon included, followed by nutritionists, pharmacists, 
dentists, students, and other professionals.

In the first years, the Primary Health Care professionals 
brought dozens of cases for discussion, and the patients 
were allocated into three groups: those intended for priority 
and short-term care, those waiting for a consultation with 
the specialist and those to be reassessed by the general 
practitioner. Among the latter, there are patients with 
controlled disease and hypertensive patients supposedly 
refractory to treatment or without complications.

The MS contributed to the reduction in the time 
waiting for a consultation with a cardiologist and 
allowed anticipating the treatment of patients with more 
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complex and/or severe problems. It triggered a process 
in which the referrals made by the reference teams 
were qualified, reflecting the professionals’ greater 
aptitude and certainty regarding adequate patient 
management. Even with an unaffected availability of 
specialized consultations, the impact on the waiting 
was very relevant at the end of 2 years, going from 
11,180 to 3,739 patients.32 Most of the remaining patients 
comprise those on follow-up, and the waiting time for 
specialized care that lasted more than 12 months became 
less than 3 months. In cases considered as priority, 
which include chest pain, coronary disease, heart failure 
and preoperative assessments, the consultations occur 
within shorter periods. The participants' satisfaction 
with the method and results was expressed in 
testimonials and assessment meetings, and generated 
MS programs in other specialties.32

The MS was extended to the municipal hospital and 
to the emergency care units to discuss hypertensive 
pseudo‑urgencies and cardiac emergencies. A program was 
also implemented for dental professionals to discuss the 
recommendations for the perioperative evaluation guideline 
of SBC33 and the AH guideline.8

Comparing the studies carried out in 200716 and 
2013, we observed an increase in the number of medical 
consultations and antihypertensive drugs per patient, as 
well as a reduction in therapeutic inertia, changes that 
must have contributed to the better control of AH in 
2013. During the period between the studies, city parks 
were equipped with gym equipment and the mileage 
of the cycle lanes increased, initiatives that may have 
contributed to some treatments. Media campaigns may 
also have contributed to greater demand for disease 
treatment and control.

The number of users enrolled in the Pharmacy Service 
of the Municipal Health Secretariat increased from 
27,700 to 34,116, suggesting an increase in diagnosis 
and treatment. We found high turnover by the medical 
staff in the conventional units assessed, with only 17% of 
active general practitioners since 2007, while 69% of the 
physicians were kept in the FHS units. As the knowledge 
was continuously disseminated and reached all Primary 
Health Care professionals, it is possible that the turnover 
effects were of little significance. SUS also provides the 
free distribution of antihypertensive drugs, but lack of 
medication was frequently observed in 2013 due to the 
inertia of the municipal manager – a variable that may 
have impaired disease control.

Another study carried out in 2013 found AH control 
rates similar to ours. The study evaluated the efficacy 
of providing guidance to hypertensive patients through 
Community Health Agents. Four FHS units and 
432 patients were included in the study. The Community 
Health Agents received training to measure blood 
pressure and used an automated device to measure BP 
at the patients' homes. The initial blood pressure showed 
a control of 52.3% in the measurements performed in the 
BHU and 65.5% in the home measurements. At the end 
of the Community Health Agents’ work, at 6 months, 
BP control in the home measurements was obtained in 
70.9% of the patients.34

Conclusion

Matricial support used a variety of pedagogical 
resources, including case discussions and topics of 
collective interest, face-to-face and at distance, joint 
consultations, joint creation of guidelines, distribution 
of scientific articles, training in blood pressure 
measurement, teamwork encouragement and others.3-7 
Furthermore, it facilitated access to the specialist and 
contributed to the qualification and appreciation of 
Primary Health Care professionals. Although only 
4 years have passed and despite the many variables, 
we believe that the continuing education initiatives 
for referral professionals, mainly matricial support, 
contributed to the large percentage of hypertensive 
patients controlled in 2013.

Two study limitations were considered important, 
the fact that blood pressure measurements were 
obtained from the medical records and, since it covered 
all Basic Health Units, it did not have a control group 
without matricial support. Therefore, we consider 
appropriate to perform local reevaluations and the 
use of matricial support in other services to confirm 
our findings.

Author contributions

Conception and design of the research: Hoepfner C. 
Acquisition of data: Hoepfner C, Longo M, Coiradas 
AO, Teixeira LMR. Analysis and interpretation of the 
data:  Hoepfner C, Longo M, Coiradas AO, Teixeira 
LMR. Writing of the manuscript: Hoepfner C, Longo 
M, Coiradas AO, Teixeira LMR. Critical revision of the 
manuscript for intellectual content: Hoepfner C, Coiradas 
AO, Longo M, Teixeira LMR.



205

1.	 Lima MT, Bucher JS, Lima JW. [Hypertension from the perspective of a 
low-outcome population: na exploratory study of knowledge, atitudes, 
and practices]. Cad Saude Publica. 2004;20(4):1079-87.

2.	 Péres DS, Magna JM, Viana LA. Arterial hypertension patients: attitudes, 
beliefs, perceptions, thoughts and practices. Rev Saúde Pública. 
2003;37(5):635-42.

3.	 Davis DA, Thomson MA, Oxman AD, Haynes RB. Changing physician 
performance: a systematic review of the effect of continuing medical 
education strategies. JAMA. 1995;274(9):700-5.

4.	 Onysko J, Maxwell C, Eliasziw M, Zhang JX, Johansen H, Campbell 
NR; Canadian Hypertension Education Program. Large increase in 
hypertension diagnosis and treatment in Canada after a healthcare 
professional education program. Hypertension. 2006;48(5):853-60.

5.	 McAlister FA, Wilkins K, Joffres M, Leenen FH, Fodor G, Gee M, et al. 
Changes in the rates of awareness, treatment and control of hypertension 
in Canada over the past two decades. CMAJ. 2011;183(9):1007-13.

6.	 Tamblyn R, Abrahamowicz M, Dauphinee D, Wenghofer E, Jacques A, 
Klass D, et al. Influence of physicians’ management and communication 
ability on patients’ persistence with antihypertensive medication. Arch 
Intern Med. 2010;170(12):1064-72.

7.	 Svetkey LP, Pollak KI, Yancy WS Jr, Dolor RJ, Batch BC, Samsa G, et 
al. Hypertension improvement project: randomized trial of quality 
improvement for physicians and lifestyle modification for patients. 
Hypertension. 2009;54(6):1226-33.

8.	 Sociedade Brasileira de Cardiologia; Sociedade Brasileira de Hipertensão; 
Sociedade Brasileira de Nefrologia. [VI Brazilian Guidelines on 
Hypertension]. Arq Bras Cardiol. 2010;95(1 Suppl 1):1-51. Erratum in: 
Arq Bras Cardiol. 2010;95(4):553.

9.	 Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo 
JL, et al; National Heart, Lung, and Blood Institute Joint National 
Committee on Prevention, Detection, Evaluation, and Treatment of 
High Blood Pressure; National High Blood Pressure Education Program 
Coordinating Committee. The Seventh report of the Joint National 
Committee on Prevention, Detection, Evaluation, and Treatment of High 
Blood Pressure: the JNC 7 report. JAMA. 2003;289(19):2561-72.

10.	 Secretaria Municipal da Saúde de Joinville. Joinville (Santa Catarina). 
Linhas-guia da atenção básica: hipertensão arterial. Joinville; 2010.

11.	 Cabana MD, Rand CS, Powe NR, Wu AW, Wilson MH, Abboud PA, et al. 
Why don’t physicians follow clinical practice guidelines? A framework 
for improvement. JAMA. 1999;282(15):1458-65.

12.	 Milchak JL, Carter BL, James PA, Ardery G. Measuring adherence to 
practice guidelines for the management of hypertension. Hypertension. 
2004;44(5):602-8.

13.	 Lima SM, Portela MC, Koster I, Escosteguy CC, Ferreira VM, Brito C, et 
al. [Use of clinical guidelines and the results in primary healthcare for 
hypertension]. Cad Saude Publica. 2009;25(9):2001-11.

14.	 Spranger CB, Ries AJ, Berge CA, Radford NB, Victor RG. Identifying gaps 
between guidelines and clinical practice in the evaluation and treatment 
of patients with hypertension. Am J Med. 2004;117(1):14-8.

15.	 de la Sierra A, Zamorano JL, Ruilope LM. Application of hypertension 
guidelines in clinical practice: implementation of the 2007 ESH/
ESC European practice Guidelines in Spain. J Hypertens Suppl. 
2009;27(3):S27-32.

16.	 Mion D Jr, da Silva GV, de Gusmão JL, Machado CA, Amodeo C, Nobre 
F, et al. Do Brazilian physicians follow the Brazilian guidelines on 
hypertension? Arq Bras Cardiol. 2007;88(2):212-7.

17.	 Hoepfner C, Franco SC. Therapeutic inertia and control of high blood 
pressure in primary health care units. Arq Bras Cardiol. 2010;95(2):223-8.

18.	 Fontbonne A, Cesse EA, Sousa IM, Souza WV, Chaves VL, Bezerra AF, 
et al. Risk factor control in hypertensive and diabetic subjects attended 
by the Family Health Strategy in the State of Pernambuco, Brazil: the 
SERVIDIAH study. Cad Saude Publica. 2013;29(6):1195-204.

19.	 Pinho NA, Pierin AM. Hypertension control in brazilian publications. 
Arq Bras Cardiol. 2013;101(3):e65-73.

20.	 Souza CS, Stein AT, Bastos GA, Pellanda LC. Blood pressure control in 
hypertensive patients in the "Hiperdia Program": a territory-based study. 
Arq Bras Cardiol. 2014;102(6):571-8.

21.	 Guimarães Filho GC, Sousa AL, Jardim Tde S, Souza WS, Jardim PC. 
Progression of blood pressure and cardiovascular outcomes in hypertensive 
patients in a reference center. Arq Bras Cardiol. 2015;104(4):292-8.

22.	 Ordúnez P, Barceló A, Bernal JL, Espinosa A, Silva LC, Cooper RS. 
Risk factors associated with uncontrolled hypertension: findings from 
the baseline CARMEN survey in Cienfuegos, Cuba. J Hypertens. 
2008;26(4):663-71.

23.	 Margolis KL, Piller LB, Ford CE, Henriquez MA, Cushman WC, Einhorn 
PT, et al; Antihypertensive and Lipid-Lowering Treatment to Prevent 
Heart Attack Trial Collaborative Research Group. Blood pressure control 
in Hispanics in the antihypertensive and lipid- lowering treatment to 
prevent heart attack trial. Hypertension. 2007;50(5):854-61.

24.	 Black HR, Elliot WJ, Neaton JD, Grandits G, Grambasch P, Grimm RH, 
et al. Baseline characteristics and early blood pressure control in the 
CONVINCE trial. Hypertension. 2001;37(1):12-8.

25.	 Phillips LS, Branch WT, Cook CB, Doyle JP, El-Kebbi IM, Gallina DL, et 
al. Clinical inertia. Ann Intern Med. 2001;135(9):825-34.

26.	 Daugherty SL, Powers JD, Magid DJ, Masoudi FA, Margolis KL, 
O’Connor PJ, et al. The association between medication adherence 
and treatment intensification with blood pressure control in resistant 
hypertension. Hypertension. 2012;60(2):303-9.

27.	 Heisler M, Hogan MM, Hofer TP, Schmittdiel JA, Pladevall M, 
Kerr FA. When more is not better: treatment intensification among 
hypertensive patients with poor medication adherence. Circulation. 
2008;117(22):2884-92.

28.	 Okonofua EC, Simpson KN, Jesri A, Rehman SU, Durkalski VL, Egan BM. 
Therapeutic inertia is an impediment to achieving the Healthy People 
2010 blood pressure control goals. Hypertension. 2006;47(3):345-51.

29.	 Consoli SM, Lemogne C, Levy A, Pouchain D, Laurent S. Physicians 
degree of motivation regarding their perception of hypertension, and 
blood pressure control. J Hypertens. 2010;28(6):1330-9.

References

Hoepfner et al.

Arterial hypertension control in Joinville

Int J Cardiovasc Sci. 2017;30(3):199-206

Original Article

Potential conflicts of interest

The authors declare no relevant conflicts of interest.

Sources of Funding

The present study had no external sources of funding.

Academic Affiliation

This study is not associated with any post-graduation 

program.



206

30.	 Campos GW, Domitti AC. Matrix support and reference team: a 
methodology for interdisciplinary health work management. Cad Saúde 
Pública. 2007;23(2):399-407.

31.	 Cunha GT, Campos GW. Matrix support and primary health care. Saude 
Soc. 2011;20(4):961-70.

32.	 Hoepfner C, Franco SC, Maciel RA, Hoepfner AM. Matrix support 
program in cardiology: qualification and dialogue with primary care 
professionals. Saude Soc. 2014;23(3):1091-101.

33.	 Gualandro DM, Yu PC, Calderaro D, Marques AC, Pinho C, 
Caramelli B, et al. II Guidelines for perioperative evaluation of the 
Brazilian Society of Cardiology. Arq Bras Cardiol. 2011;96(3 Suppl 
1):1-68.

34.	 Machado LC. O efeito da orientação do agente comunitário de saúde 
no controle da pressão arterial na atenção primária à saúde: estudo 
randomizado. [Dissertação]. Joinville (SC): Universidade da Região de 
Joinville; 2015.

Hoepfner et al.

Arterial hypertension control in Joinville

Int J Cardiovasc Sci. 2017;30(3):199-206

Original Article




