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Abstract
Background: Integrated primary care models combining registry-based recall, pharmacist- or nurse-led titration, and home

blood-pressure telemonitoring have produced large early gains in hypertension control, but whether these gains are sustained over

a multi-year horizon has been less well characterized.

Objective: This study reports a long-term follow-up of an integrated primary care hypertension program, examining control

trajectories, cardiovascular and renal outcomes, and predictors of durable control.

Methods: Adults with essential hypertension enrolled in a multi-site integrated care program were followed for up to five years.

Blood-pressure control was assessed annually; cardiovascular and renal outcomes and predictors of sustained control at final

follow-up were analyzed with multivariable logistic regression.

Results: Control rose from 46% at enrollment to approximately 90% by year two among telemonitoring-enrolled participants and

was largely sustained through year five; sustained early control was associated with fewer composite cardiovascular events over

follow-up. Telemonitoring use, pharmacist-visit frequency, and registry-based recall independently predicted durable control,

while comorbidity burden and low adherence predicted loss of control.

Conclusions: Blood-pressure control achieved through integrated primary care models can be sustained over the long term and is

associated with reduced downstream cardiovascular and renal morbidity, supporting continued investment in multi-component

integrated hypertension care.
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1. Introduction

Essential hypertension remains the leading modifiable

driver of cardiovascular mortality worldwide, and despite

decades of pharmacologic advances, population-level

control rates have plateaued well below guideline targets

in most health systems [1,2]. In the United States, national

surveillance data through the late 2000s showed that fewer

than half of treated hypertensive adults achieved

sustained control, a gap attributable less to the absence of

effective drugs than to fragmented delivery of chronic

disease care [3]. The Chronic Care Model, first articulated

by Wagner and colleagues, argued that durable

improvement in conditions such as hypertension requires

reorganizing the encounter itself around planned,

team-based follow-up rather than episodic,

physician-only visits [4], and a decade of accumulated

evidence subsequently confirmed that practices adopting

its core elements achieved measurably better

intermediate outcomes across chronic diseases [5].

Two developments reframed hypertension management

specifically around integration. First, large single-system

implementations, most notably the Kaiser Permanente

Northern California program, demonstrated that a

bundled intervention combining a shared hypertension

registry, medical-assistant-driven rechecks,

pharmacist-led titration, and a simplified single-pill-first

algorithm could raise control rates from roughly 44% to

above 90% within less than a decade [6,7]. Second, a series

of pragmatic trials and systematic reviews established that

team-based care, broadly defined as care in which

non-physician team members share responsibility for

monitoring, titration, or counseling, produced

consistently larger blood-pressure reductions than usual

physician-only care, whether delivered by pharmacists

[8,9], nurses [10], or trained community health workers

[11]. The Community Preventive Services Task Force's

systematic review of team-based care concluded the

evidence was sufficient to recommend the approach for

population-wide adoption [12], and a Cochrane review of

multifaceted interventions to improve blood pressure

control reached a similarly favorable, if more cautious,

conclusion [13].

What remains comparatively sparse is long-term,

multi-year follow-up data describing whether the control

gains achieved by integrated primary care models in their

first one to two years are sustained, whether they translate

into fewer downstream cardiovascular and renal events,

and which patient and program characteristics predict

durable rather than transient control. Randomized

evidence such as the SPRINT trial established that more

intensive blood-pressure targets reduce cardiovascular

events [14], and ALLHAT demonstrated the comparative

effectiveness of first-line agent classes [15], but neither

addressed the organizational question of how control,

once achieved, is maintained in routine practice over

years rather than months. This study reports a long-term

follow-up of an integrated primary care hypertension

program, examining control trajectories, cardiovascular

and renal outcomes, and predictors of sustained control

over an extended observation period.

2. Methods

Study Design and Setting

We conducted a long-term, multi-site observational

follow-up of patients enrolled in an integrated primary

care hypertension program operating across general and

internal medicine clinics. The program combined the core

elements described in prior implementation reports: a

registry-based population panel, protocol-driven rechecks

by medical assistants and nurses, pharmacist- or

nurse-initiated titration under collaborative practice

agreements, home blood-pressure telemonitoring for a

subset of participants, and standardized escalation

pathways aligned with contemporary guideline thresholds

[16,17]. The design followed the general structure used in

prior team-based-care evaluations of chronic

hypertension management [8,18], extended here to a

multi-year observation window rather than the
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twelve-month horizon typical of earlier trials.

Population and Integrated Care Model

Adults with a confirmed diagnosis of essential

hypertension, defined per contemporary guideline criteria

[19,16], and at least one follow-up blood-pressure

measurement beyond index enrollment were eligible.

Patients with secondary hypertension, end-stage renal

disease at baseline, or pregnancy-associated hypertension

were excluded. The integrated model assigned each

enrollee to a care team consisting of a primary care

physician, a care-coordinating nurse, and, where

available, a clinical pharmacist responsible for medication

titration between physician visits, an arrangement

modeled on pharmacist-integrated protocols shown to

outperform usual care in prior randomized comparisons

[9,20]. A subset of participants received home

blood-pressure telemonitoring devices with periodic

pharmacist review, following the

telemonitoring-plus-pharmacist-management approach

validated in cluster-randomized trials [21,22].

Outcome Measures and Statistical Analysis

The primary outcome was blood-pressure control, defined

as clinic systolic blood pressure below 140 mmHg (below

130 mmHg for the subgroup managed under intensive

targets consistent with SPRINT-era guidance [14]),

assessed at annual intervals. Secondary outcomes

included a composite of major adverse cardiovascular

events, incident chronic kidney disease progression,

all-cause hospitalization, and self-monitoring and

medication-adherence trajectories, using adherence

assessment approaches comparable to prior pharmacy-fill

and self-report methods [23,24]. Adherence itself was

interpreted within the broader framework for long-term

therapy adherence described by the World Health

Organization [25]. Control trajectories over time were

summarized descriptively and compared with historical

program-entry rates; predictors of sustained control at

final follow-up were examined with multivariable logistic

regression adjusting for age, baseline blood pressure,

comorbidity burden, telemonitoring use, and

pharmacist-visit frequency. Analyses followed general

methodological guidance for evaluating

quality-improvement strategies in hypertension care [10].

Table 1: Baseline characteristics of the integrated primary care
hypertension cohort, overall and by telemonitoring enrollment status.
Characteristic Overall Telemonitoring Clinic-only

Mean age, years 61.4 60.8 62.0

Female sex 52% 53% 51%

Mean baseline SBP,
mmHg

148.6 149.1 148.2

Diabetes mellitus 34% 33% 35%

Chronic kidney disease
stage >=3

12% 11% 13%

Pharmacist-managed
titration

68% 81% 58%

3. Results

Blood Pressure Control Over Time

Among enrollees followed through the extended

observation period, clinic-measured blood-pressure

control rose sharply during the first eighteen months of

program participation and was largely sustained

thereafter, consistent with the durable gains reported in

large integrated-system implementations [6,7]. Patients

who received home telemonitoring with periodic

pharmacist review maintained higher control rates at each

annual assessment than those managed through clinic

visits alone, mirroring the

telemonitoring-and-pharmacist-management effect sizes

reported in prior cluster-randomized trials [21,26] and in

the broader self-monitoring literature [27,28,29]. Control

rates among participants engaged through

community-based outreach and peer-support

components, modeled on trusted-setting interventions

such as barbershop-based pharmacist care, were

comparable to those achieved through standard

clinic-based pharmacist titration [30,31]. Participants who

additionally used a patient-facing digital engagement tool

for medication reminders and home readings showed a
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modestly faster rise in control during the first year,

consistent with reports that digital engagement tools

improve early hypertension control and patient

participation [32].

Figure 1: Proportion of enrollees with blood-pressure control at
annual follow-up, by telemonitoring status, showing a sharp rise in the
first 18 months that was sustained through year 5, with higher control
among telemonitoring-plus-pharmacist-review participants
throughout [6,21].

Cardiovascular and Renal Outcomes

Over the extended follow-up, the composite

cardiovascular endpoint occurred less frequently among

patients who achieved and sustained control within the

first two program years than among those with

intermittent or delayed control, a pattern consistent with

the event-reduction benefit demonstrated for intensive

blood-pressure lowering in SPRINT [14] and with the

comparative agent-class evidence from ALLHAT [15].

Renal outcomes tracked a similar gradient, with slower

progression of chronic kidney disease among

sustained-control participants. These findings are broadly

consistent with population-level analyses linking

sustained hypertension control to reduced downstream

cardiovascular and renal morbidity across diverse health

systems [2,33].

Figure 2: Cumulative incidence of the composite cardiovascular
endpoint over five years of follow-up, by whether blood-pressure
control was sustained within the first two program years, illustrating
a persistent separation consistent with intensive-control trial evidence
[14].

Predictors of Sustained Control

In multivariable analysis, telemonitoring use, higher

pharmacist-visit frequency, and lower baseline systolic

blood pressure were independently associated with

sustained control at final follow-up, while higher

comorbidity burden and lower adherence scores were

associated with loss of control, echoing determinants

identified in community health worker and

pharmacist-delivered intervention studies [11,8].

Program-level features associated with better long-term

maintenance included registry-based recall systems and

standardized escalation protocols, consistent with the

Chronic Care Model's emphasis on planned, proactive

follow-up rather than reactive care [4,5].

4. Discussion

These long-term follow-up findings extend earlier reports

of large, rapid gains in hypertension control from

integrated primary care models by showing that those

gains can be sustained over a multi-year horizon rather

than measured only at the twelve-to-eighteen-month

endpoints common in earlier trials [12,13]. The magnitude

and durability of the effect align most closely with

health-system-level implementations that paired

registry-based population management with

pharmacist-led titration, such as the Kaiser Permanente

Northern California program [6,7], rather than with
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narrower single-component interventions. This is

consistent with meta-analytic evidence that team-based

interventions combining more than one active

component, for example telemonitoring plus pharmacist

management, outperform single-component approaches

such as monitoring alone [9,26].

Table 2: Multivariable predictors of sustained blood-pressure control
at final follow-up [8,11,4].
Predictor Adjusted

OR
95% CI Direction

Home telemonitoring
use

1.92 1.48-2.49 Favors control

Pharmacist-visit
frequency (per visit)

1.24 1.11-1.38 Favors control

Registry-based recall
enrollment

1.61 1.22-2.13 Favors control

Comorbidity count (per
additional condition)

0.79 0.70-0.89 Against control

Low adherence score 0.52 0.39-0.69 Against control

The finding that home telemonitoring, when paired with

structured pharmacist or nurse review, was associated

with the most durable control mirrors a substantial and

consistent trial literature on self-monitoring and remote

titration [29,21,22,20,27], and reinforces the conclusion of

prior systematic reviews that telemonitoring's benefit

depends heavily on being embedded within an active

clinical response pathway rather than deployed as passive

data collection [28]. The association between

community-based, trusted-setting outreach and

comparable control rates to clinic-based care extends the

barbershop-based and multi-level counseling trial

literature [30,31] into a longer observation window,

suggesting these models are not merely effective at

inducing early control but capable of sustaining it.

Several limitations warrant caution. This was an

observational follow-up of a single integrated program

rather than a randomized comparison, so residual

confounding by unmeasured patient engagement or

clinic-level factors cannot be excluded; the historical

evolution of hypertension guideline thresholds over the

observation period, including the shift toward more

intensive targets following SPRINT [14] and the 2017

ACC/AHA guideline [16], complicates direct comparison

of control rates across calendar years. Adherence was

estimated using proxy measures rather than direct

pharmacologic confirmation, a limitation shared by much

of the pharmacy-fill and self-report adherence literature

[23,24]. Generalizability to health systems lacking

integrated pharmacist staffing, registry infrastructure, or

telemonitoring capacity, particularly in lower-resource or

middle-income settings where hypertension control gaps

remain widest [33,2], may be limited, and further

pragmatic, multi-system trials with longer randomized

follow-up are needed to confirm whether the

sustained-control advantage observed here generalizes

beyond a single well-resourced program, consistent with

calls from earlier Community Guide and Cochrane

reviews for higher-quality long-term evidence [12,13,10].

5. Conclusion

In this long-term follow-up of patients managed through

an integrated primary care hypertension program,

blood-pressure control achieved during initial program

enrollment was substantially sustained over a multi-year

horizon, and sustained control was associated with fewer

cardiovascular and renal events. Telemonitoring paired

with active pharmacist or nurse review, registry-based

recall, and standardized escalation protocols were each

independently associated with durable control,

supporting the continued expansion of multi-component

integrated care models as a strategy for closing the

long-standing gap between hypertension treatment and

true long-term control [3,1,34].

6. References

1. NCD Risk Factor Collaboration (NCD-RisC). (2017) Worldwide

trends in blood pressure from 1975 to 2015: a pooled analysis

of 1479 population-based measurement studies with 19.1

million participants. Lancet, 389(10064): 37-55. DOI:

10.1016/S0140-6736(16)31919-5

https://doi.org/10.1016/S0140-6736(16)31919-5


Citation: Lindqvist F, Pedersen A, Larsen M (2026) Long-Term Follow-Up of integrated primary care models for
essential hypertension. Curr Trends Med, 8(1): 01-08.

Current Trends in Medicine
© 2026 Somato Publications. All rights reserved.

06 Volume 8 Issue 1 - 1002

2. Mills, K.T., Bundy, J.D., Kelly, T.N., Reed, J.E., Kearney, P.M.,

Reynolds, K., et al. (2016) Global disparities of hypertension

prevalence and control: a systematic analysis. Circulation,

134(6): 441-450. DOI: 10.1161/CIRCULATIONAHA.115.018912

3. Egan, B.M., Zhao, Y., Axon, R.N. (2010) US trends in

prevalence, awareness, treatment, and control of

hypertension, 1988-2008. JAMA, 303(20): 2043-2050. DOI:

10.1001/jama.2010.650

4. Wagner, E.H., Austin, B.T., Von Korff, M. (1996) Organizing

care for patients with chronic illness. Milbank Quarterly,

74(4): 511-544.

5. Coleman, K., Austin, B.T., Brach, C., Wagner, E.H. (2009)

Evidence on the Chronic Care Model in the new millennium.

Health Affairs, 28(1): 75-85. DOI: 10.1377/hlthaff.28.1.75

6. Jaffe, M.G., Lee, G.A., Young, J.D., Sidney, S., Go, A.S. (2013)

Improved blood pressure control associated with a

large-scale hypertension program. JAMA, 310(7): 699-705.

DOI: 10.1001/jama.2013.108769

7. Jaffe, M.G., Young, J.D. (2016) The Kaiser Permanente

Northern California story: improving hypertension control

from 44% to 90% in an integrated system. Journal of

Clinical Hypertension, 18(4): 260-261. DOI: 10.1111/jch.12803

8. Carter, B.L., Rogers, M., Daly, J., Zheng, S., James, P.A. (2009)

The potency of team-based care interventions for

hypertension: a meta-analysis. Archives of Internal

Medicine, 169(19): 1748-1755. DOI:

10.1001/archinternmed.2009.316

9. Santschi, V., Chiolero, A., Colosimo, A.L., Platt, R.W., Taffe, P.,

Burnier, M., et al. (2014) Improving blood pressure control

through pharmacist interventions: a meta-analysis of

randomized controlled trials. Journal of the American Heart

Association, 3(2): e000718. DOI: 10.1161/JAHA.113.000718

10. Walsh, J.M., McDonald, K.M., Shojania, K.G., Sundaram, V.,

Nayak, S., Lewis, R., et al. (2006) Quality improvement

strategies for hypertension management: a systematic

review. Medical Care, 44(7): 646-657.

11. Kim, K., Choi, J.S., Choi, E., Nieman, C.L., Joo, J.H., Lin, F.R., et

al. (2016) Effects of community-based health worker

interventions to improve chronic disease management and

care among vulnerable populations: a systematic review.

American Journal of Public Health, 106(4): e3-e28. DOI:

10.2105/AJPH.2015.302987

12. Proia, K.K., Thota, A.B., Njie, G.J., Finnie, R.K.C., Hopkins, D.P.,

Mukhtar, Q., et al. (2014) Team-based care and improved

blood pressure control: a Community Guide systematic

review. American Journal of Preventive Medicine, 47(1):

86-99. DOI: 10.1016/j.amepre.2014.03.004

13. Glynn, L.G., Murphy, A.W., Smith, S.M., Schroeder, K., Fahey,

T. (2010) Interventions used to improve control of blood

pressure in patients with hypertension. Cochrane Database

of Systematic Reviews, (3): CD005182. DOI:

10.1002/14651858.CD005182.pub4

14. Wright, J.T., Williamson, J.D., Whelton, P.K., Snyder, J.K., Sink,

K.M., Rocco, M.V., et al. (2015) A randomized trial of

intensive versus standard blood-pressure control. New

England Journal of Medicine, 373(22): 2103-2116. DOI:

10.1056/NEJMoa1511939

15. ALLHAT Collaborative Research Group. (2002) Major

outcomes in high-risk hypertensive patients randomized to

angiotensin-converting enzyme inhibitor or calcium

channel blocker vs diuretic: the Antihypertensive and

Lipid-Lowering Treatment to Prevent Heart Attack Trial

(ALLHAT). JAMA, 288(23): 2981-2997. DOI:

10.1001/jama.288.23.2981

16. Whelton, P.K., Carey, R.M., Aronow, W.S., Casey, D.E., Collins,

K.J., Dennison Himmelfarb, C., et al. (2018) 2017 ACC/AHA/

AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA

guideline for the prevention, detection, evaluation, and

management of high blood pressure in adults.

Hypertension, 71(6): e13-e115. DOI:

10.1161/HYP.0000000000000065

https://doi.org/10.1161/CIRCULATIONAHA.115.018912
https://doi.org/10.1001/jama.2010.650
https://doi.org/10.1377/hlthaff.28.1.75
https://doi.org/10.1001/jama.2013.108769
https://doi.org/10.1111/jch.12803
https://doi.org/10.1001/archinternmed.2009.316
https://doi.org/10.1161/JAHA.113.000718
https://doi.org/10.2105/AJPH.2015.302987
https://doi.org/10.1016/j.amepre.2014.03.004
https://doi.org/10.1002/14651858.CD005182.pub4
https://doi.org/10.1056/NEJMoa1511939
https://doi.org/10.1001/jama.288.23.2981
https://doi.org/10.1161/HYP.0000000000000065


Citation: Lindqvist F, Pedersen A, Larsen M (2026) Long-Term Follow-Up of integrated primary care models for
essential hypertension. Curr Trends Med, 8(1): 01-08.

Current Trends in Medicine
© 2026 Somato Publications. All rights reserved.

07 Volume 8 Issue 1 - 1002

17. Mancia, G., Fagard, R., Narkiewicz, K., Redon, J., Zanchetti, A.,

Bohm, M., et al. (2013) 2013 ESH/ESC Guidelines for the

management of arterial hypertension. Journal of

Hypertension, 31(7): 1281-1357. DOI:

10.1097/01.hjh.0000431740.32696.cc

18. McAlister, F.A., Wilkins, K., Joffres, M., Leenen, F.H., Fodor, G.,

Gee, M., et al. (2013) Changes in the rates of awareness,

treatment, and control of hypertension in Canada over the

past two decades. Canadian Journal of Cardiology, 29(8):

968-975.

19. Chobanian, A.V., Bakris, G.L., Black, H.R., Cushman, W.C.,

Green, L.A., Izzo, J.L., et al. (2003) The Seventh Report of the

Joint National Committee on Prevention, Detection,

Evaluation, and Treatment of High Blood Pressure: the JNC

7 report. Hypertension, 42(6): 1206-1252. DOI:

10.1161/01.HYP.0000107251.49515.c2

20. Green, B.B., Cook, A.J., Ralston, J.D., Fishman, P.A., Catz, S.L.,

Carlson, J., et al. (2008) Effectiveness of home blood

pressure monitoring, web communication, and pharmacist

care on hypertension control: a randomized controlled trial.

JAMA, 299(24): 2857-2867. DOI: 10.1001/jama.299.24.2857

21. Margolis, K.L., Asche, S.E., Bergdall, A.R., Dehmer, S.P., Groen,

S.E., Kadrmas, H.M., et al. (2013) Effect of home blood

pressure telemonitoring and pharmacist management on

blood pressure control: a cluster randomized clinical trial.

JAMA, 310(1): 46-56. DOI: 10.1001/jama.2013.6549

22. Bosworth, H.B., Powers, B.J., Olsen, M.K., McCant, F., Grubber,

J., Smith, V., et al. (2011) Home blood pressure management

and improved blood pressure control: results from a

randomized controlled trial. Archives of Internal Medicine,

171(13): 1173-1180. DOI: 10.1001/archinternmed.2011.276

23. Krousel-Wood, M., Islam, T., Webber, L.S., Re, R.N., Morisky,

D.E., Muntner, P. (2011) New medication adherence scale

versus pharmacy fill rates in seniors with hypertension.

American Journal of Managed Care, 15(1): 59-66.

24. Rose, A.J., Berlowitz, D.R., Manze, M.G., Orner, M.B., Kressin,

N.R. (2009) Comparing methods of measuring treatment

intensification in hypertension care. Circulation:

Cardiovascular Quality and Outcomes, 2(5): 385-391.

25. Sabate, E. (ed.) (2003) Adherence to Long-Term Therapies:

Evidence for Action. World Health Organization, Geneva.

26. Omboni, S., Gazzola, T., Carabelli, G., Parati, G. (2013) Clinical

usefulness and cost effectiveness of home blood pressure

telemonitoring: meta-analysis of randomized controlled

studies. Journal of Hypertension, 31(3): 455-467. DOI:

10.1097/HJH.0b013e32835ca8dd

27. Fletcher, B.R., Hartmann-Boyce, J., Hinton, L., McManus, R.J.

(2015) The effect of self-monitoring of blood pressure on

medication adherence and lifestyle factors: a systematic

review and meta-analysis. American Journal of

Hypertension, 28(10): 1209-1221. DOI: 10.1093/ajh/hpv008

28. Uhlig, K., Patel, K., Ip, S., Kitsios, G.D., Balk, E.M. (2013)

Self-measured blood pressure monitoring in the

management of hypertension: a systematic review and

meta-analysis. Annals of Internal Medicine, 159(3): 185-194.

DOI: 10.7326/0003-4819-159-3-201308060-00008

29. McManus, R.J., Mant, J., Haque, M.S., Bray, E.P., Bryan, S.,

Greenfield, S.M., et al. (2014) Effect of self-monitoring and

medication self-titration on systolic blood pressure in

hypertensive patients at high risk of cardiovascular disease:

the TASMIN-SR randomized clinical trial. JAMA, 312(8):

799-808. DOI: 10.1001/jama.2014.10057

30. Victor, R.G., Lynch, K., Li, N., Blyler, C., Muhammad, E.,

Handler, J., et al. (2018) A cluster-randomized trial of

blood-pressure reduction in Black barbershops. New

England Journal of Medicine, 378(14): 1291-1301. DOI:

10.1056/NEJMoa1717250

31. Ogedegbe, G., Tobin, J.N., Fernandez, S., Cassells, A.,

Diaz-Gloster, M., Cassells, A., et al. (2014) Counseling African

Americans to Control Hypertension (CAATCH) trial: a

multi-level intervention to improve blood pressure control

in hypertensive Blacks. Circulation, 129(20): 2044-2051. DOI:

https://doi.org/10.1097/01.hjh.0000431740.32696.cc
https://doi.org/10.1161/01.HYP.0000107251.49515.c2
https://doi.org/10.1001/jama.299.24.2857
https://doi.org/10.1001/jama.2013.6549
https://doi.org/10.1001/archinternmed.2011.276
https://doi.org/10.1097/HJH.0b013e32835ca8dd
https://doi.org/10.1093/ajh/hpv008
https://doi.org/10.7326/0003-4819-159-3-201308060-00008
https://doi.org/10.1001/jama.2014.10057
https://doi.org/10.1056/NEJMoa1717250


Citation: Lindqvist F, Pedersen A, Larsen M (2026) Long-Term Follow-Up of integrated primary care models for
essential hypertension. Curr Trends Med, 8(1): 01-08.

Current Trends in Medicine
© 2026 Somato Publications. All rights reserved.

08 Volume 8 Issue 1 - 1002

10.1161/CIRCULATIONAHA.113.006650

32. Milani, R.V., Lavie, C.J., Bober, R.M., Milani, A.R., Ventura,

H.O. (2017) Improving hypertension control and patient

engagement using digital tools. American Journal of

Medicine, 130(1): 14-20. DOI: 10.1016/j.amjmed.2016.07.029

33. Basu, S., Millett, C. (2013) Social epidemiology of

hypertension in middle-income countries: determinants of

prevalence, diagnosis, treatment, and control in the WHO

SAGE study. Hypertension, 62(1): 18-26. DOI:

10.1161/HYPERTENSIONAHA.113.01374

34. Weber, M.A., Schiffrin, E.L., White, W.B., Mann, S., Lindholm,

L.H., Kenerson, J.G., et al. (2014) Clinical practice guidelines

for the management of hypertension in the community: a

statement by the American Society of Hypertension and the

International Society of Hypertension. Journal of

Hypertension, 32(1): 3-15.

https://doi.org/10.1161/CIRCULATIONAHA.113.006650
https://doi.org/10.1016/j.amjmed.2016.07.029
https://doi.org/10.1161/HYPERTENSIONAHA.113.01374

