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Approximately 1 in 3 US adults—or about 100 
million people—have high blood pressure, and 
only about half (48%) have their blood pressure 

under control.1 Effective blood pressure management 
has been shown to decrease the incidence of stroke, 
heart attack, and heart failure.2-4 The American College 
of Cardiology/American Heart Association (ACC/
AHA) 2017 blood pressure guidelines recommended 
lower thresholds for diagnosing hypertension and ini-
tiating antihypertensive medication, and intensified 
the blood pressure goal to less than 130/80 mm Hg.5 
Changing practice standards to more intensive blood 
pressure goals requires significant adjustments by cli-
nicians and health care systems. In fact, new guideline 
uptake is often delayed, ignored, or sparsely applied.6 
Due to this dramatic change in hypertension practice 
standards, the ACC/AHA guidelines support interdisci-
plinary team-based care (TBC) for hypertension man-
agement.5,7 Additionally, the Centers for Disease Control 
and Prevention (CDC) and the Community Preventive 
Services Task Force (CPSTF) promote TBC to improve 
blood pressure control in their initiatives to prevent heart 
disease and stroke.8,9

The National Academy of Medicine defines TBC as 
“the provision of health services to individuals, families, 
and/or their communities by at least 2 healthcare pro-
viders who work collaboratively with patients and their 
caregivers—to the extent preferred by each patient—to 
accomplish shared goals within and across settings to 
achieve coordinated, high-quality care.”10 Specific goals 
for TBC in hypertension treatment are listed in Table 
1, and a checklist of key elements of TBC to consider 
before implementation are presented in Table 2. 
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ABSTRACT

Objective: To review the current literature regarding 
the clinical effectiveness and cost-effectiveness of 
implementing hypertension team-based care (TBC) 
interventions in the outpatient setting, and discuss 
challenges to implementation.

Methods: A literature review was conducted of meta-
analyses, systematic reviews, and randomized 
controlled trials comparing TBC models to usual care 
for hypertension management. 

Results: Compared to usual care, TBC models have 
demonstrated greater blood pressure reductions and 
improved blood pressure control rates. Evidence was 
strongest for models involving nurses and pharmacists 
whose roles included medication management, 
patient education and counseling, coordination of care 
and follow-up, population health management, and 
performance measurement with quality improvement. 
Although TBC results in an increase in health care 
costs, the overall long-term benefits support the cost-
effectiveness of these models over usual care. The 
most common barriers to TBC implementation include 
underutilization of technology, stakeholder engagement, 
and reimbursement issues.

Conclusion: Hypertension TBC models have been shown 
to be clinically effective and cost-effective, but 
continued research comparing different models is 
warranted to determine which combination of health 
professionals and interventions is most impactful and 
cost-effective in practice. An implementation science 
approach, in which TBC models unique to each 
organization’s situation are created, will be useful to 
identify and overcome challenges and provide a solid 
foundation for sustainment.

Keywords: blood pressure; pharmacist; nurse; nurse 
practitioner; cost-effectiveness; team-based care.
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TBC has been shown to have many advantages, 
including increased access to care due to expanded hours 
of operation and shorter wait times.11 Team-based models 
also provide effective and efficient delivery of patient edu-
cation, behavioral health care, and care coordination.12-14 
Patients are more likely to receive high-quality care when 
multiple providers, each with varied expertise, are on 
the health care team.11,15 Furthermore, clinicians report 
improved professional job satisfaction related to their ability 
to practice in environments where they are encouraged 
to work at the top of their licenses.16 Consequently, TBC 
has been accepted as a vital part of the patient-centered 
medical home (PCMH) model.17-19 Standards set by the 
National Committee for Quality Assurance (NCQA) include 
TBC as a requirement health systems must meet in order 
to achieve the highest level of PCMH recognition. While 
a team-based approach offers substantial benefits and 
is recognized as a marker of quality, implementation has 
presented various challenges, and the sustainability of 
these models in care settings has been questioned.20 In 
this article, we review the current literature regarding the 
clinical effectiveness and cost-effectiveness of imple-
menting hypertension TBC interventions in the outpatient 
setting. We also discuss the challenges and opportunities 
of implementing this strategy in health systems and com-
munity settings in the United States.

Evidence of Impact and Effectiveness
Various models of hypertension TBC have been shown 
to increase the proportion of individuals with controlled 

blood pressure and to lead to a reduction in both systolic 
(SBP) and diastolic blood pressure (DBP), resulting in 
a strong recommendation for TBC approaches by the 
2017 ACC/AHA blood pressure guidelines.5,21-25 There 
is great diversity in the types of hypertension treatment 
models studied, with few utilizing physician specialists 
and most utilizing nonphysician providers, such as com-
munity health workers, physician assistants, nurses, 
nurse practitioners, dietitians, social workers, and 
pharmacists.22,26-29 These professionals share duties of 
hypertension management with primary care physicians 
to reduce the burden of responsibility for care on any 
single provider type. TBC is patient-centered, and typ-
ically includes interprofessional collaboration, treatment 
algorithms, adherence counseling, frequent follow-up, 
home blood pressure monitoring, and patient self- 
management education. 

Numerous studies have supported implementation 
of TBC in recent years. A systematic review and meta- 
analysis of 100 trials of hypertension TBC involving 55,920 
patients concluded that the most effective blood pres-
sure–lowering strategies use multilevel, multicomponent 
approaches to address barriers to hypertension control. 
Nonphysician providers are often involved in measuring 
blood pressure, ordering and assessing laboratory tests, 
and titrating medications.30 Compared with usual care, 
TBC with physician medication titration resulted in reduc-
tions in mean SBP and DBP (6.2 mm Hg and 2.7 mm Hg, 
respectively), while TBC with nonphysician medication 
titration also resulted in reductions in mean SBP and DBP 
(7.1 mm Hg and 3.1 mm Hg, respectively).  

Nurses and pharmacists are specifically mentioned 
by the 2017 ACC/AHA blood pressure guidelines as 
essential members of the hypertension treatment 
team.5 Randomized controlled trials (RCTs) and meta- 
analyses of TBC involving nurse or pharmacist interven-
tions demonstrated greater reductions in SBP and/or 
greater attainment of blood pressure goals compared 
to usual care.21,26,31,32 The literature supports the roles of 
nurses and pharmacists in hypertension management in 
all aspects of care, including medication management, 
patient education and counseling, coordination of care 
and follow-up, population health management, and per-
formance measurement with quality improvement.33 

Table 1. Goals of Team-Based Care of Patients  
With Hypertension

• Improve clinical workflow

• Enhance patient education 

• Provide closer blood pressure follow-up

• Facilitate medication titration

• Facilitate laboratory follow-up

• Improve adherence

• Reduce clinician burn-out 

Adapted from 2019 AHA/ACC Clinical Performance and Quality Measures for 
Adults With High Blood Pressure.69
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Nurses 
Nurses are commonly part of TBC hypertension man-
agement programs. One meta-analysis and systematic 
review of international RCTs compared nurse, nurse pre-
scriber (United Kingdom), and nurse practitioner inter-
ventions for hypertension with usual care. Interventions 
that included a stepped treatment algorithm and nurse 
prescribing showed greater reductions in SBP (8.2 mm 
Hg and 8.9 mm Hg, respectively) compared to usual 
care.31 Similarly, models that utilized telephone monitoring 
demonstrated greater achievement of blood pressure tar-
gets, while those that involved home monitoring showed 
significant reductions in blood pressure. Another interna-
tional meta-analysis and systematic review of 11 nurse-
led interventions in hypertensive patients with diabetes 
demonstrated a 5.8 mm Hg mean decrease in SBP com-
pared to physician-led care. However, nurse-led care was 
not superior in achievement of study targets.34

A recent meta-analysis and systematic review, per-
formed by Shaw and colleagues, sought to determine 
whether nurse-led protocols are effective for outpatient 
management of adults with diabetes, hypertension, and 
hyperlipidemia. All of the included studies involved a 
registered nurse who titrated medications by following 
a protocol, and most were RCTs comparing the nurse 
protocols to usual care. Overall, mean SBP and DBP 
decreased by 3.86 mm Hg and 1.56 mm Hg, respec-
tively, while blood glucose and lipid levels were also 
reduced compared to usual care.24 

Limited RCT data have been published since the Shaw 
et al meta-analysis. A single-blind RCT was performed in 
an urban community health care center in China among 
patients with uncontrolled blood pressure (SBP ≥ 140 
mm Hg and/or DBP ≥ 90 mm Hg).35 The study group 
received care via a nurse-led model, which included a 
delivery design system, decision support, clinical infor-
mation system, and self-management support, and the 
control group received usual care. At 12 weeks, patients 
in the study group had significantly lower blood pressure 
than control patients, with mean SBP/DBP reduction of 
14.37/7.43 mm Hg and 5.10/2.69 mm Hg, respectively  
(P < 0.01). Improved medication adherence and increased 
patient satisfaction were other benefits of the nurse-led 
model. 

Nurse case managers (NCM) also play a critical 
role in hypertension management, coordinating health 
care services to meet patient health needs. Ogedegbe 
sought to evaluate the comparative effectiveness of 
home blood pressure telemonitoring (HBPTM)+NCM 
versus HBPTM alone on SBP reduction in black and 
Hispanic stroke survivors.36,37 NCMs evaluated patient 
profiles, counseled patients on target lifestyle behav-
iors, and reviewed home blood pressure data. At  
6 months, SBP declined by 13.63 mm Hg from base-
line in the HBPTM+NCM group and 6.31 mm Hg in the 
HBPTM alone group (P < 0.0001). At 12 months, SBP in 
the HBPTM+NCM group declined by 14.76 mm Hg, while 
blood pressure in the HBPTM alone group declined by  
5.53 mm Hg (P < 0.0001).

Pharmacists 
Clinical pharmacists are also widely utilized in TBC 
models for hypertension management. Typical models 
involve pharmacists entering into collaborative practice 

Table 2. Checklist for Team-Based Hypertension Care

Team members include a lead clinician, clinical support (ie, 
pharmacy, nurse, physician assistant), administrative support, 
and an expert for referral. Team meetings should occur at 
least quarterly to evaluate delivery of care for patients with 
hypertension.

Program Elements 

1. �Patient education materials or sessions on hypertension

2. �Availability of blood pressure–specific follow-up in 1 month 
(telephone based, with home blood pressure monitoring, 
telehealth, or clinical support or clinician follow-up)

3. �Ability of patients to contact team member in a timely fashion 
about hypertension concerns (telephone, secure electronic 
health record messaging, email, urgent appointments)

4. �Algorithm for medication titration led by clinical support team 
member and lead clinician supervisor

5. �Timely follow-up and monitoring of laboratory results, with 
titration by relevant drug class

6. Monitoring of adherence by using pharmacy fill data

7. �Provider-specific performance reports with hypertension 
metrics

Adapted from 2019 AHA/ACC Clinical Performance and Quality Measures for 
Adults With High Blood Pressure.69
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agreements with physicians, leading to optimization of 
medications, avoidance of adverse drug events, and 
transitional care activities focusing on medication recon-
ciliation and patient education in outpatient settings.30,38 
The largest and most recent meta-analysis of pharma-
cist interventions, conducted in 2014 by Santschi et al,23 
combined 2 previous systematic reviews to include a 
total of 39 RCTs with 14,224 patients.32,39 Pharmacist 
interventions included patient education, recommen-
dations to physicians, and medication management. 
Compared with usual care, pharmacist interventions 
showed greater reductions in SBP (7.6 mm Hg) and 
DBP (3.9 mm Hg).23 

Numerous studies substantiating the impact of 
pharmacist interventions on clinical outcomes have 
heavily influenced clinical practice and guideline devel-
opment. Carter et al conducted a prospective, multi-
state, cluster-randomized trial in 32 primary care clinics 
to evaluate whether clinics randomized to receive the 
pharmacist-physician collaborative care model (PPCCM) 
achieved better blood pressure outcomes versus clinics 
randomized to usual care.25 Investigators enrolled 625 
patients with uncontrolled hypertension, 50% of whom 
had a prior diagnosis of diabetes mellitus or chronic 
kidney disease. The primary outcome of blood pressure 
control at 9 months in the intervention clinics compared 
to the control clinics was 43% and 34%, respectively  
(P = 0.059). The difference in mean SBP/DBP between 
the intervention and control clinics for all patients at 9 
months was −6.1/−2.9 mm Hg. In a post-hoc analysis of 
patients with chronic kidney disease and diabetes, the 
pharmacist-intervention group had a significantly greater 
mean SBP reduction and higher blood pressure control 
rates compared to usual care at 9 months.40

A pre-specified secondary analysis from the Carter et 
al study determined that, in patients from racial minority 
groups, the mean SBP was 7.3 mm Hg lower in those who 
received the intervention compared to those in the control 
group (P = 0.0042).41 In patients with less than 12 years 
of education, those in the intervention group had a mean 
SBP 8.1 mm Hg lower than the SBP of those in the control 
group (P = 0.0001). Similar reductions in blood pressure 
occurred in patients with low income, Medicaid beneficia-
ries, or those without insurance. This study demonstrated 

that pharmacist interventions reduced racial and socio-
economic disparities in blood pressure treatment. 

Other studies of pharmacist interventions in under-
served populations have yielded positive results. In a ret-
rospective review of uninsured patients, blood pressure 
control rates in a pharmacist-driven primary care clinic 
ranked in the 90th percentile of NCQA benchmarks, and 
was superior to the 2013 reported mean for commercial 
insurers.42 Similarly, another retrospective cohort study of 
a PPCCM on time to goal blood pressure in uninsured 
patients with hypertension showed the median time to 
blood pressure goal was 36 days in the PPCCM cohort 
versus 259 days in usual care cohorts (P < 0.001).43 A 
post-hoc analysis revealed the mean time-in-therapeutic 
blood pressure range was 46.2% ± 24.3% in the PPCCM 
group and 24.8% ± 27.4% in the usual care group  
(P < 0.0001). The blood pressure control rates at 12 
months were 89% in the PPCCM group compared with 
50% in the usual care group (P < 0.0001).44 

Tsuyuki et al conducted the RxACTION study, a mul-
ticenter RCT evaluating the effectiveness of enhanced 
pharmacist care versus usual care in 23 Canadian 
community pharmacies and outpatient clinics following 
a 6-month intervention.45 Enhanced pharmacy services 
included pharmacist assessment of and counseling 
about cardiovascular disease risk and blood pressure 
control, review of current antihypertensive medica-
tions, and prescribing/titrating drug therapy, as needed, 
through independent prescriptive authority. Compared 
to the usual care group (n = 67), the intervention group 
had a reduction in SBP of 6.6 mm Hg (P = 0.006) and 
in DBP of 3.2 mm Hg (P = 0.01). This study expanded 
the pharmacists’ scope of practice, showing evidence 
for enhancing pharmacist roles on the hypertension 
care team. Tsuyuki et al also conducted the RxEACH 
randomized trial, which evaluated community pharmacist 
cardiovascular risk reduction interventions and showed 
an improvement in SBP and DBP, with reported results 
comparable to RxACTION.46

Victor et al conducted the landmark Black Barbershop 
Study, a cluster RCT involving 319 non-Hispanic black 
male patients with hypertension from 52 black-owned 
barbershops.47,48 Barbershops were assigned to 1 of 
2 groups. The control group consisted of barbers who 
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encouraged lifestyle modifications and made referrals 
to primary care providers. The intervention group had 
pharmacists who met regularly with participants at the 
barbershops and measured blood pressure, encouraged 
lifestyle changes, and prescribed drug therapy under 
collaborative practice agreements with physicians. Both 
groups demonstrated improvements in blood pressure 
outcomes, but the intervention group showed greater 
improvement in SBP and achievement of blood pressure 
goals compared to the control group. The results in the 
intervention group proved sustainable over the course 
of a year, even after the frequency of pharmacists’ vis-
its was reduced. At 6 months, the mean SBP fell by  
27.0 mm Hg (to 125.8 mm Hg) in the intervention group, 
as compared to a 9.3 mm Hg (to 145.4 mm Hg) reduction 
in the control group (P < 0.001), and blood pressure less 
than 130/80 mm Hg was achieved among 63.6% of the 
participants in the intervention group versus 11.7% in the 
control group (P < 0.001). 

This community-level trial brought pharmacists to the 
barbershop and made them an essential part of the health 
care team through the endorsement of the barber, who 
the participants trusted and with whom they had a rela-
tionship. Long-standing issues related to distrust of the 
medical profession by this population were addressed, 
and trusted community barbershops were utilized as safe 
spaces for health care delivery. Health care professionals 
should consider utilizing community locations that other 
minority populations perceive as social centers and safe 
places, to reduce health disparities and barriers to care. 
However, models that bring care to patients need further 
economic and feasibility evaluations.

Other Health Care Professionals  
and Future Studies
In addition to models led by nurses and pharmacists, 
studies have also assessed models of TBC incorporat-
ing other health care professionals, including registered 
dietitians, medical assistants, community health workers, 
and health coaches (NCT02674464).49,50 Ongoing studies 
are also looking at the impact of TBC on underserved 
communities (NCT02674464, NCT03504124). Involving 
a variety of health care professionals with different com-
munities and populations in TBC studies is warranted to 

determine the optimal settings in which to utilize different 
skill sets.

The Impress Study involves nurses who are assessing 
lifestyle risk and developing an action plan according to 
a standardized procedure, which may be advantageous 
given the degree of heterogeneity found in other TBC 
models.51 There are also studies underway or recently 
published that compare different components of TBC in 
order to determine which combination of TBC elements 
is preferred. Some of these have shown the benefits 
of using clinical decision-support systems (through a 
guideline-based treatment protocol) or training programs 
with ongoing support.52,53 Continued research comparing 
different TBC models is needed to determine which com-
bination of health professionals and interventions is most 
impactful in practice. 

Cost-Effectiveness 
According to the CDC, TBC in hypertension management 
has proven to be cost-effective.54 Systematic reviews 
and meta-analyses assessing the cost-effectiveness 
of TBC in hypertension management have been con-
ducted.26,27,29,55-58 While the general consensus supports 
this approach as being cost-effective, these determina-
tions are based on studies that are widely heterogeneous. 
In each of these studies, different types of costs are taken 
into account when determining cost-effectiveness. The 
range of costs can be quite wide, depending on how they 
are calculated, making it difficult to determine the true 
cost-effectiveness of different TBC models. 

Intervention cost is represented by the amount of 
money spent to implement and maintain the interven-
tion beyond the cost of usual care or the cost without 
the intervention. For TBC, intervention cost consists 
of personnel resources such as provider time, patient 

Health care professionals should 
consider utilizing community locations 

that other minority populations perceive 
as social centers and safe places,  

to reduce health disparities and  
barriers to care.
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time, and non-personnel resources, including rent and 
utilities. Studies show that intervention costs for TBC 
can range from $35 to $1350 per person per year 
(mean, $618; median, $428).27,56 One analysis, based on 
20 studies comparing TBC to usual care, calculated an 
intervention cost of $284 per person per year,55 while 
another study showed an intervention cost of $525 per 
enrollee per year.56 Intervention cost can vary by the 
type of provider that is used, the amount of time spent 
per patient, and the setting where services are provided. 
Overall, the intervention cost of implementing TBC for 
hypertension management is consistently higher than the 
cost of usual care. 

Health care cost is another factor to consider. It is the 
difference in the cost of health care products and services 
that are utilized in the process of TBC, as compared to 
care that is provided in the absence of TBC. Health care 
costs include the costs associated with hospitalizations, 
outpatient visits, emergency room visits, and medica-
tions. One study estimated a median health care cost of 
hypertension TBC of $65 per person per year.55 Overall, 
studies evaluating the impact of TBC for hypertension 
management on health care costs were mixed, with 
some showing that TBC resulted in an increase in health 
care cost, and others showing a savings compared to 
usual care.58 The variability in health care costs was due 
to the different number of health care components and 
comorbidities of the patients included in the studies. 
Also, study duration affected the estimated health care 
costs of TBC. Most studies did not assess long-term 
health care cost savings that could be achieved from 
prolonged blood pressure control.58 When considering 
both intervention and health care cost, Jacob et al esti-
mated that TBC increased overall net cost by a median 
value of $329 per person per year.55 While some studies 
did attribute an overall reduction in health care costs to 
TBC for hypertension management, on average, team-
based models increased health care costs compared to 
usual care.27,29,55,58,59

However, health care costs do not take into account 
the long-term reductions in morbidity and mortality or 
increased quality-adjusted life years (QALY) that result 
from improved blood pressure control attributed to TBC. 
In most cost-effectiveness studies, an intervention is 

considered to be cost-effective if the cost per QALY 
gained is less than the accepted threshold of $50,000.55 
One study estimated that the cost per QALY of TBC in 
hypertension management is $4763,55,60 while another 
study estimated a median cost per QALY of $9716 to 
$13,992.55 A systematic review of 34 international studies 
estimated the median cost per QALY to be $13,986, 
ranging from $6683 to $58,610.57 The wide range in cost 
can be attributed to the variability in interventions, health 
outcomes used to measure effectiveness, and the set-
tings and countries where the studies were conducted. In 
another study, a TBC intervention involving pharmacists 
resulted in a cost per QALY of $26,800.61 The intervention 
was found to be cost-effective for higher-risk patients, 
defined as those having diabetes, a smoking history, dys-
lipidemia, or obesity. For patients who did not have these 
risk factors, the cost per QALY increased to $43,330.61 
Thus, the patient population should be considered before 
implementing a TBC model. Furthermore, the increased 
use of technology, allowing for more efficient provision of 
services and communication between providers, could 
reduce intervention costs and lead to increased cost 
efficacy in these models. 

The variation in the models used for TBC makes it 
difficult to draw conclusions on the cost-effectiveness of 
these interventions. Although it is apparent that TBC in 
general is cost-effective, more studies are needed com-
paring different team-based models to determine which 
specific ones are most cost-effective.

Challenges to Implementation of  
Team-Based Care
Recognizing and addressing the challenges inherent to a 
TBC approach is important to the sustainability of such a 
model within various settings and institutions. Numerous 
studies conducted on team-based models have identified 
common challenges that appear to be consistent across 
multiple settings. These challenges can be categorized as 
financial, provider-specific, and technology. 

Financial Barriers
Although studies have demonstrated the cost-effective-
ness of controlling hypertension and preventing serious 
complications, health systems are still confronted with the 
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challenge of covering the cost for TBC implementation and 
maintenance.29 The 2 main financial barriers for TBC ser-
vices are stakeholder engagement and reimbursement for 
services. According to Kennelty et al, stakeholder engage-
ment is key to the sustainability of the service.27 However, 
decisions by stakeholders on cost are influenced by many 
factors, which include available funds, perceived value, and 
estimates for return on investment. Additionally, interven-
tions must align with the organization’s mission and vision 
and be feasible to implement, and organizations must have 
the capacity for administrative support.29 These various 
financial decisions may greatly influence the sustainability 
of a TBC model. 

The reimbursement challenges for individual pro-
viders are an additional barrier to the sustainability of 
the service. In the United States, most providers are 
reimbursed via fee-for-service payment plans, but these 
plans do not reimburse all clinical providers because 
they are not all recognized as licensed providers.62,63 
For example, pharmacists are not recognized by the 
Centers for Medicare & Medicaid Services as licensed 
health care providers, which limits their ability to be 
reimbursed for clinical services provided outside of 
a traditional dispensing role. Furthermore, state laws 
determine the services nonphysician providers can offer 
and how they are recognized for reimbursement by 
tertiary payers. For instance, pharmacist roles, such as 
ordering labs and modifying or prescribing medication 
regimens, vary greatly between states.7,63,64 Financial 
barriers are a major challenge facing the sustainability of 
a TBC hypertension service, so including all stakehold-
ers in the decision-making process may improve the 
organization’s ability to sustain the service. 

Provider-Specific Barriers
Notable barriers that are attributed to providers include 
lack of knowledge, lack of time, lack of initiative to change 
blood pressure medications, and inability to reach inten-
sive blood pressure goals set in guidelines.29 Studies 
such as the SPRINT trial have significantly impacted 
clinical guideline cut-offs for blood pressure, but reach-
ing the intensive blood pressure goals from clinical trials 
is difficult to emulate in clinical practice.65 In a typical 
clinical setting, providers may lack the confidence to 

make adjustments in therapy based on a single blood 
pressure measurement, and clinical inertia, defined as 
failure of health care providers to modify therapy when 
indicated,66 may contribute to the inability to achieve 
blood pressure goals. Many factors contribute to clinical 
inertia, including lack of knowledge, time, or clinical pro-
tocols on how to modify therapy, causing providers to 
delay clinical decisions. Implementing site-specific pro-
tocols and utilizing hypertension specialist health care 
professionals in TBC can address the barriers contribut-
ing to clinical inertia. 

Technology Barriers
A common barrier in a variety of services, but especially 
prevalent in a TBC service, is access to an electronic 
health record (EHR) for all providers treating the patient. 
Some providers who are not directly tied to the same 
clinical site as the patient’s primary care provider may 
not have adequate access to the full EHR. For example, 
pharmacists who are managing hypertension in a TBC 
model in a community pharmacy may have access only 
to health information from prescription records. Patient 
interviews may not provide the pharmacist with ade-
quate information about laboratory results, vitals, and 
other medical information and history for the patient, 
making it difficult for the pharmacist to make a proper 
recommendation for treatment.27 Depending on the 
setting, communication between providers may be  
a barrier in achieving optimal outcomes, especially 
when providers do not have access to a shared  
medical record. 

In addition, patients often lack access to technology 
used to manage hypertension. Many new technologies 
exist that aid patients in managing their blood pressure, 
such as smart phone applications to track blood pressure 
readings and alarms to remind patients to take their med-

Although it is apparent that TBC in 
general is cost-effective, more studies 
are needed comparing different team-

based models to determine which 
specific ones are most cost-effective.
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ications. Studies have shown that telemonitoring of blood 
pressure measurements and management of hyperten-
sion, especially in combination with TBC, is effective and 
reduces costs compared to usual care.67 However, the 
lack of equal access to the various technologies available 
may inhibit the success of a TBC hypertension program. 
Patients may lack access, knowledge, or financial means 
to utilize the various methods available for managing their 
hypertension electronically.29

Conclusion
Incorporating nonphysician providers into the health care 
team for the treatment of hypertension has proven to 
be more effective than usual care and has been recog-
nized by recent guidelines as a best practice approach 
to achieving blood pressure goals. Multiple studies have 
demonstrated that TBC utilizing nurses and pharmacists 
can improve blood pressure management. While add-
ing members to the team increases health care costs, 
the long-term benefits of achieving optimal blood pres-
sure goals contribute to the overall cost-effectiveness of 
TBC strategies over usual care. However, comparisons 
between different TBC models are warranted to deter-
mine which combination of health care professionals 
and/or interventions is most effective. Cost-analysis 
estimates are difficult to compare due to widely varied 
methodology and variance in the models that have been 
employed. Studies must consider pathways to overcom-
ing reimbursement issues, provider-specific challenges, 
and technology barriers. Follow-up and monitoring after 
initiation of drug therapy for hypertension control should 
include systematic strategies to help improve blood pres-
sure, including use of home blood pressure monitoring, 
TBC, and telehealth strategies. Future implementation 
science approaches to hypertension TBC models within 
specific clinic settings will be useful to identify and over-
come challenges and will help to determine the popula-
tions who will benefit most, allowing for greater success 
in sustaining TBC models. 
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