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Preempting Stage A Heart 
Failure In Primary Care

VERA BARTON-MAXELL, PHD, 
APRN, FNP-BC, CHFN

Primary care providers in ambu-

latory care settings see patients 

with heart failure (HF) daily. Most 

of these individuals are not established 

with cardiologists. The challenge is to 

identify these patients and aggressively 

address the risk factors that have put 

them in jeopardy for the only cardio-

vascular (CV) condition that remains 

on the rise in the United States.

The number of adults living with HF 

has increased from about 5.7 million 

(2009-2012) to about 6.5 million (2011- 

2014).1 Hospital admission rates for 

patients with HF have increased approx-

imately 150% over the past 2 decades. 

Estimated direct and indirect costs of HF 

in the United States total $39.2 billion. 

Despite advances in HF care and the 

emergence of evidence-based thera-

pies (EBTs), morbidity and mortality 

rates remain unacceptably high, with 

all-cause mortality increasing after 

each hospitalization.

Hypertension (HTN) and coronary 

artery disease are the 2 most important 

causes of HF in the United States. 

To concentrate therapies on aggres-

sive management of risk factors by 

identifying those most likely to develop 

HF and experience progressive disease, 

the American Heart Association (AHA), 

in conjunction with the American 

College of Cardiology (ACC), devel-

oped 4 stages of HF.2 The stages range 

from stage A, signaling a “high risk of 

developing HF,” to stage D, signaling 

“advanced HF,” and treatment plans 

are provided for each stage. Unlike the 

New York Heart Association’s functional 

classes, which are symptom-based 

and fluid, the AHA/ACC stages of HF 

are progressive and unidirectional. 

Once a patient has been staged, there 

is no going back. The best hope is 

for stagnation.

Stage A heart failure describes 

patients at high risk of HF who are 

without symptoms or evidence of struc-

tural heart disease. Stage A includes 

individuals with diabetes, HTN, meta-

bolic syndrome, obesity, atherosclerotic 

disease, a family history of cardiomyop-

athy, or a personal history of cardiotoxin 

ingestion. Goals of therapy for stage A 

patients include a heart-healthy life-

style and prevention of vascular and 

coronary disease and left ventricular 

(LV) structural abnormalities. Because 

these patients have already been iden-

tified as stage A, education about the 
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importance of adherence to thera-

peutic lifestyle modifications, including 

exercise, weight loss, smoking cessa-

tion, and EBT regimens, should take 

on deserved urgency. Generally, 30 

minutes of aerobic exercise 5 times per 

week is recommended. A heart-healthy 

diet needs to be individualized and 

culturally sensitive, emphasizing fruits, 

vegetables, whole grains, low-fat dairy 

products, poultry, fish, and nuts and 

limiting sodium, red meat, saturated 

and trans fats, and sweeteners with 

sugar. Often, medications are required 

to achieve management goals. The 

use of angiotensin-converting 

enzyme inhibitors or angiotensin 

receptor blockers is appropriate 

for those with vascular condi-

tions or diabetes. Statin therapy 

should be initiated and optimized 

when appropriate.

For those patients who have 

heart failure with reduced ejec-

tion fraction (HFrEF), morbidity 

and mortality can be significantly 

improved with evidence-based 

pharmaceutical and implantable 

device therapies. A reduced ejec-

tion fraction (EF) is usually defined 

as ≤40%. There are millions of 

Americans with borderline EFs who 

are not receiving appropriate therapy. 

Asymptomatic LV dysfunction (ALVD) 

in patients signals stage B heart failure, 

indicating that there is structural heart 

disease but no signs or symptoms of 

HF.3 Yet these patients are also often 

followed in primary care without aggres-

sive management. Framingham data 

reveal that survival for those with even 

mild, sustained ALVD (EF between 40% 

and 50%) declines dramatically after 

diagnosis. Heart failure with preserved 

ejection fraction (HFpEF), formerly 

known as diastolic HF, accounts for 

50% of the HF population. HTN that 

has not been optimally controlled is the 

primary cause of HFpEF. The commonly 

ignored finding on an echocardiogram 

of any level of diastolic dysfunction is 

a salient warning of impaired LV relax-

ation. Without optimal blood pressure 

(BP) control, progression to HFpEF is 

predictable. Unlike recommendations 

for treatment of HFrEF with a prepon-

derance of EBT, to date, those for HFpEF 

concentrate on symptom manage-

ment and prevention strategies, with 

optimal BP control being paramount.

Although the ACC/AHA 2017 guide-

lines for HTN highlight the need for 

proper methodology in monitoring and 

categorizing patients, as well as advo-

cating the use of home BP monitoring, 

the take-home message is clear: Lower 

is better.4 Elevated BP is now defined 

as ≥120 to 129/<80 mm Hg with stage 

1 HTN as 130 to 139 systolic or 80 to 

89 mm Hg diastolic and stage 2 HTN 

as ≥140/90 mm Hg. A meta-analysis 

of 16 CV trials by Thomopoulos et 

al found that in those patients with 

increased CV risk (defined as age >75 

years, with established vascular disease 

and chronic renal disease), a systolic 

BP of <120 mm Hg was associated 

with a significant decrease in HF and 

CV deaths.5

Patients with symptomatic HF and/or 

structural heart disease are best cared 

for in the expert hands of specialists 

in cardiology, HF, and electrophysi-

ology. The best way to combat the HF 

epidemic is the prevention of progres-

sive HF. Care of patients with stage A 

heart failure who deserve the hope for 

a long and healthy life without progres-

sion to advanced HF lies squarely in 

the realm of primary care.

AHA recommendations for a 

heart-healthy lifestyle can be found 

at heart.org n
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New Hypertension Guidelines Controversial, 
But Beneficial

CECILIA PESSOA GINGERICH

A study comparing the 2017 

American College of Cardiology/

American Heart Association 

(AHA) Guideline for the Prevention, 

Detection, Evaluation, and Management 

of High Blood Pressure in Adults with 

the previous 2014 guidelines found 

that the new guideline significantly 

increased the prevalence of hyperten-

sion by 31.3 million (13.5%) US adults.

The 2017 guidelines, announced 

last fall at the AHA Scientific Sessions, 

defined hypertension as blood pres-

sure (BP) at or above 130/80 mm Hg, 

while the 2014 guidelines identified 

hypertension for patients with BP 

≥140/90 mm Hg.

According to these definitions, the 

2017 guidelines identified the preva-

lence of hypertension as 45.4% (95% CI, 

43.9%-46.9%), representing 105.3 (95% 

CI, 101.9-108.8) million US adults. This 

was significantly higher than estimates 

according to the 2014 guidelines, which 

indicated a prevalence of 32.0% (95% 

CI, 30.3%-33.6%) or 74.1 (95% CI, 70.3-

77.9) million individuals.

Compared to the full achievement 

of the 2014 guideline, the fulfillment 

of the 2016 guideline would reduce 

major cardiovascular disease (CVD) 

events, including nonfatal strokes, 

nonfatal myocardial infarction, and 

cardiovascular deaths, by 23% annu-

ally in US adults ≥40 years.

If all Americans 40 years an older 

met the 2017 guidelines treatment 

goals for systolic BP, 610,000 major 

CVD events and 334,000 total deaths 

could be prevented annually, estimated 

study authors Joshua D. Bundy, PhD, 

MPH; Katherine T. Mills, PhD, MSPH; 

Jing Chen, MD, MSc; et al.

“While both estimates are based 

on several assumptions, the major 

message is that the more complete 

achievement of either guideline 

CONTINUED ON PAGE 4 »

CONTINUED ON PAGE 4 »

Reducing Medication Costs Helps Heart 
Patients Comply with Drug Regimens

JENNA PAYESKO

Research presented by the Duke 

Clinical Research Institute at 

the 67th American College of 

Cardiology’s Annual Scientific Session 

found that heart attack survivors are 

more likely to comply with drug regi-

mens if vouchers waive co-payments.

The finding is based on a study, 

known as ARTEMIS, of 11,001 people 

treated for myocardial infarction (MI) 

at 300 US hospitals between June 2015-

2016. All of the patients studied had 

health insurance - 64% had private 

insurance, 42% were covered by 

Medicare and 9% Medicaid.

“Our study confirms some of our 

thoughts on how drug prices affect 

doctors and patients behaviors,” lead 

author Tracy Wang, MD, associate 

professor of medicine, Duke University 

School of Medicine, said in a statement.

Removing the financial barrier may 

increase the use of evidence-based 

therapies, improve patient adher-

ence to medications and potentially 

save lives.

About 17% of patients noted they 

did not previously fill a prescrip-

tion due to cost. In the study, doctors 

at participating hospitals provided 

usual care, but selected at random, 

roughly half of the sites, the cost of 

antiplatelet medications were offset 

by vouchers over the course of the 

study’s 1-year span.

Payment vouchers eliminated price 

differences between clopidogrel (Plavix), 

an older generic therapy, and ticagre-

lor (Brilinta), a newer and more effec-

tive version of the therapy. Clinicians 

had full discretion on which of the 

drugs to prescribe.

Findings concluded that clinicians 

were sensitive to patient cost concerns 

since more than 30% of doctors were 

more likely to prescribe the more effec-

tive drug when co-pays were covered.
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Patients given vouchers were 16% 

more likely to continue taking medi-

cation for a full year, as recommended.

When patients were asked about 

medication use, 80%-85% reported 

they filled all prescriptions continu-

ously, however, the study’s analysis of 

pharmacy fill data indicated that only 

55% were fully compliant.

Aside from the measure of medica-

tion use, researchers confirmed that 

more patients receiving pay vouchers 

adhered to recommended drug regi-

mens, however, the improvements did 

not appear to result in a reduced rate 

of death, MI or strokes compared to 

patients receiving usual care.

According to Wang, only 72% of 

patients took advantage of the provided 

copayment reduction voucher, which 

could be an indication as to why 

there was no clinical improvement. 

For those patients that did not utilize 

the vouchers, they were least likely 

to take prescribed medications and 

more likely to have poorer outcomes.

While financial burdens are an issue, 

further studies are needed to improve 

adherence and clinical outcomes.

“But we still have a lot of work to do to 

understand how we can both measure 

and improve treatment adherence,” 

Wang said. “We should consider copay-

ment reductions as part of broader 

initiatives to improve medication use 

and clinical outcomes.”

While the study found that elim-

inating co-payments improved 

medication prescribed and its use, it 

raises further questions. n

treatment goal substantially reduces 

CVD events in the United States,” wrote 

Lawrence J. Fine, MD, DrPH; David C. 

Goff, MD, PhD; and George A. Mensah, 

MD in an editorial response to the study.

“We estimated that the reduc-

tions of CVD events and total 

deaths were greater under the 

2017 hypertension guideline even 

when fewer patients achieve the 

BP treatment target compared 

with the 2014 hypertension guide-

line,” added Bundy, et al.

Additionally, the study authors 

included estimates of the adverse 

events likely to occur as a result 

of the full implementation of the 

2017 guidelines. They estimated 

the number of adverse events 

including hypotension (62; 95% 

CI, 37 to 86), syncope (32; 95% CI, 9 

to 54), electrolyte abnormality (31; 95% 

CI, 11 to 51), and acute kidney injury or 

acute renal failure (79; 95% CI, 25 to 134).

While the risks exist, the authors 

noted that the numbers needed to 

harm for adverse events are consider-

ably larger than the numbers needed to 

treat for CVD and all-cause mortality 

risk reduction.

“These risks are real but are convinc-

ingly infrequent and pale in comparison 

with the burden of stroke, heart failure, 

and death,” wrote Clyde W. Yancy, MD, 

MSc, and Gregg C. Fonarow, MD in an 

editor’s note. “We would surmise that 

treatment of hypertension per the 

2017 Hypertension Guidelines is safe.”

The editorial authors also called 

attention to the need for efforts to 

prevent hypertension, beginning in 

childhood and young adulthood. Citing 

prospective cohort data from Coronary 

Artery Risk Development in Young 

Adults (CARDIA) study, they point out 

that preventing hypertension may be 

possible and would reduce the need for 

pharmacologic treatment later in life.

“Preventing childhood obesity, 

reducing adult weight gain, 

and healthier diets, such as 

the Dietary Approaches to Stop 

Hypertension (DASH)/low-so-

dium dietary pattern, may all 

be important in an effective 

strategy for reducing hyperten-

sion prevalence, thereby reducing 

the number of individuals who 

require medications,” said Fine 

and colleagues.

Based on the risk and bene-

fits presented by Bundy, et al., 

the editors called for barriers to 

the 2017 guidelines to fall.

“It is our opinion that the time 

is on us to implement,” wrote Yancy 

and Fonarow.

The study, “Estimating the Association 

of the 2017 and 2014 Hypertension 

Guidelines With Cardiovascular Events 

and Deaths in US Adults,” was published 

in JAMA Cardiology. n
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Hard Pill to Swallow: Medication Adherence in 
Cardiovascular Disease

KARLA LANT

In the United States, medication 

adherence has evolved into a major 

public health problem, particularly 

as it relates to the management of 

cardiovascular disease (CVD), which 

is responsible for 1 in 4 deaths among 

American each year.1-2

Poor adherence to drugs prescribed 

to prevent heart failure (HF) is asso-

ciated with an increased number of 

emergency department visits related 

to CVD.3 In addition, failure to adhere to 

medication for hypertension increases 

the risk of hospitalization, re-hospital-

ization, and premature death by more 

than 5 times. If only 70% of patients 

with hypertension were adherent to 

their regimens, 46,000 deaths could 

be avoided annually.4-5

“It’s a huge problem,” Steven 

Nissen, MD, chairman of the Robert 

and Suzanne Tomsich Department of 

Cardiovascular Medicine at Cleveland 

Clinic’s Sydell and Arnold Miller Family 

Heart & Vascular Institute, told MD 

Magazine®. “We have great therapies. 

If people take them, they work. But 

medication adherence has always 

been a problem.”

Many Americans simply are not 

adherent to their medication regimens, 

and when that is the case for more than 

50% of patients with heart disease, 

it becomes a major problem.6 This 

does not sit well with Nisha Jhalani, 

MD, the director of clinical and 

educational Services at the Center 

for Interventional Vascular Therapy 

at NewYork-Presbyterian Hospital/

Columbia University Medical Center.

“The crux of long-term cardiology 

care is the medications,” Jhalani told  

MD Magazine®. “Many American patients 

aren’t adherent with their medications. 

One study showed 24% of patients, 

after a heart attack, didn’t even fill 

their medications within 1 week.” 7

Gregg C. Fonarow, MD, director of 

the Ahmanson-UCLA Cardiomyopathy 

Center, co-chief of UCLA’s Division of 

Cardiology, and co-director of UCLA’s 

Preventative Cardiology Program, 

told MD Magazine® that adherence is 

a critical part of not just treatment, but 

prevention of CVD—and that problem, 

he said, is not just an American issue.

“Even the World Health Organization 

has recognized that this is a worldwide 

problem,” Fonarow told MD Magazine®. 

“When Bill Clinton was prescribed a 

statin and didn’t adhere to it by his 

choice, against physician advice, he 

ultimately required a coronary inter-

vention type of surgery, so this impacts 

us at all levels. It’s so common.”

Won’t Patients Take Their Meds?
There are multiple reasons behind the 

national refusal to take medications. 

One obvious factor is cost.

“One reason that’s pretty important 

in a city like Cleveland is poverty,” 

Nissen said. “We’re the only developed 

country that does not have universal 

health care. It’s, frankly, a national 

embarrassment. People can’t afford 

their medications, and their cost 

has skyrocketed.”

Jhalani noted an anecdote of a 

patient she treated who was only 

taking half of her prescribed dose of 

blood pressure medication. She under-

stood that she needed it and wanted to 

at least take something. “She couldn’t 

afford to fill it for the whole month,” 

Jhalani said.

“That happens all the time,” 

Nissen said. “We just don’t have a 

good safety net for these people, 

and it results in their health being 

severely compromised.”

Although Fonarow pointed out that 

cost alone can’t explain the nation’s 

adherence problem. Even generics, 

often the most affordable medicines, 

have lower adherence rates than physi-

cians would like to see.

“You see this [even] in situa-

tions where there’s universal health 

insurance and coverage for medica-

tions,” he said.

Having too many pills to take is 

another frequent complaint physicians 

hear from patients, and it’s one Randall 

Zusman, MD, director of the Division 

of Hypertension at the Massachusetts 

General Hospital Heart Center and asso-

ciate professor of medicine at Harvard 

Medical School, has heard before.

“People don’t like to take medica-

tion, and I don’t really blame them,” 

Zusman told MD Magazine®. “When 

they’re taking a dozen or more pills a 

day, it can become burdensome, espe-

cially if they have to be taken more 

than once or twice a day. Taking some-

thing multiple times can be a challenge 

for even the most adherent patient.”

This is even more salient for patients 

with CVD, who frequently experi-

ence multiple serious disorders atop 

their heart issues, such as lung prob-

lems and diabetes. This means they 

are prescribed multiple medications, 

all of which are important for their 

continued health. For some heart 

patients, this is a drastic change and 

difficult to adapt to.

“People are often being diagnosed 

with something brand new and then 

transitioning from being very sick in 

the hospital to the outpatient setting,” 

Jhalani said. “That’s where we lose a lot 



July 2018

6

Bench to Bedside in Cardiology®

of patients. If it’s a new diagnosis and 

a lot of medications are being started, 

it can get very overwhelming, espe-

cially for those who came in with no 

health problems.”

Additionally, Fonarow said, there a 

general misperception where patients 

tend to believe that the more medica-

tions they are on, the sicker they are, 

rather than the more medications they 

are on, the better their health outcome 

is going to be.

“Patients ask, ‘How do I know the 

medication is working?’” he said. “’I 

started on it. I feel no different. Why 

do I need to continue on it?’”

Another compounding part of the 

problem is the asymptomatic, yet 

potentially deadly, nature of CVD. High 

blood pressure, for example, is often 

completely so. “It’s called the silent 

killer for a reason. Without symptoms, 

it’s easy for patients to forget to take 

medication or feel they don’t need to,” 

Jhalani said.

“People will take their pain meds 

because if they don’t, they suffer the 

pain,” Zusman said. “But for something 

that’s symptomless and painless, like 

blood pressure or cholesterol, they 

often won’t do so.”

Adverse effects are another often-

used justification for nonadherence, 

Zusman added. “Patients believe that 

some of the things they’re experi-

encing are [an adverse] effect of their 

medication, whether they are or not, 

so they will choose to discontinue the 

medication and then have to pay the 

consequences of not having taken 

it,” he said.

And finally, some patients simply do 

not want to take medication or honestly 

do not think they need to—no matter 

what the doctor says. “With the depen-

dence on the internet that we now all 

live with, there’s a chronic problem to 

resolve with patients,” Zusman said. 

“Dr. Google didn’t do well in medical 

school, but he’s very popular.”

Jhalani noted that there is a problem 

with patients thinking that their doctor 

is being overly cautious or that adding 

more meds to their regimens is over-

kill. “Every patient who has a stent, for 

example, should be on this medication 

even if their cholesterol is perfect,” she 

said. “But I think that just doesn’t hit 

home. Whereas we know that statins 

in anybody with coronary disease 

improve long-term outcomes.”

Adherence
Although it may not be a silver bullet, 

clear counseling of patients is essen-

tial to boosting compliance. Ensuring 

that patients know the reasons for their 

medications, and the consequences of 

not taking them, can be imperative in 

upping adherence.

“[Patients need to know] the reason 

to control their blood pressure is the 

prevention of stroke. The reason to 

control their cholesterol is the preven-

tion of heart attack,” Zusman said.

Nissen also noted the implications 

of noncompliance, which can result in 

“catastrophic complications,” he said. 

“The first step is to talk to the patient; 

when you have a critical medication, 

make sure that they understand that 

stopping the medication can have 

life-threatening implications.”

Active questioning of patients goes 

hand-in-hand with clear counseling. 

Nissen said that good physicians will 

ask their patients the questions that 

can be uncomfortable, such as if they 

have troubles paying for their medi-

cations. If the physician can help by 

prescribing a generic, they should, even 

if they are not as good, he added, since 

it is “far better than nothing at all.”

“If you don’t ask, you don’t find 

out,” he said.

“I’ll see a patient with high blood 

pressure who’s on 4 medications, and 

every single visit their blood pressure 

is through the roof,” Jhalani said. “The 

natural reaction is to keep up-titrating 

the medications. But we need to take 

the time to say, ‘Wait a second, how 

are you taking this medication? Are 

you taking it every single day? Are you 

taking it at the right time?’ Really dig 

into the medication use.”

Another strategy that has worked 

for Jhalani’s outpatients is home 

monitoring. She advises patients with 

hypertension to keep a blood pres-

sure cuff in their home. “I say, ‘Don’t 

change your medications based on 

it, but just see what happens. Right 

before you’re due for your next dose, 

just check and see. Even though you 

feel totally fine, your blood pressure 

may be 160 over 100,’” she said.

Along those lines, Jhalani also 

requires patients to bring their meds 

with them to appointments. “When 

the patient actually has the bottle in 

front of them, they are more likely to 

provide anecdotes about what they 

do at home,” she said. “Some patients 

will write down the indication for their 

medication on the pill bottle.”

She added that she and the patient 

can also see how many refills are 

remaining, which can provide supple-

mentary clues. “If I know I prescribed 

all of the medications 6 months ago 

and there are 2 refills left for [one of 

the medications], but no refills left for 

another, there’s a disconnect,” she said.

Some physicians utilize coordi-

nated care with the family as another 

strategy to improve adherence—espe-

cially for patients that are problematic 

or do not understand the importance 

of their medications.

“If you’ve endorsed a medication 

to a family member and shared your 

concerns, I think it goes a lot further,” 

Jhalani said.

“Our health system is really not set 

up for the true tracking of adherence,” 

Fonarow said. “Any list of medications is 

based on what the patient says they’re 

taking, but ideally, clinicians could see 

how often patients have renewed their 
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Low-Dose Triple Pill Lowers BP More Effectively 
than Usual Care

JENNA PAYESKO

A new study, presented today at 

the 67th American College of 

Cardiology Annual Scientific 

Session, concluded that initial use of 

low-dose triple combination therapy is 

a safe and highly effective strategy to 

rapidly achieve blood pressure control 

compared with usual care.

The Triple Pill, which combines low 

doses of 3 blood pressure-lowering 

medications, was found to signifi-

cantly increase the number of patients 

reaching blood pressure targets when 

compared with usual care. Researchers 

found no significant increase in adverse 

effects with the combination therapy.

“Most people — 70% — reached blood 

pressure targets with the Triple Pill,” 

lead study author Ruth Webster, MBBS, 

The George Institute for Global Health 

at the University of New South Wales, 

said in a statement. “The benefits were 

seen straight away and maintained 

until 6 months, whereas with usual 

care control rates were 55% at 6 months 

and even lower earlier in the trial.”

Findings demonstrated that early 

use of a low-dose 3 in 1 combination 

blood pressure lowering pill is safe and 

provides faster and better control of 

blood pressure as opposed to usual care.

This study, known as TRIUMPH, was 

the first large trial designed to test the 

theory that starting treatment with low 

doses of 3 drugs could better achieve 

blood pressure control versus usual care.

Webster said that combining the 3 

drugs in a single pill would make it 

easier for clinicians to not only prescribe 

treatment but for patients to adhere to it.

prescriptions and verify whether those 

records match what they’re reporting.”

Research has also proved that 

starting patients on new cardiovas-

cular medication regimens while they 

are still in the hospital is more effective 

than waiting until they are outpatients.

“We’ve shown much better outcomes 

when therapy was started in the 

hospital, taking advantage of that 

teachable moment,” Fonarow said.

Systematic discharge follow-up 

can also be somewhat effective. At 

NewYork-Presbyterian Hospital/

Columbia University Medical Center, 

Jhalani said the discharge team are 

responsible for reiterating the risks of 

not taking medicines to patients. “Our 

nurses also do follow-up discharge 

phone calls 2 or 3 days after patients 

are released from the hospital to 

confirm that patients are doing OK 

and to ask whether they filled all of 

the medications or have any ques-

tions,” she said.

Really, whenever possible, a simplified 

regimen is easier for patients to follow.

“Combination pills are fantastic, 

although they are often a bit costlier 

and insurance may be an issue. Barring 

that, though, combining 2 pills, going 

from 5 drugs to maybe 3, is a really 

good feeling for a patient,” Jhalani said.  

Bench to Bedside in Cardiology n
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“Based on our findings, we conclude 

that this new method of using blood 

pressure-lowering drugs was more 

effective and just as safe as current 

approaches,” Webster added.

TRIUMPH was conducted in Sri 

Lanka and enrolled 700 patients 

with an average age of 56 years, of 

which a majority of participants (58%) 

were women.

Participants had an average blood 

pressure of 154/90 mmHg, and more 

than half (59%) were receiving no treat-

ment to maintain levels before enrolling 

in the trial. In addition to high 

blood pressure, 32% of patients 

suffered from diabetes or chronic 

kidney disease.

Study patients were randomly 

assigned to receive either the 

combination pill which consisted 

of blood pressure medications 

telmisartan (20 mg), amlodipine 

(2.5 mg) and chlorthalidone 

(12.5 mg), or usual care —  

which meant that patients received 

doctor’s choice of blood pressure- 

lowering medication.

The primary outcome of the 

study was achieving a blood pres-

sure target at 6 months of <140/90 

mmHG or less (<130/80 mmHg in 

those with diabetes and/or chronic 

kidney disease).

Secondary outcomes included blood 

pressure control at 6 and 12 weeks, a 

mean change in systolic blood pres-

sure and diastolic blood pressure at 6 

months, tolerance to treatment at 6 

months, and self-reported blood pres-

sure lowering medication use.

Findings concluded that when 

comparing the 2 patient arms, a signifi-

cantly higher proportion of patients 

receiving the Triple Pill achieved their 

target blood pressure at 6 months. 

Average reduction in blood pressure 

was 8.7 mmHG for those receiving the 

triple-combination therapy and 4.5 

mmHg for those receiving usual care.

At the 6-month mark, 83% of partic-

ipants in the Triple Pill arm were still 

receiving the combination pill and 

one-third of those in the usual-care 

group were receiving at least 2 blood 

pressure-lowering drugs.

The largest difference between 

the 2 arms was observed at 6 weeks 

when 68% of those receiving the Triple 

Pill achieved a blood pressure within 

their target range, versus 44% of those 

receiving usual care. Researchers said 

that this represented a 53% reduction 

in the risk for high blood pressure in 

those receiving the Triple Pill.

The rate of patients having to change 

treatment due to side effects was not 

significantly different in the groups 

(6.6% for the Triple Pill and 6.8% for 

usual care).

Each of the drugs that make up the 

Triple Pill represent a different class of 

blood pressure medication and previous 

studies suggest that combining them 

results in synergistic effects. The 3 

medications also have proven highly 

effective in reducing blood pressure 

and preventing deaths and illness due 

to heart disease and strokes.

Researchers strongly support the 

strategy of early use of the Triple Pill 

therapy in all settings, especially in 

areas with an urgent need like low 

and middle-income countries that 

have great disease burden.

These findings are also important 

for high-income countries too.

“A control rate of 70% would 

be a considerable improvement 

even in high-income settings,” 

Webster said. “Most hyperten-

sion guidelines in these countries 

do not recommend combina-

tion blood pressure-lowering 

therapy for initial treatment in 

all people. Our findings should 

prompt reconsideration of recom-

mendations around the use of 

combination therapy.”

A follow-up qualitative study 

is being conducted to collect 

thoughts from patients and 

doctors about the Triple Pill. Researchers 

are also conducting a cost-effective-

ness evaluation to determine whether 

the Triple Pill is a cost-effective solu-

tion for blood pressure management.

In the US guidance released in 2017 

by the American College of Cardiology 

and the American Heart Association, 

it’s recommended to initiate treat-

ment if blood pressure exceeds 130/80 

mmHG, while European guidelines 

recommend that treatment should 

aim to achieve a blood pressure level 

of 140/90 mmHg or less. n
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