
Overcome Clinical Inertia to Control
Systolic Blood Pressure

G ENERATIONS OF physicians have learned
in lecture halls and clinics that normal
blood pressure (BP) is less than 140/90
mm Hg. During the past 30 years, an un-
ending stream of effective hyperten-

sion medications has been developed and marketed, and
classic epidemiologic studies and clinical trials have dem-
onstrated again and again the importance of aggressive
treatment of hypertension.

IMPORTANCE OF SYSTOLIC BP

But what do we do when one number is at goal and the
other is not? It is clear that in individuals younger than
50 years, diastolic BP (DBP) is the better predictor of fu-
ture complications of hypertension, whereas in those 50
years and older, systolic BP (SBP) is a better predictor of
future complication risk.1 Most individuals with hyper-
tension are 50 years or older, and for these patients, SBP
control is a high priority, even in the face of a perfectly
normal DBP reading.2,3 In fact, Framingham data indi-
cate that SBP alone correctly classifies hypertensive sta-
tus in approximately 98% of adult patients.4-6

To provide optimal care to our patients, it is criti-
cal that we address SBP, even when DBP is within the
reference range. Primary emphasis on SBP control in pa-
tients older than 50 years will significantly improve clini-
cal outcomes during at least a 14-year follow-up period,
as Sutton-Tyrrell et al7 note in this issue of the ARCHIVES.
These data from the Systolic Hypertension in the El-
derly Program demonstrate a 21% reduction in cardio-
vascular end points 14 years after initiation of treatment
directed at control of SBP. The data suggest that only ap-
proximately 5 patients need to have SBP controlled to pre-
vent 1 major cardiovascular event. Owing to issues of treat-
ment duration and crossover, this benefit estimate is likely
to be conservative. Moreover, early initiation of SBP treat-
ment, before the identification of vascular complica-
tions, further increased the likelihood of benefit.7

Concern remains that pursuit of SBP goals may lead
to excessively low DBP in some patients. The long-
standing debate about the potential disadvantages of DBP
less than 55 mm Hg continues, and prudence suggests
that DBP be maintained at approximately 55 mm Hg as
a minimum in most patients. However, the problem of
excessively low DBP is dwarfed by the much more com-
mon problem of uncontrolled SBP.

NEED FOR MULTIPLE AGENTS

Most patients with elevated SBP need aggressive treat-
ment to reach their evidence-based systolic goal of less
than 140 mm Hg. As understanding of BP treatment goals
evolves, we are beginning to see the importance of treat-
ing SBP not to less than 140 mm Hg but to less than 130
mm Hg or even less than 120 mm Hg for some groups of
patients, such as those with diabetes mellitus, conges-
tive heart failure, or chronic kidney disease. Nearly all
these patients are older than 50 years, and for most of
them, emphasis on SBP is well advised because it, rather
than DBP, is the variable that indicates the need for more
intensive therapy.

Results of recent studies8-10 reinforce the benefits of
thiazide diuretics and angiotensin-converting enzyme in-
hibitors as excellent choices for initial therapy. Most pa-
tients with hypertension will eventually require more than
1 antihypertensive drug to reach evidence-based levels
of control. We need to anticipate the use of more than 1
antihypertensive agent and explain to patients that when
the time comes for additional agents it does not neces-
sarily represent a failure of care but rather progression
of disease. The potential of weight loss, physical activ-
ity, and sodium restriction to improve BP should not sub-
stantially delay initiation or titration of drug therapy, es-
pecially in patients whose 10-year risk of cardiovascular
events exceeds 20%.11,12

Physicians need to do a better job of conveying to
patients the seriousness of elevated BP. Once patients have
internalized this message, they may be much more will-
ing to adhere to the pharmacologic and behavioral di-
mensions of an effective treatment regimen. Primary care
physicians are experts at individualizing care, and our
knowledge of the particulars of a patient’s case must also
enter into the selection of optimal therapy.13,14

THE PROBLEM OF CLINICAL INERTIA

Perhaps the most important action we can take to im-
prove hypertension treatment is this: make a move! Do
not waste office visits. Make a move whenever the pa-
tient has not yet reached his or her BP control goal. The
most common mistake in chronic disease care is not pre-
scribing the wrong drug or forgetting to check a creati-
nine or potassium level when indicated, it is failure to
initiate or titrate medications until important evidence-
based clinical goals are reached.

One of the major obstacles to better BP control is
clinical inertia. Clinical inertia may be simply defined as
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an office visit at which no therapeutic move was made
to lower the BP of a patient with uncontrolled hyperten-
sion. At a particular office visit, the likelihood that a pa-
tient with uncontrolled BP, blood glucose level, or blood
lipid levels will have medications started or titrated up-
ward is generally less than 20%.15 The average patient with
hypertension makes more than 5 office visits a year, yet
less than half of those with diagnosed hypertension have
reached evidence-based BP goals.

Clinical inertia can be a major threat to those with
multiple uncontrolled cardiovascular risk factors, such
as the estimated 24% of US adults with the metabolic syn-
drome. When multiple variables, such as SBP, low-
density lipoprotein and high-density lipoprotein choles-
terol levels, glucose level, and weight are not at goal, risks
multiply. There is clear evidence from many studies16-18

that in such patients, SBP control is among the most im-
portant clinical risk reduction strategies possible.

THE PSYCHOLOGY OF CLINICAL INERTIA

We physicians are tempted to lay the blame for clinical
inertia at the feet of our patients. Yet, there is accumu-
lating evidence to suggest that approximately 75% of the
time, physician inertia is the reason for the problem, and
approximately 25% of the time, failure to intensify treat-
ment is due to patient refusal or resistance.

We fail to recommend intensified treatment for a va-
riety of reasons, only some of which are legitimate. We may
not be thinking about hypertension if the visit is sched-
uled to address other concerns. We may not have enough
time in a short visit to address issues beyond the patient’s
list of concerns for the day. We often delay or defer treat-
ment of elevated SBP because DBP is normal or near nor-
mal. When we do recommend intensified BP therapy, pa-
tients may resist the suggestion for many reasons, such as
concerns about adverse effects or out-of-pocket costs of the
medications or to avoid more office visits or blood tests.
Many patients are concerned that BP medications may im-
pair sexual performance or have other adverse effects.

Furthermore, we may compound the problem by
suggesting to patients that elevated BP is “not too bad”
or “just a bit out of range.” Such messages may misrep-
resent the risk of complications to patients and may pro-
vide false reassurance that makes subsequent aggressive
treatment of hypertension more difficult. The situation
is even worse if we ourselves believe that hypertension
is a minor problem. Patients with elevated SBP experi-
ence a very high rate of major vascular complications and
kidney failure over time, as the data from Sutton-Tyrrell
et al7 illustrate.

OFFICE SYSTEMS TO COMBAT
CLINICAL INERTIA

Each office visit represents a precious opportunity to make
a clinical move that may benefit a patient. When a pa-
tient with uncontrolled hypertension leaves a physi-
cian’s office without some move being made to control
the hypertension, we have missed that opportunity.

Office information systems that track progress
on BP, glycated hemoglobin, or lipids can identify and

prioritize patients who need intensified therapy. In
the absence of such systems, we need to remember a
simple message: if SBP is 140 mm Hg or greater, we
ought to do something. Maybe we need not wait for the
next visit. Maybe we should do something now. A lot
of human suffering, much of it avoidable, hangs in the
balance.19
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