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Presenter Notes
Presentation Notes

HEARTS in the Americas and the Global HEARTS Initiative is a community and primary care-based program that focuses on increasing
hypertension control and cardiovascular secondary prevention.  It initially focused on hypertension, since  hypertension is the leading CVD risk factor globally.  It is a new initiative that was initially planned primarily by leadership of the Pan American Health Organization (PAHO) of the World Health Organization (WHO) early in the 2010 decade. A first meeting of stakeholders took place in Miami in 2013.  Soon there after, Barbados signed on and launched a HEARTS demonstration site at the University of West Indies-Cave Hill campus and Chile, Colombia, and Cuba quickly followed.  The first publication of the to be HEARTS program was published in 2016.  HEARTS in the Americas has been met with tremendous success and to date there are now 29 countries implementing and delivering HEARTS with an impact of over 20 million lives.

The foundation of HEARTS is the HEARTS Technical Package shown on the bottom of this slide.  It consists of 6 detailed modules that follow the HEARTS initials, H for healthy lifestyles, E for evidenced-based treatment protocols, A for access to medication and technology, R for risk-based CVD assessment and management, T for team-based care and S for systems for monitoring.  On a personal note, I would propose that the E module is the heart of HEARTS in that it details appropriate blood pressure measurement and the importance of having a small pharmacologic antihypertensive medication formulary that is uses in a simple, standardized, straightforward pharmacologic hypertension treatment protocol or algorithm.
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WHO Guideline for the Pharmacological Treatment of Hypertension in
Adults: Scope and Objectives
(Almakki, DiPette, Whelton, et al. Hypertension 2022)
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Calibrated
Outcome HR (95% CI) P value Calibrated HR (CI) P value
Acute myocardial infarction 1.10 (1.04-1.17) <0.01 1.11 (0.95-1.32) 0.19
CVEs 1.04 (0.99-1.10) 0.12 1.06 (0.90-1.25) 0.49
Heart failure 1.02 (0.94-1.11) 0.64 1.03 (0.87-1.24) 0.68
Stroke 1.06 (1.00-1.12) 0.06 1.07 (0.91-1.27) 0.40

Calibrated hazard ratios (HRs), Cls, and P value are calibrated empirically using the distributions of positive and negative con-
trol outcomes to minimize residual systematic error (see Methods for detailed description). ACE indicates angiotensin-converting
enzyme; ARB, angiotensin receptor blocker; CVE, composite cardiovascular event; HR, hazard ratio; NHIS, National Health Insurance
Service; NSC, National Sample Cohort; and PS, propensity score.

Primary Effectiveness Outcomes for ACE Inhibitors Compared With ARBs
(on-Treatment, PS Stratification, Excluding NHIS/NSC)
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Risk of cardiovascular outcomes in ACE (angiotensin-converting enzyme) inhibitors vs angiotensin
receptor blockers (ARBs) across all databases.

DATA NOT SHOWN: ARBs had significantly lower risk of angioedema,

cough, pancreatitis, and Gl bleeding
(Chen et al., Hypertension. 2021;78:591 - 603)



All-cause mortality/
100 patient years
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All-cause mortality in the single-pill concept (SPC) vs Results for the composite outcome of all-cause hospitalization
multipill combinations (MPC) groups and all-cause death.
Figure shows the results for the hazard ratios for the time to the first event
Figure shows the number of all-cause mortality per observed 100 regarding the predefined composite outcome of all-cause death and all cause
patient-years in the respective cohorts. Comparisons are done hospitalizations based on a comparison of propensity score—-matched single-
between matched SPC versus MPC cohorts. pill concept (SPC) versus multipill combinations (MPC) cohorts.
CAR/AML indicates candesartan/amlodipine; RAMI/AML, CAR/AMLO indicates candesartan/amlodipine; RAMI/AMLO,
ramipril/amlodipine; VAL/AML, valsartan/amlodipine; and ramipril/amlodipine; VAL/AMLO, valsartan/amlodipine; and VAL/AMLO/HCZT,
VAL/AML/HCTZ, valsartan/amlodipine/hydrochlorothiazide. valsartan/amlodipine/hydrochlorothiazide.

(START STUDY: Schmieder et al., Hypertension. 2023;80:00-00. DOI: 10.1161/HYPERTENSIONAHA.122.20810)
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DiPette DJ, et al. Standardized treatment to improve hypertension control in primary health care: The HEARTS in the Americas Initiative. J Clin
Hypertens (Greenwich). 2020 Dec;22(12):2285-2295. doi: 10.1111/jch.14072.
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The Hypertension Clinical Pathway is the fundamental tool for the HEARTS implementation, catalyzing

the recommendations of the new WHO CPG and the Drivers for Hypertension Control.




Relationship between the COVID and NCD
pandemics: the perfect storm

DiPette, Ridley 2020
Skeete, Connell, Ordunez, DiPette Integrated Blood Control. 2020


Presenter Notes
Presentation Notes
The 2 pandemics are interrelated, each making the other worse.  Because we are paying so much attention to COVID, and rightly so, people may be skipping appointments and not going to their doctors.  This interruption of the management of non communicable conditions like hypertension worsens the chronic, underlying, non-communicable disease pandemic and increases the burden of non-communicable diseases like HTN.  That in turn leads to worsening comorbid conditions with COVID which of course increases COVID morbidity and mortality, making the COVID pandemic worse.  So it’s a perfect storm.
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The Hypertension Clinical Pathway is the fundamental tool for the HEARTS implementation, catalyzing
the recommendations of the new WHO CPG and the Drivers for Hypertension Control.




Cardiovascular outcomes in adults with hypertension with
evening versus morning dosing of usual antihypertensives in
the UK (TIME study): a prospective, randomised, open-label,
blinded-endpoint clinical trial

Isla S Mackenzie, Amy Rogers, Neil R Poulter, Bryan Williams, Morris | Brown, David | Webb, lan Ford, David A Rorie, Greg Guthrie, | W Kerr Grieve,
Filippo Pigazzani, Peter M Rothwell, Robin Young, Alex McConnachie, Allan D Struthers, Chim C Lang, Thomas M MacDonald, on behalf of the

TIME Study Group™ -Mackenzie et al., Lancet 2022; 400: 1417-25
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point of withdrawal) L :
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(Mackenzie et al., Lancet 2022; 400: 1417-25)
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Hypertension Clinical Pathway: HEARTS Blueprint for
Detection and Treatment of Hypertension: Closing Thoughts

“START WITH THE END IN MIND”: INCREASING HYPERTENSION CONTROL

 Comprehensive, evidence-based, aligned with current major hypertension guidelines (WHO)
 Combines the key components of detection and treatment

» Stresses the importance of the use of a standardized, straightforward, and simple treatment
algorithms/protocol

* Details the use of two medications (two-pills or preferably a single-pill, fixed dose
combination) in the initial treatment in newly diagnosed hypertension

* Importance of timely patient follow-up, rapid titration, and vaccinations
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