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PERSPECTIVE
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Continuing professional development (CPD) is essential for
maintaining clinical competence for health care providers.
Keeping up to date with the latest evidence also helps to
maintain confidence in our clinical knowledge and our
patients’ and colleagues’ confidence in us as well. New
evidence from clinical observation, chart reviews, prospective
cohort studies, randomized trials, and meta-analyses helps us
improve our knowledge and skills. Clinical practice guide-
lines derived from the best of this evidence are critically
appraised and reviewed by national content experts, and
using some form of consensus process, revised, and updated
over time. Guidelines provide signposts for clinical practice,
helping clinicians remain at the cutting edge of best practices.
Putting this new knowledge into practice is facilitated by the
principles of Education Theory. This process can be con-
trasted with the “infodemic” on COVID-19, including its
adverse impact on hypertension management [1]. For the
management of the pandemic, the lack of explanatory and
even pragmatic controlled clinical trials, and reliance on
observational data, has led to heterogeneity of policies and
practice, with attendant erosion of confidence in the medical
system in many jurisdictions.

Hypertension guidelines are an excellent example of how
an organized process can positively impact practices even
though the subject matter is expansive, heterogenous, and
often seemingly conflicting. National hypertension guide-
lines are more similar than dissimilar despite often genuine

disagreements about the same data, and while differences
exist, the most important distinction is that substantial
changes in these guidelines can occur over time. As an
example, in 2017 evidence from the SPRINT study [2]
pushed the American Heart Association (AHA) to a tipping
point for lower blood pressure targets, and the need for a
well-coordinated national approach to CPD. The new
guideline changed blood pressure diagnostic and treatment
thresholds and targets, and was accompanied by a massive
educational process, including published manuscripts,
online resources, toolkits for clinicians, patients, and allied
health care applications, all coordinated through the AHA
website [3]. A national surveillance effort to assess the
uptake of the new guidelines and their impact will be
conducted as new data are released on a biennial cycle [4].
The importance of maintaining consistent implementation
and dissemination strategies is shown by recent surveillance
data from Canada—once a world leader in hypertension
awareness treatment and control—demonstrating how con-
trol rates can fall when these efforts miss their mark.

In the 2000s, CHEP, the Canadian Hypertension Edu-
cation Program was a uniquely Canadian knowledge
translation (KT) program focused on improving the
awareness, treatment, and control of hypertension through
the dissemination and implementation of evidence-based
guidelines and recommendations [5]. Its Implementation
and Dissemination Task Force was composed of multi-
disciplinary and interprofessional health care volunteers: all
hypertension experts, organized into committees and task
forces whose energy and commitment sustained and
ensured program success [6]. Hypertension treatment in
Canada improved significantly between 1990 and 2000,
attributable to the combination of a strong, publicly funded
primary health care system and a national strategic plan
supporting the development and widespread implementa-
tion of clinical practice guidelines, as well as national and
regional monitoring, with engagement and financial support
from the national public health agency [7, 8]. By the mid-
2000s, Canada emerged as a world leader in hypertension
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care, with nationally reported rates of hypertension treat-
ment at 80% and control in both men and women at 68%,
outperforming other countries over the same time period
[9]. In partnership with the Public Health Agency of Canada
and Statistics-Canada providing access to national data-
bases, an association between Canada’s hypertension KT
program and improved cardiovascular outcomes was
found [10].

These results supported the clinical practice guideline-
based undertaking of knowledge generation, knowledge
dissemination and implementation, and evaluation of pro-
cess effectiveness. Following these publications, Canadian
hypertension experts were invited to partner with hyper-
tension experts in other countries [11]. These included
Brazil, Saudi Arabia, Vietnam [12], Mongolia, and Russia,
and recently China [13] to improve the awareness, treat-
ment, and control of hypertension with interventions based
on CPD principles and patient engagement strategies. As an
example, in the Yaroslavl region of Russia, the program
included a strong emphasis on CPD and over 4 years was
associated with a 95% relative increase in control of
hypertension, and an almost 25% reduction in stroke inci-
dence [14]. A key factor in the success of each of these
countries was governmental support for the hypertension
program and committed hypertension experts linked to
national and local hypertension societies, all of whom
actively focused on implementation efforts.

Dissemination and implementation of the Canadian
hypertension guideline was the responsibility of the
Implementation Task Force, composed of many multi-
disciplinary and interprofessional subgroups each focused
on only one or two tools or educational resources. Each
subgroup had strong clinical community roots, could per-
form focus groups, had linkages to national professional
organizations (family medicine, nursing, dietitians, phar-
macists, etc.), and included at least one guideline developer
to ensure accuracy in interpreting the practice guideline.
The linkage back to the hypertension guideline was critical
to ensure accuracy when translating a difficult to implement
recommendations into feasible actions for primary care.
Task Force leads and subgroup members were volunteers
who could request assistance from Hypertension Canada’s
staff. Subgroup leads were chosen for their expertise, pas-
sion, and academic interest in the topic of focus, and it was
expected that volunteers would publish reports stemming
from their work. A small amount of financial or staff time
resource was all that was usually required by each subgroup
to complete tasks. Each of the educational tools was
developed with the specific KT goal of changing behaviors
to improve health outcomes [15]. These tools were devel-
oped based on adult learning principles, also recognizing
different learning styles and directed at doctors and other
health care professionals [16, 17]. CPD was used to bridge

the gap between up-to-date evidence-based recommenda-
tions and application into clinical practice.

The change in government support led to a focus on
other sources of revenues to cover expenses, and coupled
with a change in strategic direction in 2011 where staff
became responsible for determining the project priorities
asking the volunteers to assist, resulted in fewer, but more
resource-intensive products. This change led to sharp
reductions in volunteer driven implementation and dis-
semination efforts, in favor of paid staff leading these
efforts. The committees of grass-roots members and lin-
kages to national organizations were largely lost and many
volunteers became inactive. Support for national CPD and
ongoing monitoring from the federal government dwindled,
possibly due to the assumption that the excellent control
rates would simply continue. Similarly, support from the
pharmaceutical industry was reduced as patents for anti-
hypertensive agents expired. Additional factors impacting
on implementation and dissemination efforts included
declining government support for hypertension surveil-
lance, industry partnership terminations, and the restruc-
turing of several hypertension organizations into one larger
organization, with much less emphasis on guideline
implementation and evaluation.

In a recent Canadian surveillance study on hypertension
rates, Leung et al. [18] found blood pressure treatment and
control rates remained stable from 2007 to 2017 in men, at
78.9% and 65.4% respectively, however, over the same time
period treatment and control rates for women, fell from 82.2
and 67.0% to 65.2 and 49.2%. Such a sex disparity is
alarming, since death and disability rates will increase as BP
control falls. The reasons underlying these sex differences are
unclear and do not appear to be associated with any significant
demographic shifts or differences in the frequency of hyper-
tension or related comorbidities in the general population.

In summary, hypertension awareness, treatment, and
control in Canada improved following dissemination and
implementation CPD programs produced by volunteer
hypertension experts linked to national guideline develop-
ment, working through multidisciplinary and interprofes-
sional teams, and partly supported by national public health
organizations. Improved hypertension control rates were
associated with improved national outcomes, coupled with a
more educated and integrated health care community. We
have now documented that straying from the principles of
CPD can erode and reverse previous achievements. Our
challenge is now to assess, adapt, and then regain our pre-
vious accomplishments.
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