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ypertension is a major public health problem 
 affecting one in three adults in the United States.1 
More than 70% of routine hypertension care is 

provided by primary care clinicians in ambulatory care 
settings.2 However, patients with hypertension are often 
admitted to the hospital. McNaughton and colleagues found 
that more than 6 million ED visits over a 7-year period were 
related to hypertension as a primary diagnosis.3

More than 70% of patients with hypertension return 
home following a hospitalization.3 The data indicate that 
a high number of individuals with hypertension experi-
ence a transition of care when they are discharged back 
to the community from the hospital.4 Public health and 
medical experts suggest that patients are at risk for adverse 
events during transitions of care due to delays in medical 
follow-up, changes in medication regimens, and pending 
test results.5

Patients with hypertension are often in highly vul-
nerable health states after discharge. They may have been 
admitted for treatment of a serious cardiovascular disease; 
Cordero and colleagues studied over 1,000 consecutive 
inpatients with hypertension admitted to an inpatient 
cardiology unit and found over 75% were admitted with 
non-ST segment elevation myocardial infarctions (MIs), 
chest pain, heart failure, ST-segment elevation MIs, and 
atrial fi brillation.6

In addition, Axon and colleagues found that approxi-
mately 33% to 75% of patients remained hypertensive on 

discharge from the hospital.7 The presence of poorly con-
trolled BP is associated with more than 70% of fi rst-time 
MIs, strokes, and heart failure exacerbations.8 Uncontrolled 
hypertension may result in complications for patients who 
have been treated for a life-threatening comorbid condition 
and potentially contribute to further exacerbations of the 
respective illness.

This article describes the challenges of the transition 
from the hospital to home for patients with hypertension 
and discusses implications for NPs. There are many pos-
sible transitions of care, but the focus of this article is on 
the hospital-to-home discharge, as 70% of patients with 
hypertension are discharged home and back to the care of 
their primary providers.3

Hypertension is a major diagnosis seen in at least 
50% to 75% of hospitalized inpatients.6,7,9 Therefore, the 
literature related to optimal transitions for patients tran-
sitioning from hospital to home will likely be relevant 
for those with hypertension due to the lack of specifi c 
published research.

■ Factors associated with optimal transitions of care
There are four factors identifi ed by medical and public health 
experts as essential components of an optimal transition of 
care: the presence of knowledgeable hospital clinicians, 
antihypertensive medication reconciliation at discharge, 
patient information transfer between clinicians, and patient 
and family involvement.5,10
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Abstract: Approximately 50% to 75% of hospital patients have hypertension. At the 

time of discharge, patients experience a transition of care as they move from the 

hospital to home. This article describes the transition of care from the hospital to 

home for patients with hypertension and discusses practice implications for NPs.
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Presence of knowledgeable hospital clinicians. Hospital-
based clinicians may know about evidence-based hyperten-
sion management guidelines but exercise personal clinical 
judgment, which contributes to uncontrolled BP at dis-
charge. Bowman and colleagues suggest that well-trained 
clinicians constitute “the central backbone” of the care 
transition.10 Patients who are admitted to the hospital may 
receive care from hospital-based clinicians and/or resident 
physicians-in-training.

Over 50% of physicians in inpatient settings have 
knowledge of and use evidence-based guidelines for hy-
pertension management.11,12 In a 2010 study of over 181 
family medicine, internal medicine, and surgical residents, 
approximately 65% believed they base their decisions re-
garding hypertension treatment on the Seventh Report of 
the Joint National Committee on Prevention, Detection, Eval-
uation, and Treatment of High Blood Pressure guideline.11

Hospital-based clinicians may use their beliefs and/or 
clinical judgment to guide BP management in three ways. 
First, some physicians do not believe that BP should be 
controlled in the hospital.12 Clinicians may hold this belief 
because patients with hypertension are often hospitalized 
with comorbid problems that elevate BP (for example, vol-
ume overload or pain).13 There may be some belief that the 
elevated BP in hospitalized patients is not actually related 
to hypertension.14

Second, physicians may wait until BP levels are elevated 
(systolic BP over 160, diastolic BP over 100) to initiate and/
or intensify antihypertensive treatment.11,14 Finally, clinicians 
may be concerned about adverse reactions of many medica-
tions used to reduce acutely elevated BP without evidence 
that demonstrates risk-to-benefi t ratios.14 

Clinicians may know evidence-based therapies for 
hypertension but do not apply them when exercising per-
sonal clinical judgment. The end result may be patients 
who are discharged from the hospital with poorly con-
trolled BP. Clinicians often rely on their own judgment to 
manage hypertension in hospitalized patients, as widely 
used evidence-based guidelines do not address inpatient 
management.14 

Antihypertensive medication reconciliation at discharge. 
Individuals with hypertension may experience adverse med-
ication-related events, such as changed or missing medica-

tions in medication reconciliation of their antihypertensive 
medications during hospital discharge. Medication dis-
crepancies can affect patient outcomes. Medication rec-
onciliation is an important process to identify and prevent 
discrepancies; during the process, the clinician compares 
the medications that a patient should and actually be using 
to any new medications.15

Unroe and colleagues found that patients discharged 
from medical and cardiac units had at least 50% of their 

medications changed from admission.16 
Cardiovascular medications were the 
most frequently changed medications 
for discharged patients. Only 44% of 
the 196 patients who had medication 
changes at discharge were notified 
about the differences. These fi ndings 
have important implications for pa-

tients with hypertension at the time of discharge.16

According to a study conducted by Axon and col-
leagues, over 90% of physicians reported that patients 
with hypertension should be discharged on the antihy-
pertensive medication regimen established during their 
hospitalization.11 However, less than half of patients with 
hypertension may be aware that their antihypertensive 
medications have changed from their admission regimen. 
Patients could be at risk for adverse events if they are not 
aware of changes in their antihypertensive medications.

This premise is supported by Tsilimingras and col-
leagues, who found that 28% of 684 hospitalized patients 
experienced adverse events ranging from medication er-
rors to hospital readmissions.17 The investigators noted 
that 60% to 80% of patients in their study who had an 
adverse event after discharge had a diagnosis of hyper-
tension.17

Patient information transfer between clinicians. A trend 
exists in published research demonstrating incomplete 
and/or delayed communication between the sending in-
patient clinician to the receiving primary care provider 
at the time of discharge that in turn may yield negative 
health outcomes for patients with hypertension. Timely 
and accurate communication between clinicians is an 
important factor to ensure a smooth transition between 
the hospital to home.10

The content of the communication should include the 
principal diagnoses and problem list, clinical status, treat-
ment plan and goals, medications, test results, pending tests 
or studies, and recommended time frames for follow-up 
at discharge.5 Direct communication between clinicians 
often occurs in the form of a discharge summary and/or 
a verbal exchange between the inpatient and outpatient 
clinicians.9,18 Yet, there are disturbing trends of low com-

Only 44% of the 196 patients who had 

medication changes at discharge were 

notifi ed about the differences.
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munication from primary care providers who receive a 
verbal exchange up to 30% of the time or see a completed 
discharge summary in less than 50% of their patients 2 
weeks after discharge.9,18-20

Many reasons have been described in the literature for 
the lack of communication, including a lack of time, pre-
sumed adequacy and completeness of the discharge sum-
mary, difficulty reaching clinicians, lack of information 
feedback, and reliance on patients and families to provide 
updates.18,21 Primary care providers do not always consider 
the discharge summary to be adequate or complete because 
they do not receive consistent information regarding pend-
ing tests and/or changes in patients’ medications.21 In turn, 
the lack of timely and complete communication between 
providers may have a negative impact, as only 50% of pa-
tients with hypertension have controlled BP at the time of 
their fi rst follow-up visit.7

Patient and family involvement. Patients and families may 
not be optimally involved and/or satisfi ed with their transi-
tion home. Patient and/or caregiver involvement is identifi ed 
as a key factor in a successful transition because they are con-
stantly present before, during, and after a patient’s hospital 
stay.10 Bowman and colleagues note that how information is 
communicated to patients and families is important due to 
issues of cognitive impairment and health literacy.10

The assertions of Bowman and colleagues have relevance 
for those with hypertension because it is a risk factor for cog-
nitive impairment and dementia.22 Elevated BP is associated 
with lower health literacy.23,24 Therefore, individuals with 
hypertension may not receive or understand key discharge 
instructions from their clinicians in the presence of cognitive 
impairment and/or low health literacy.

Furthermore, the information may be poorly communi-
cated to patients and families from clinicians. Maniaci and 
colleagues found that patients were less likely than physicians 
to perceive that enough time was spent reviewing discharge 
instructions, speaking slowly enough to be understood, using 
understandable language, and  taking 
enough time to answer questions.25

The poor comprehension of post-
hospital discharge instructions was 
 illustrated by Albrecht and colleagues, 
who interviewed 450 patients discharged 
from medical-surgical units.26 Partici-
pants demonstrated poor understand-
ing related to follow-up appointments, medications,  exercise, 
and diet recommendations.26 The results are relevant 
for  patients with hypertension because taking antihyper-
tensive medication and lifestyle modifications (such as 
diet and exercise) are essential components of ongoing BP 
 management.27

Patients who do not speak English as their first lan-
guage may not understand their discharge instructions. 
Karliner and colleagues studied over 200 hospital patients 
with low English language profi ciency who had less under-
standing of their discharge instructions and medications 
compared with patients who were profi cient in English.28 
The investigators found that using professional interpret-
ers to convey discharge information yielded similar levels 
of understanding between patients with differing English 
language profi ciency.28

■ Implications for practice
There are three signifi cant issues for practice with the transi-
tion from the hospital to home for patients with hypertension. 
First, patients and families may assume a disproportionate 
amount of the responsibility for their own safe transition 
home. They receive discharge instructions from hospital 
clinicians that communicate important information regard-
ing follow-up visits, exercise, diet, obtaining and taking new 
medications, and other recommendations.

There is a presumption that patients and families can 
and will follow through all the discharge instructions within 
the prescribed time frames. Yet, patients with hypertension 
and their families may not be the optimal messengers of 
the continuing plan of care in the presence of low health 
literacy, cognitive impairment, or comorbid illness.22-24 The 
reality of patients bearing a major responsibility for their 
own safe transition home is not consistent with recom-
mendations from primary care, hospital, and emergency 
physicians as stated in the Transitions of Care Consensus 
Conference (TOCC).5

The members of the TOCC contend that the inpatient 
sending clinician bears accountability for a patient’s care 
until the receiving primary care clinician assures that the 
transfer of care and information is complete.5 Both hospi-
talists and primary care providers suggest that direct pro-
vider phone access and shared electronic medical records 

are two strategies that can enhance communication.22 Fur-
ther research and evaluation is needed to identify feasible 
and effective strategies to facilitate the communication and 
transfer of care between inpatient and outpatient clinicians.

Second, clinicians should consider creating and using a 
transition record rather than a traditional discharge sum-

The TOCC advocates use of a transition record 

that is developed once and revised as patients 

transition between providers and settings.
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mary as the electronic communication method of choice 
to complete the transfer of care. A traditional “discharge 
summary” is completed by inpatient clinicians at the time 
of patient discharge. The discharge summary consists of 
six items specifi ed by The Joint Commission (TJC) and 
includes:
• reason for hospitalization
• signifi cant fi ndings
• procedures and treatment provided
• patient’s discharge condition

• patient and family instructions
• attending physician signature.29

Primary care clinicians report that discharge summaries 
in this format are long and diffi cult to navigate with pages of 
data.22 The TOCC panel advocates use of a transition record 
that is developed once and revised as patients transition 
between providers and settings.5 The transition record is 
more comprehensive in scope and content than a traditional 
discharge summary with the six TJC elements.5

The transition record contains:
• principal diagnosis and problem list
• medication list
• names and contact information of coordinating clinicians
• patient’s cognitive status
• test results/pending tests
• emergency names and contact information
• treatment and diagnostic plan
• prognosis and goals of care
• assessment of caregiver status
• planned interventions
• advance directives.5

Transition records using TOCC elements have been 
studied to a limited extent and appear to improve discharge 
communication quality. For example, The TOCC elements 
appeared to perform better than TJC criteria in 1,246 dis-
charge summaries of patients hospitalized for heart failure.30 
The investigators determined that discharge summaries us-
ing more TOCC elements were associated with lower odds 
of patient readmission when compared with TJC discharge 
summaries after adjustment for patient and hospital char-
acteristics.30 The TOCC transition record criteria merits 
and needs further study to determine the effectiveness in 
improving discharge communication quality for patients 
with hypertension.

Finally, patients with hypertension need comprehensive 
support across care settings in managing their BP after 
they go home until they see their primary care provid-
ers. (See Guide to care for patients.) Only 50% of patients 
with hypertension had controlled BP less than 140/90 mm 
Hg at the time of follow-up.7 Patients with hypertension 
may benefi t from transitional programs that bridge the 
hospital-to-home environment. For example, the Care 
Transition Intervention (CTI) employed geriatric NPs as 
“transition coaches” who bridged the hospital and home 
environments.31

Transition coaches functioned as facilitators to foster 
self-management and communication between patients, 
families, and primary care providers rather than direct 
care providers.31 A transition coach initially connects with 
the patient in the hospital, reviews discharge medications, 
explains the electronic patient record access, encourages 

 Guide to care for patients

Going home from the hospital: When you have high 

blood pressure

There are four things that you and your family can do 
to keep yourself healthy until you see your primary care 
provider:

1.  Your blood pressure medicine might be different when 

you go home

 •  Bring a list of all your home medicines to the hospital

 •  Ask your hospital clinician about your blood pressure 
medicine

   – Was any medicine stopped?

   – Was any medicine changed?

   – Is any medicine new?

   – Are there medicine side effects?

2.  Contact information for your hospital clinician

 •  Ask the hospital clinician in charge for his/her contact 
information

 •  You, your family, or clinician  might have questions

3.  See your primary care clinician in 7 days after discharge

 •  Take your hospital discharge instructions to your 
offi ce visit

 •  There may be new blood pressure medicines

 •  There might be missing blood pressure medicine

4.  Check your blood pressure daily

 •  Your blood pressure might be high when you go 
home

 •  If you have a home blood pressure monitor or ma-
chine

   – Sit quietly for at least 5 minutes

   –  Take your blood pressure in the morning at the 
same time

   – Record the result, time, and date

 •  Bring the blood pressure record to your primary care 
providers’ offi ce

 •  You can also check your blood pressure at stores with 
free blood pressure machines

 •  Call your primary care provider if your blood pres-
sure is over 140/90 mm Hg

For further information about high blood pressure, please visit the American 
Heart Association’s website: (www.heart.org/HEARTORG/Conditions/
HighBloodPressure/High-Blood-Pressure_UCM_002020_SubHomePage.jsp).
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follow-up appointment scheduling, and keys in on red fl ags 
of symptoms and drug reactions.32 One home visit by the 
transition coach includes patient assessment, medication 
reconciliation, electronic portal update in the home, assur-
ing the primary care appointment is made, and reviewing 
when to call the primary care provider.32

The goal of the transition coach via the CTI is to em-
power individuals to better manage their health in four key 
areas: medication self-management, patient-centered re-
cord, follow-up, and red fl ags.32 Two groups of  investigators 
who used the CTI found lower readmission rates in the 
intervention groups compared with the control groups.32,33 
The CTI appears to be effective but has not been specifi -
cally tested in patients with hypertension. The assessment 
of key patient resources (such as health insurance) as an 
important function of transition managers was not directly 
described in the CTI.

Only 28% of patients who are uninsured have con-
trolled BP compared with more than 50% of patients with 
public or private insurance.34 Patients with hypertension 
need suffi cient resources to obtain and afford antihyper-
tensive medications and consistent access to primary care 
providers. There are two assumptions that can be drawn 
from the results that support further study. If at least 50% 
of hospital patients have a diagnosis of hypertension, many 
of the CTI study participants likely had hypertension and 
gained some benefi t from the intervention. More research is 
needed to test the feasibility and effectiveness of a transition 
manager-led intervention for patients with hypertension.

■ Transitioning successfully
Patients with hypertension may experience a transition 
of care after discharge home from the hospital and back 
to their communities. The period of transition may not 
always be safe and/or smooth for these patients. Both in-
patient and outpatient clinicians may have to think and 
act comprehensively as they share accountability and re-
sponsibility for the transition from hospital to home. One 
strategy may be to adopt more TOCC transition record 
criteria to improve the quality of discharge communica-
tions with other providers.5

Patients with hypertension and other comorbid diseases 
may benefi t from transitional care models that support them 
between their care settings and clinicians. There is an urgent 
need for more research to identify, describe, and understand 
the full scope of the transition of care from hospital to home 
with patients and their families. 
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