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Highly Interactive Multi-Session Programs
Impact Physician Behavior on Hypertension
Management: Outcomes of a New CME Model
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There has been much discussion and study about
the role of continuing medical education (CME)
in improving patient care. The authors describe
the processes used to develop and implement a
series of live, half-day, highly interactive CME
events that addressed knowledge, competency,
and performance gaps in hypertension diagnosis
and management in the primary care community
and successfully changed physician behavior
toward improved patient outcomes. Participation
in an intensive, highly interactive, case-based
didactic program was significantly associated
with an increase in clinician knowledge and
competency in diagnosing and managing patients
with hypertension. Participation was also
associated with a high likelihood for practice
change and making guideline-driven and
evidence-based decisions to positively impact
patient care. A greater portion of participants
were able to identify the appropriate blood
pressure goal and select the most appropriate
pharmacotherapy regimen for specific patients.

Quality of education index indicated that
participants were 52% more likely to practice
guideline-driven and evidence-based medicine
than those who did not participate in the CME
activity. J Clin Hypertens (Greenwich).
2011;13:97–105. ª2010 Wiley Periodicals, Inc.

The number of individuals affected by hyper-
tension in the United States is steadily

increasing as the population ages and the obesity
epidemic continues. Currently, it is estimated that
more than 74 million Americans have been diag-
nosed with hypertension, and approximately
53 million Americans have prehypertension. Over
the next 10 to 15 years, the prevalence of hyper-
tension is expected to increase, affecting more
than 100 million Americans.1–3 In reality, hyper-
tension is a progressive cardiovascular (CV) syn-
drome that arises from complex and interrelated
etiologies. Data from the Framingham Heart
Study found that >80% of hypertensive patients
(>140 ⁄ 90 mm Hg) have at least one metaboli-
cally linked CV risk factor.4

Effective control of blood pressure (BP) with anti-
hypertensive drug therapy has been associated with
reductions in the incidence of heart failure (>50%),
stroke (35%–40%), and myocardial infarction
(20%–25%).5 The Seventh Report of the Joint
National Committee on Prevention, Detection, Eval-
uation, and Treatment of High Blood Pressure (JNC
7) guidelines provide an evidence-based approach
to the prevention and management of hypertension.
The treatment goal is<140 ⁄90 mm Hg for individu-
als with no compelling conditions and <130 ⁄80 mm
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Hg in patients with diabetes or chronic kidney dis-
ease. The JNC 7 guidelines recommend treating all
patients with stage 1 hypertension (systolic 140–
159 mm Hg or diastolic 90–99 mm Hg) with
either a thiazide diuretic, angiotensin-converting
enzyme (ACE) inhibitor, angiotensin receptor
blocker (ARB), b-blocker (BB), or calcium channel
blocker (CCB) as monotherapy or, as felt neces-
sary, with combination therapy. In patients with
stage 2 hypertension (systolic �160 mm Hg or
diastolic �100 mm Hg), however, where BP is
20 ⁄ 10 mm Hg above goal, it is recommended
that one starts with a 2-drug combination regi-
men, with one of the drugs being a thiazide-type
diuretic.3

Despite target goal and treatment recommenda-
tions, approximately two thirds of hypertensive
patients are not meeting BP goals defined by JNC
7.6 Analysis of medical records from 6 commu-
nity-based hospitals revealed that overall adher-
ence to JNC 7 guidelines was only 53.5%.
Looking at factors that may have affected adher-
ence, failure to promptly initiate ⁄adjust therapy
and follow-up with patients who have uncon-
trolled BP was observed.7 Clinical inertia has been
discussed by other researchers and is a significant
factor in poorly controlled BP.8–11 In addition,
discussion of lifestyle recommendations was
infrequently documented by physicians, and this
may reflect a missed opportunity to promote
patient self-management.7

There has been much discussion and study
regarding the role of continuing medical education
(CME) in improving patient care. Theoretically,
physicians who are educated about the latest
advances in evidence-based practice will make more
informed treatment decisions, resulting in improved
patient outcomes.12 The literature suggests that the
most effective strategies for educational design con-
tain a multidimensional approach: rigorous and
accurate assessment of need, use of active and
varied learning approaches, and an evidence-based
curriculum that focuses on overcoming barriers
to change.13 Futhermore, a change in physician
practice is more likely with interventions that are
multifaceted, interactive, and consistent with the
perceived needs of the learner.14

In October 2009, we implemented a novel, live,
highly intensive, case-based educational initiative
called STOP Hypertension NOW! Recognize &
Manage Your High-risk Patients. This CME initia-
tive consisted of a series of 6 regional 4-hour meet-
ings designed to address existing knowledge and
practice gaps in the management of hypertension.

We describe the impact of this educational
initiative on clinicians’ knowledge of hyperten-
sion treatment guidelines and competency in
providing goal-targeted therapy. Effectiveness of
the educational activity was measured using a
case-based survey designed to assess whether the
diagnostic and therapeutic choices of program
participants were consistent with evidence-based
guidelines.

METHODS
Design of the Educational Initiative
This CME activity was designed to address the
Institute of Medicine competencies of providing
patient-centered care and employing evidence-based
practice. Developed by key opinion leaders in
hypertension, this regional series was based on a
core curriculum, with customization of each mini-
conference to highlight the unique challenges and
statistics in a particular region.

This CME activity included 6 mini-conferences
held at various locations on the East Coast (Manhat-
tan, NY; Pittsburgh, PA; Melville [Long Island], NY;
Rochester, NY; Philadelphia, PA; and Princeton,
NJ). The agenda of these mini-conferences was
divided into three 1-hour teaching modules, respec-
tively focusing on diagnosis and management, sex
and ethnic disparities, hypertension in the elderly,
and nonadherence to antihypertensive regimens.
Each module included two 20-minute didactic lec-
tures, followed by a case study discussion. The for-
mat emphasized attendee-faculty interaction during
the lectures and the case study discussions and incor-
porated the use of an audience response system
(ARS) and frequent question-and-answer sessions.
This program was not part of a larger conference,
and participation was completely voluntary.

The educational objectives for the live program
were as follows:
• Describe the effectiveness of various drug classes

as they relate to different patient populations.
• Cite the JNC 7 hypertension guideline recom-

mendations for patients with compelling indica-
tions.

• Explain benefits and limitations of the Framing-
ham and Reynolds risk scores as they relate to
cardiovascular risk assessment in women.

• Discuss the rationale for hypertension disparities
in African Americans and management consider-
ations in this population.

• Manage an elderly patient with isolated systolic
hypertension.

• Identify strategies to improve adherence to anti-
hypertensive regimens.
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Outcome Survey Instruments: Case Vignettes and
Survey Questions
Evidence-based case vignettes were developed to
assess whether the diagnostic and therapeutic
choices of participants were consistent with clinical
evidence presented in the context of the educational
activity. The case vignettes were also used to deter-
mine whether the practice choices of participants
were different from those of nonparticipants. In
addition, a series of key measurement indicators
focusing on hypertension management were deter-
mined based on the learning objectives and educa-
tional content (Table I). Additional survey items
were included to assess barriers to the optimal
management of hypertension.

Survey Distribution
Surveys were distributed to physicians who
attended the CME program (participants) onsite,
during participant registration, and then collected
from the participants immediately after the educa-
tional activity. A total of 115 surveys were col-
lected from participants, from which 50 surveys
were randomly selected for further analysis. Surveys
were also distributed to 50 primary care physicians
who did not participate in the program (nonpartici-
pants) via e-mail. Answers to case study questions,
current practice patterns, and perceived barriers to
care were compared between participants and non-
participants to assess differences in practice choices
associated with program participation.

Statistical Analysis
Data were analyzed using SPSS version 17.0 (IBM
Corporation, Somers, NY). For each question, data
were first arrayed using frequencies. The differences
between the mean evidence-based responses of par-
ticipants and nonparticipants were then analyzed
using t tests. The difference between responses
received by participants and nonparticipants was
evaluated by determining the effect size, according
to a previously published method by Colliver.15 An
effect size was calculated to determine the amount
of difference between the evidence-based responses
of the participants and nonparticipants. Effect size
is calculated using the Cohen’s d formula, and is
expressed as a nonoverlap percentage or the per-
centage achieved by participants that was not
reflected in the evidence-based responses of nonpar-
ticipants. Any positive difference between the
two groups where the content is relevant to the
participants’ patient populations demonstrates an
important potential educational impact. Significant
differences were determined at P�.10.

RESULTS
Demographics
The average attendance for each program was 98
participants (total of 588); 67% of whom were
physicians (MDs ⁄DOs), 23% were nurses, and
10% were physician assistants. Table II provides
complete demographic information for responding
program participants, as well as for the 50 non-
participants. Participants and nonparticipants were
demographically similar in terms of medical
degree, graduation year from medical school, spe-
cialty, major professional activity, practice loca-
tion, and number of hypertensive patients seen per
week.

Survey Responses
Analysis and comparison of the survey results from
participants and nonparticipants showed that par-
ticipants chose evidence-based answers more fre-
quently than nonparticipants to questions related
to JNC 7 guideline recommendations, appropriate
antihypertensive therapy use in specific patients
(those with compelling indications, elderly patients,
and individuals at risk for stroke), and strategies to
improve adherence to antihypertensive regimens.
Participants also demonstrated a higher level of
competency compared with nonparticipants.

JNC 7 Guidelines. A similar number of partici-
pants and nonparticipants correctly classified the
patient’s stage of hypertension when given a specific
BP range. However, participants and nonpartici-
pants differed in the response pattern to BP goal,
with a significantly (P=.005) greater number of par-
ticipants (78%) vs nonparticipants (51%) capable
of selecting the appropriate BP goal for the speci-
fied patient (<130 ⁄80 mm Hg) (Figure 1).

Epidemiologic and Ethnic Disparities. A sig-
nificantly (P<.001) greater number of participants
(57%) was aware that African American women
were more likely than another ethnic group ⁄ sex to
experience a stroke event compared with nonpartic-
ipants (10%). Most nonparticipants (88%) selected
‘‘African American men’’ as having the highest
prevalence of stroke.

Management of Hypertension in African Ameri-
cans. A similar proportion of participants and non-
participants selected fasting glucose testing to help
determine the best antihypertensive agent for an
overweight African American woman with newly
diagnosed hypertension and a family history of dia-
betes and hypertension. In addition, a similar num-
ber of participants and nonparticipants chose the
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Table I. Performance Indicators

Case Performance Indicator

Case 1: 38-y-old African American woman
Presents for annual physical examination
No medical history; no medications
Family history remarkable for hypertension in parents and
diabetes in two aunts

Weight, 192 lb (body mass index, 29 kg ⁄ m2); blood pressure
(BP), 158 ⁄ 92 mm Hg in right arm and 152 ⁄ 94 mm Hg in left
arm; unremarkable cardiac examination

Patient reports BPs of about 140 ⁄ 90 mm Hg (checks at
grocery store)

Next visit: BP, 150 ⁄ 95 mm Hg; glucose, 94 mg ⁄ dL; normal
urine albumin ⁄ creatinine ratio

A patient with systolic BP 140–159 mm Hg or
diastolic BP 90–99 mm Hg is classified in stage 1
hypertensiona

The initial pharmacotherapy for a patient with stage
1 hypertension is a thiazide-type diuretica

Case 2: 72-y-old Asian man
20-y history of hypertension, untreated for approximately 10 y
Retired, walks daily, eats traditional diet of rice and noodles
1 y ago: fasting glucose, 154 mg ⁄ dL; hemoglobin A1C, 7.4%
Patient has gained 10 lb during past year
On examination: BP, 182 ⁄ 84 mm Hg; heart rate, 86 beats per
min, regular; soft systolic murmur

Patients with hypertension and comorbid diabetes or
kidney disease have a lower BP goal and lower BP
threshold for initial use of 2-drug combinationsa

The BP goal in a hypertensive patient (baseline BP
<160 ⁄ 100 mm Hg) with comorbid diabetes is
<130 ⁄ 80 mm Hga

Combination pharmacotherapy should be initiated
for a hypertensive and diabetic patient with a BP
reading that is >20 ⁄ 10 mm Hg above goala

Characteristics of hypertension in the elderly include
increased systolic BP, pulse pressure, left ventricular
hypertrophy, arterial stiffness, and elevated and total
peripheral arterial resistance, as well as decreased
cardiac output, pulse rate, renal blood flow, plasma
renin activity, angiotensin II levels, arterial compliance,
blood volume, and diastolic BPb

Case 3: 50-y-old Hispanic woman
Presents after dentist noted BP elevation
10-y history of hypertension
Nonadherent with prescribed therapy
Nonsmoker; family history of diabetes, stroke, congestive heart
failure

On examination: BP, 140 ⁄ 88 mm Hg in both arms; similar at
previous visits

Therapy with diuretic is initiated
Patient starts diuretic, but is lost to follow-up for 3 y; returns
reporting dyspnea on exertion and mild edema

Examination remarkable for few crackles over bases, mild
edema; electrocardiography shows left ventricular hypertrophy;
BP, 160 ⁄ 108 mm Hg; normal potassium level; creatinine,
1.5 mg ⁄ dL, with glomerular filtration rate <40 mL ⁄ min

The therapeutic goals in patients with hypertension
and chronic kidney disease are to slow deterioration of
renal function and prevent cardiovascular disease.
Aggressive BP management with >2 drugs is
recommended to reach a target BP value of
<130 ⁄ 80 mm Hg. An angiotensin receptor blocker–
or angiotensin-converting enzyme inhibitor–based
regimen is the preferred regimen for these patientsa

Case 4: 64-y-old African American man
Presents after hospitalization for new cerebrovascular accident;
experienced acute onset of dysarthria, which responded to
thrombolytic therapy with near total recovery

No medical history
Quit smoking during hospitalization
BP, 152 ⁄ 94 mm Hg; cholesterol, 254 mg ⁄ dL, low-density
lipoprotein cholesterol, 142 mg ⁄ dL; creatinine, 1.4 mg ⁄ dL;
normal blood glucose

The ethnic group with the highest risk of
hypertension and highest prevalence of stroke in
2005–2006 was African American womenc

Combination therapy, including a renin-angiotensin
system–blocking agent, should be initiated in African
American patients with hypertension (BP
>145 ⁄ 90 mm Hg) who are at high cardiovascular
riskd

aFrom Chobanian et al.3 bFrom Black H. J Clin Hypertens (Greenwich). 2003;5:11–16. cLloyd-Jones D et al.2 dFrom Douglas
JG et al. Arch Intern Med. 2003;163:525–541.
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most appropriate first-line therapy for this patient,
a thiazide diuretic. When asked to select the
initial pharmacotherapy for an African American
man who recently experienced a cerebrovascular
accident, a significantly (P=.020) greater number of
participants (53%) chose the more appropriate
answer of a ‘‘RAS-blocking agent plus a thiazide-
type diuretic or a CCB’’ compared with nonpartici-
pants (30%). The majority of nonparticipants (36%)
selected monotherapy with a RAS-blocking agent
as the most appropriate initial therapy for this
patient.

Compelling Indications. When asked to select
the initial antihypertensive regimen for an elderly
Asian man with severe systolic hypertension,
diabetes, and recent weight gain (case 2), 84% of
participants vs 52% of nonparticipants (P=.001)
chose the most appropriate answer of combination

therapy with an ACE inhibitor and a diuretic (Fig-
ure 2). The majority of participants (76%) and
nonparticipants (70%) did not know which therapy
was most appropriate to improve long-term CV
morbidity and mortality for a middle-aged Hispanic
woman with a history of hypertension and chronic
kidney disease.

Considerations in the Elderly. A similar number
of participants and nonparticipants identified
increased pulse pressure as the characteristic of
hypertension in the elderly (Figure 3).

Medication Nonadherence. In the management of
a patient who did not take her antihypertensive
medication as prescribed, a number of strategies to
improve adherence were offered. A significantly
greater number of participants vs nonparticipants
agreed that a variety of options was necessary to

Table II. Demographics of Participants and Nonparticipants

Participants Nonparticipants

No. Mean No. Mean

Patients seen per week with hypertension 43 38 50 35
What year did you graduate from medical school? 41 1982 47 1986

No. Percentage No. Percentage

Degree

MD ⁄ DO 50 100.0 50 100.0
Total respondents 50 100.0 50 100.0

Specialty

Family practice 28 56.0 28 56.0
Internal medicine 22 44.0 22 44.0
Total respondents 50 100.0 50 100.0

Practice location
Urban 16 35.6 18 36.0
Suburban 21 46.7 20 40.0
Rural 8 17.8 12 24.0

Total respondents 45 100.0 50 100.0
Present employment

Solo practice 21 46.7 19 38.0

Group practice 13 28.9 30 60.0
Medical school 1 2.2 0 0.0
Nongovernment hospital 3 6.7 1 2.0

Government 5 11.1 0 0.0
Other 2 4.4 0 0.0
Total respondents 45 100.0 50 100.0

Major professional activity

Direct patient care activities 42 93.3 50 100.0
Administrative activities 1 2.2 0 0.0
Medical education 1 2.2 0 0.0

Medical research 0 0.0 0 0.0
Other 1 2.2 0 0.0
Total respondents 45 100.0 50 100.0
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improve adherence. Decreasing medication-associ-
ated cost and providing language and literacy-
appropriate patient information were perceived
as important factors by both groups. However,
participants rated decreasing the complexity of the
medical regimen (P=.001), selecting fixed-dose com-
binations (P=.002), and maintaining contact with
patient ⁄ family (P=.011) as strategies that were more
likely to improve medication adherence compared
with nonparticipants.

Barriers to Managing Hypertension. The survey
included a section on physicians’ perceived barri-
ers in the management of hypertensive patients
(Figure 4). Statistically significant differences were
observed in the responses received from participants
vs nonparticipants in the areas of patient adherence
to the prescribed regimen (P=.015), patient adher-
ence to lifestyle modifications (P=.095), and

reluctance of physicians to intensify therapy despite
uncontrolled BP (P=.037).

Educational Impact of the Program
Calculated educational impact or the likelihood for a
patient seen by physicians who participated in STOP
Hypertension NOW! Recognize & Manage Your
High-risk Patients to receive evidence-based care was
52%. Based on the average number of patients with
hypertension seen weekly by the 588 health care pro-
viders who attended the educational activity, these
data indicate that at least 22,304 hypertensive
patients are 52% more likely to receive evidence-
based care than those seen by health care providers
who did not participate in the activity.15

DISCUSSION
There is a growing need to better characterize the
impact of CME on physician knowledge, compe-
tency, and practice performance, as well as patient
outcomes.16 We present data demonstrating that
physicians who participated in STOP Hypertension
NOW! Recognize & Manage Your High-risk
Patients acquired increased knowledge and compe-
tency in a variety of areas related to the manage-
ment of hypertension. This CME activity was also
associated with a projected increase in physician
performance, as physicians who attended this edu-
cational activity are 52% more likely to provide
evidence-based medicine to their patients, as indi-
cated by the education index. Areas that have been
most affected by the received education include:
• Recognizing BP goal based on JNC 7 guidelines

for the management of hypertension.
• Optimally treating BP in an elderly patient with

severe systolic hypertension and diabetes or in a
patient with a prior cerebrovascular accident.
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• Identifying the group of patients at the highest
risk for stroke.

• Optimally treating BP in a patient with stage 1
hypertension.

• Initiating appropriate first-line therapy for an
African American patient with newly diagnosed
hypertension.

• Identifying strategies to improve adherence to
antihypertensive medications.
Our outcomes methodology relies on the assess-

ment of the responses to a series of case vignette
questions from physicians who participated in a
CME activity and comparison of these responses
with those obtained from a comparable group of
physicians who did not receive the same education.
Greater emphasis on high-level outcomes in litera-
ture discussing adult learning has challenged CME
providers to find ways to accurately evaluate the
impact of educational activities on physician compe-
tency and performance. The impact of physician edu-
cation on patient outcomes is the ultimate end point.
Assessing quality must ultimately rely on mea-
sures that are reliable, able to adequately control for
case-mix variation, and preferably inexpensive.
Abstracted charting has been increasingly used, but
data may be subject to recording bias because of time
constraints on outpatient visits and limited possibility

of adjustment for case-mix variation, limiting direct
comparisons of quality of care across different sites
or delivery systems.17 Recently, Walden and col-
leagues18 used de-identified claims data to evaluate
change in physician ability to diagnose myelodys-
plastic syndromes as a result of attending an edu-
cational activity. While this methodology can
accurately report impact on patient care, it is highly
dependent on variable insurance reporting systems,
which may delay or alter data collection. Case vign-
ettes have gained considerable support for their value
in predicting physician practice patterns. Results of
recent research studies have demonstrated that case
vignettes are a valid and comprehensive method
for measuring a physician’s process of care in
actual clinical practice, compared with chart
review and standardized patients. In addition, case
vignettes are more cost-effective and less invasive
than other means of measurement.17,19

Studies have shown that educational formats can
have variable effects on physician competency,
performance, and ultimately patient care.16 A 2007
meta-analysis of more than 68,000 literature cita-
tions by the Agency for Healthcare Research and
Quality demonstrated greater efficacy on short- and
long-term behaviors with live vs print media, inter-
active vs noninteractive techniques, and multimedia
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Figure 4. All barriers to managing hypertension were rated as being very significant by a considerably greater number
of participants compared with nonparticipants.
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vs single media.20 Performance improvement (PI)
CME, approved by the American Medical Associa-
tion, has recently come as an outstanding mean to
impact physician practice by providing continuous
learning and reinforcement on a timely basis. How-
ever, PI CME is a costly initiative and can impact a
limited number of physicians at a given time.21

The instructional approach used in the STOP
Hypertension NOW! conference series is different
than the traditional didactic presentations of many
CME programs. These mini-conferences were
highly interactive, with the agenda broken into
teaching modules. Each module emphasized fac-
ulty-participant interactions via discussion of clini-
cal practice preferences and responses to knowledge
or competency-based ARS questions and ample
time for open discussion. Lectures were brief, focus-
ing on data that were most applicable to practice.
This format ensured that the presentations were
short and crisp, with rapid changes in topic to
avoid monotony and keep the audience alert and
engaged, as emphasized in a variety of instructional
models. Our approach allowed for approximately
600 physicians to receive the education, hence
impacting the care of more than 22,000 patients.

We found that participants in our hyperten-
sion series became more knowledgeable regarding
JNC 7 guideline recommendations and hyperten-
sion management strategies for a variety of patient
populations. The impact of CME activities on
physician knowledge is the most documented
effect in the CME literature. For example, Bruno
and colleagues22 found that participation in a live
peer-to-peer CME activity was effective for increas-
ing pulmonologists’ knowledge on the diagnosis
and management of idiopathic pulmonary fibrosis.
Immediate learning evaluated by comparison of
participant response patterns before and after a
day-and-a-half immersion course on sleep quality
was reported by Dimor.23

Results from our study also showed that program
participation resulted in increased competency in rec-
ognizing patient BP goals, choosing the most appro-
priate therapy for specific patients based on guideline
recommendations and efficacy studies and imple-
menting ways to improve medication adherence.
With shift in focus from increasing knowledge to
increasing competency, the past few years have
seen few data documenting the effect of CME on
physician ability to provide the best health care. For
example, Peterson and coworkers24 showed that
participation in a 2-day course resulted in a signifi-
cant increase in self-assessed competency. Partici-
pants who reported substantial gains in competency

were more likely than nonparticipants to make
appropriate evidence-based management decisions.
In our study, the quality of education index of 52%
suggested that increased physician competency will
directly translate in an increased likelihood to
provide evidence-based and guideline-driven health
care. Improved physician performance leading to
improved patient care and patient outcomes was
reported after a CME program on pediatric asthma
management. Compared with the control group,
patients of physicians who attended the program on
asthma management showed improvement in symp-
toms and health care utilization.25

Our survey allowed for assessment of perceived
barriers to the optimal management of hypertensive
patients. It was found that low adherence to man-
agement strategies by patients and physician reluc-
tance to intensify therapy (clinical inertia) were
perceived as important barriers by both participant
and nonparticipant groups. These findings highlight
a need for education on these topics to empower
care providers to successfully overcome these
barriers and provide optimal care. We also found
that participants’ awareness of the various barriers
was greater than that of nonparticipants, demon-
strating the efficacy of CME for increasing aware-
ness and impacting physician ability to overcome
barriers to optimal hypertension management.

STRENGTHS AND LIMITATIONS
While illustrating the potential impact of CME on
patient care, our large effect size may have been
affected by the methodology. In this study, partici-
pants completed the case vignette surveys directly
after the program, thereby capturing immediate
improvements in knowledge, competency, and
intention to change practice behavior. Surveying
participants weeks or months following an educa-
tional activity is favored as a mean for assessing
long-term retention, as well as to evaluate perfor-
mance change that occurred after physicians return
to practice. We chose to collect the completed sur-
vey immediately after the program to promote phy-
sician willingness to participate, but doing so may
have increased the educational impact level. If the
physicians had been surveyed after their return to
practice, one would expect a different level of edu-
cational impact. Nevertheless, our data project an
impact on physician behavior and strongly support
the benefits of CME for improving the delivery of
guideline-recommended patient care.

Funding for the educational activity was provided
by a pharmaceutical company, and one could ques-
tion the objectivity of the content that was presented
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during the live programs or the objectivity of the
data presented in this paper. In the current CME
environment, a lack of objectivity is highly unlikely.
CME providers are placed under strict scrutiny from
the accredited bodies to provide certified CME that
is fair balanced and free of commercial bias. Strict
and specific processes, including development of con-
tent in absence of industry influence and peer review
of the content, have been implemented to guarantee
absence of commercial bias. In addition, we required
that the steering committee members and faculty pre-
senters disclose all financial relationships or affilia-
tion with any commercial entity to the audience to
ensure full transparency. Finally, random selection of
the survey participants ensured the objectivity of the
data reported in this study.

CONCLUSIONS
Participation in a half-day, highly interactive CME
activity is associated with increased physician
knowledge in the management of hypertension, as
well as increased likelihood for patients to receive
evidence-based care by the physicians who partici-
pated. Although additional data are needed to fully
characterize the impact of CME, our data contrib-
ute to increase the current understanding of the
effect of CME on physician knowledge, compe-
tency, and performance, and highlight the impor-
tance of CME in improving patient care.
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