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(It helps if someone is interested in paying for it.)



About 610,000 people in the US die of heart disease yearly. 
[NCHS 2015]
This accounts for 1 in every 4 deaths.  [CDC, NCHS from CDC 
WONDER Online Database released 2015]
Key modifiable risk-factors remain high blood pressure, high 
cholesterol, and smoking., and 47% of ALL Americans will have 
at least one of these risk factors. [Fryer, et al. NCHS 2012]
The Global Burden of Disease Study recently concluded that 
hypertension has surpassed tobacco smoking and household air 
pollution as the leading modifiable risk factor for global disease 
burden. [Lim, et al. Lancet 2012]
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“The progress against heart disease and 
stroke is attributed to improvements in 
control of hypertension and hyperlipidemia, 
smoking cessation, and medical treatment.” 
Ma, et al. JAMA; 2015 314(16) 









“Approximately 149,635 fewer deaths from 
CHD were attributable to changes in risk 
factors…. Decreases in total cholesterol, 
systolic blood pressure (5.1mmHg) and 
smoking prevalence (by 11.7%)… prevented or 
postponed approximately 82 830, 68 800, and 
39 925 deaths, respectively.



National Health and Nutrition Examination Survey Data



ACC/AHA Guidelines Recommend Statins for the Following Four 

Risk Groups: 

1) Secondary prevention for those with diagnosed ASCVD; and 

Primary prevention for individuals:

2) with LDL-C >190 mg/dl; 

3) those age 40-75 with diabetes and LDL-C 70-189 mg/dl; 

4) those age 40-75 with LDL–C 70-189 mg/dl and estimated 10-

year ASCVD risk >7.5%
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(Salami, et al. JAMA Cardiology 2017)



Don’t they, by definition, 
have a doctor and already 
demonstrate healthcare 
engagement?



600 randomly selected ambulatory surgical patients age>40 
years presenting over a 6 month period for day surgery.

Mean age 59.2 (9.7), 59.5% female, 15.5% African American

Preoperative Diagnosis of ASCVD 117 (19.5%).
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What about perioperative 
patients??

Don’t they, by definition, 
have a doctor and already 
demonstrate healthcare 
engagement?

Within this high-risk group, 71 
(60.7%) had a prescription for 
a statin.  (Schonberger; 
submitted)



20.9% of US adults reported being current cigarette smokers in 2005. 
19.3% of US adults reported being current cigarette smokers in 2011.      

15.1% in 2015 15.5% in 2016 14.0% in 2017





The prevalence of uncontrolled 
hypertension among known 
hypertensives has declined from 
73.9% in the 1988-1994 period to 
47% in 2014

Despite this improvement, close to 
half of all patients with known 
hypertension remain uncontrolled. 

Among uncontrolled hypertensives
89.4% report having a usual source 
of healthcare. 
MMWR 2011;60:94-98



Study: Recruited 200 presurgical ambulatory adults with 
baseline BP >135/85 (mean of two readings) from their 
preoperative evaluation and at least 48 hours prior to surgery. 
Participants were loaned a HBPM and asked to bring it back on 
day of surgery.

Results: Mean age 64.3 years. 
57% female, 18% African American, 6% Hispanic.
78.5% reported a history of hypertension.

188/200 (94%) Returned their BP monitors with readings.  

Median BP readings per subject: 10 (IQR 7-14)



Full Cohort

Negative HTN hx Positive HTN hx



Positive Predictive Value (PPV) of Presurgical Clinic Blood Pressure For Elevated Home Blood 

Pressure

Clinic Blood 

Pressure 

(mmHg)

Overall PPV (95% CI)
Known history of 

hypertension PPV (95% CI)

No known history of 

hypertension PPV (95% CI)

≥140/90 84.1% (0.78 - 0.89) 85.2% (0.78 - 0.91) 78.8% (0.61 - 0.91)

≥150/95 87.5% (0.81 - 0.92) 88.0% (0.81 - 0.93) 84.6% (0.65 - 0.96)

≥160/100 94.6% (0.87 - 0.99) 95.3% (0.87 - 0.99) 88.9% (0.52 - 0.99)

In this prospective observational trial, hypertension in the 

preadmission clinic environment was highly predictive of 

longitudinally elevated home blood pressure.

Pick your PPV, but whatever it is, we may have an 

opportunity to impact population health in our regular 

presurgical evaluations.



Massachusettes took data from over 2.5 million hospital discharges  2004-
2007 and gave the data to four teams from Thompson-Reuters, Premier/UHC, 
3M, and Imperial College London.  The question: rank hospitals on expected 
vs. actual mortality.



“In fiscal year 2006, of 28 hospitals designated as having higher-than-expected 
hospital-wide mortality by one method, 12 were simultaneously classified as 
having lower-than-expected mortality by other methods.” 

43% of low performers by one method were high performers by another.



How many times do you hear that when talking about 
QI????

“We have an integrated health care system that is a 
national leader in hypertension treatment.  I don’t think 
the problem you describe is of sufficient local prevalence 

to pursue at our center.”



Convince you that poorly controlled cardiovascular 
risk factors ARE “low hanging fruit”.

Convince you that they are the business of 
perioperative clinicians.
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MIPS in 2019





“Unfortunately, all too few patients with 
hypertension are treated, and fewer yet 
have their hypertension controlled.
Accordingly, the perioperative evaluation is a 
unique opportunity to identify patients with 
hypertension and initiate appropriate
therapy.” (ACC/AHA 2007 Guidelines on 
Perioperative Cardiovascular Evaluation and Care 
for Noncardiac Surgery)



Just because a test does not matter 
preoperatively – per se – does NOT 
mean it shouldn’t happen 
preoperatively.





Systolic Blood Pressure at Baseline and 6 Months According to Barbershop Cluster.



At baseline, the mean systolic blood pressure was 152.8 mm Hg 
in the intervention group and 154.6 mm Hg in the control 
group. At 6 months, the mean systolic blood pressure fell by 
27.0 mm Hg (to 125.8 mm Hg) in the intervention group and by 
9.3 mm Hg (to 145.4 mm Hg) in the control group; the mean 
reduction was 21.6 mm Hg greater with the intervention (95% 
confidence interval, 14.7 to 28.4; P<0.001).
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in the intervention group and 154.6 mm Hg in the control 

group. At 6 months, the mean systolic blood pressure fell by 

27.0 mm Hg (to 125.8 mm Hg) in the intervention group and by 

9.3 mm Hg (to 145.4 mm Hg) in the control group; the mean 

reduction was 21.6 mm Hg greater with the intervention (95% 

confidence interval, 14.7 to 28.4; P<0.001).

“…there were few adverse events (three cases of acute kidney 

injury)”   That was among 182 participants in the intervention.





(Asks yourself, “What would God do?”)



“Whoever sheds man’s blood, by man shall his blood be shed….”
(Avoid Tight Glucose Control in Inpatients)

No Touching Central Lines
(CLABSI Prevention)



If your patient (or barber customer, or spouse, 
of self) smokes, tell him or her to quit.

If your patient (or barber customer, or spouse 
or your self…) has atherosclerotic 
cardiovascular disease and is not on a statin, 
ask why and consider a prescription.

If your patient (or barber customer, or spouse 
or your self…) appears hypertensive, consider 
HBPM and refer to primary care.
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Portraits in our medical schools are invariably 
of individuals. 

Promotions rely on first authorship or senior 
authorship. 

Our medical and scientific systems are deeply 
committed to rewarding the individual for the 
work of a team.

Patients, pharmacists, primary care providers, 
barbers – and yes even anesthesiologists and 
surgeons – all have a role to play in CV Risk 
Factor control.  

Everyone in the chain gets a vote, and the 
patient always has a veto.



THE OPPORTUNITY:
If your patient smokes, tell him or her to quit.

If your patient has atherosclerotic cardiovascular disease and is not on a statin, 
ask why and consider a prescription.

If your patient appears hypertensive, consider HBPM and refer to primary care.

THE CHALLENGE:
“The relationship [of this work] to anesthesiology is nil.”
“No thanks. Our clinic already does a great job with 
hypertension.”
“Doc, I came here for my gall bladder, can you just put me to 
sleep?”


