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Developing a Community Approach to Addressing Health Disparities among Hypertensive Patients

For the last two decades, civic organizers in every community in the U.S. have convened groups of diverse people to find resolutions to social issues. They have tackled some of the toughest subjects of our day; seeking systemic change in such issues as poverty, institutional racism, healthcare, security, transportation, and more.  Their objectives have been to uncover solutions in which, if everyone doesn’t “win,” at least there is a compromise that responds to as many perspectives as possible. If the stress of convening representatives from various sectors and finding that “win-win-win” solution is enough to cause at least a temporary spike in blood pressure, then it is rather ironic when a group is convened around a topic like hypertension.   

Laying the Groundwork

This is exactly what the Grand Rapids African American Health Institute (GRAAHI) did when it asked 22 individuals to gather around a singular goal:  expand treatment options that succeed in getting African Americans to meet their blood pressure goals. The 22 included representatives from state government, health plans, regional employers, healthcare providers and institutions and pharmaceutical companies — all of whom, though committed to the goal, had also to consider barriers like cost and cross-sector cooperation and coordination.

They grounded their discussions in facts that would define both the problem and its scope.   First, hypertension in general:  Diseases of the heart are the leading cause of death; stroke, the third leading cause of death.
  Both causes share the same risk factors:  high blood pressure, high blood cholesterol, physical inactivity, poor nutrition and diabetes.  Then, disparities in health outcomes: In the year preceding the discussions, death rates from heart disease were 31 percent higher, and deaths from strokes 43 percent higher for African-Americans than for whites.
  

When compared side-by-side for race/ethnicity, the differences — and, perhaps surprisingly, the similarities — are significant:

	
	African-Americans
	Caucasians

	Hypertensive
	40.5%
	27.4%

	Aware of condition
	70.3%
	62.9%

	Under treatment for hypertension
	55.4%
	48.6%

	Have hypertension under control
	29.8%
	29.8%


These comparisons point, not to a lack of awareness or treatment as a root cause of deaths from stroke or heart disease, but to the need for more effective treatments for all people with hypertension. 

Effective therapies to treat hypertension have been recommended since 1977 and routinely updated by the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure.

In 2003, the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure released its seventh report, with clear blood pressure goals and updated treatment guidelines.  The key messages that precede the recommendations articulate clear goals for blood pressure control, stress the likelihood of people with hypertension requiring two or more medications, and highlight the importance of a strong physician-patient partnership to control blood pressure:

· In people 50 and older, systolic blood pressure greater than 140 mmHg is a much more important cardiovascular disease (CVD) risk factor than diastolic blood pressure. 

· The risk of CVD beginning at 115/75 mmHg doubles with each increment of 20/10 mmHg; individuals who are normotensive at age 55 have a 90 percent lifetime risk for developing hypertension. 

· Individuals with a systolic blood pressure of 120–139 mmHg or a diastolic blood pressure of 80–89 mmHg should be considered as prehypertensive and require health-promoting lifestyle modifications to prevent CVD. 

· Thiazide-type diuretics should be used in drug treatment for most patients with uncomplicated hypertension, either alone or combined with drugs from other classes. Certain high-risk conditions are compelling indications for the initial use of other antihypertensive drug classes (angiotensin converting enzyme inhibitors, angiotensin receptor blockers, beta-blockers, calcium channel blockers). 

· Most patients with hypertension will require two or more antihypertensive medications to achieve goal blood pressure (<140/90 mmHg, or <130/80 mmHg for patients with diabetes or chronic kidney disease). 

· If blood pressure is >20/10 mmHg above goal blood pressure, consideration should be given to initiating therapy with two agents, one of which usually should be a thiazide-type diuretic. 

· The most effective therapy prescribed by the most careful clinician will control hypertension only if patients are motivated. Motivation improves when patients have positive experiences with, and trust in, the clinician. Empathy builds trust and is a potent motivator.

The guidelines clearly emphasize patient adherence with medication regimens and the need to remove barriers to adherence, namely: patient knowledge and understanding of the diagnosis and treatment, complexity and cost of regimen, potential side effects, patient memory, and access to care.
  GRAAHI shared several studies with the group that promote combination drug therapy – combining in a single pill two or more drugs with complementary modes of action to produce the designed therapeutic effect — as one critical way to improve adherence in both the short- and long-term.   

Schroeder, et. al., reviewed 38 randomized controlled trials that examined 58 combinations of interventions to improve antihypertensive medication adherence.
  The trials included those that (a) simplified medication regimens, (b) provided patient education, (c) offered patient support and reminders, or (d) combined several interventions.  Nine of the studies involved simplifying dosing regimens. Seven of the nine demonstrated improved adherence when patients were advised to take medication once rather than twice daily. Though the authors concluded that simplifying dosing regimens is a promising means of improving adherence, they called for further studies to examine blood pressure readings as a second outcome to, thereby, determine any link between medication adherence and blood pressure control.

Studies also reveal racial differences in adherence to cardiac medications.  In an 18-month study of veterans’ adherence to several cardiac medications, adherence was lower among African Americans than whites.
  The differences were more prominent with respect to calcium channel blockers used to treat hypertension and angina, and cholesterol-lowering statins.

Another investigation retrospectively reviewed persistence of treatment, comparing single-pill combination therapy with concurrent two-pill therapy.  The investigators examined data from a national pharmacy benefit manager comparing patients who filled an initial prescription for a single pill (one combining the ACE inhibitor, lisinopril with the diuretic hydrocholorothiazide [HCTZ]; a second  combining ACE inhibitor enalapril maleate with HCTZ) with those who filled initial prescriptions for two-pill concurrent therapy with the same agents. Patients who failed to renew a prescription or to do so in a timely manner were identified as not persistent.

The study found that patients on single-pill therapy were more likely than those on multi-pill therapy to continue filling their prescriptions a year later: Compared against those on two-pill concurrent therapy, 18.8 percent more patients taking lisinopril and HCTZ combined as a single pill remained on the medication during the next 12 months; 21.7 more patients remained on the combination of enalapril maleate with HCTZ.  Further, studies indicate that fixed-dose combinations may allow lower doses of each agent, compared to usage in monotherapies.  This factor may hold potential for reducing the risk of adverse side effects, thereby eliminating another significant barrier to compliance.

Combination drug therapies are not new, and are frequently used to treat infectious diseases, respiratory disease and pain management, among other conditions.  Many believe that, as demand for combination drug therapies for the treatment of hypertension increases, so will innovation among pharmaceutical developers and manufacturers.   And, while some physicians are reluctant to switch their patients to combination agents, many more are now examining the literature and growing more interested in replicating the clinical effectiveness, improved adherence, reduced side effects and reduced costs resulting from the use of combination agents. 

Because all of the community-dialogue participants were and are concerned with health care costs, they examined ways in which their responses might reduce both the direct costs of medical care, hospitalization and prescription drugs, and the indirect costs from employee absenteeism and productivity.  They learned that health economists at the University of Michigan have calculated the mean annual direct costs of treating hypertension and its comorbidities at $4,073 per capita.  Extended to the entire population of the U.S., the cost of treating hypertension and its related conditions is $110.3 billion annually; indirect costs associated with lost work bring the bill to $121.8 billion.

They discussed Connecticut-based Pitney-Bowes, which offset $1 million in costs during a single year when it lowered coinsurance payments for asthma, diabetes and hypertension drugs to ten-percent of the prescription cost.  The program began in 2000, when benefits managers observed that as the cost of drugs for chronic diseases increased, their employees were less likely to have these needed drugs in their possession, and, thus, to become ill more often and to lose time from work more frequently. The program began showing cost savings for treatment of asthma and diabetes in 2002, when claims data showed that, where once employees had avoided the higher prescription cost for combination drugs, the 10-percent cap was creating a shift toward the use of the more convenient combination drugs.
  By the end of 2003, emergency room visits dropped 20 percent for asthma patients and 35 percent for those with diabetes.  Though Pitney-Bowes program administrators cannot yet indicate similar quantifiable cost savings for hypertension drugs, they continue to measure, and anticipate that those results will take several years to illuminate. 

A Call to Action

The mission of GRAAHI is “to promote health care parity in the Grand Rapids African American community through advocacy, education and research to achieve positive health outcomes.” Members of the problem-solving group began to see, through the evidence and guidelines, that in addressing disparities, they might also have the collective ability to help all individuals with hypertension achieve more positive health outcomes. They reflected on the Pitney-Bowes example as one that arose from a collaboration among employers, medical experts and health plans and resulted in an innovative response with measurable outcomes.

Over two days, the 22 participants examined the evidence, discussed the merits of combination agents, explored cost implications, and identified the roles their sectors could play in helping African-American and other patients achieve appropriate blood pressure goals. They acknowledged that the involvement of health plans and health systems in the community dialogue provided unique opportunities to explore through pilot projects changes in adherence and persistence with combination drug therapies and the outcomes resulting from treating African-American patients with combination agents. They recommended expanded use of electronic health records, disease registries, electronic physician practice work flow tools and real time technologies to evaluate prescription options and, eventually, standardize treatment plans for African-Americans with hypertension.

Their discussions resulted in 10 recommendations for community action to address disparities in hypertension and its management among African-Americans: 

1.
GRAAHI shall convene a cross-sector group to assess combination agents’ value and quality impact for African Americans, and to assess the cost implications of combination agents in the following areas:

· Increased productivity.

· Decreased disability and absenteeism.

· Acquisition cost of the medicine.

· Medical costs of treating the disease(s) and overall cost to the system.

· Impact on quality parameters: getting African-American patients to achieve blood pressure goals.

· Decreased morbidity and mortality.

2.
Promote combination agent applications to those areas that are known to be budget-neutral or that reduce overall health care costs to employers and African-American employees, through improved treatment outcomes.

3.
Explore  opportunities for purchasers to realize cost savings when any individual agent within a combination agent goes off patent.  
4.  
Collaborate across sectors to develop standards for assessing outcomes, including treatment to goal and assessment of the impact of combination agents on adherence, compliance and persistence. 

5.
Given the outcomes, adopt a standardized practice for providers to regularly reevaluate African-American patients on multiple agents for possible conversion to combination agents (e.g., through clinical software support).

6.
Encourage pharmaceutical companies to develop more innovative combination agents.

7.
Promote new combination agents to address hypertension and its comorbidities and complications; and conduct more clinical trials involving combination agents. 

8.
GRAAHI shall convene community organizations to collect information and resources and disseminate disease management information to African-American patients.  Promote health education regarding healthy lifestyle habits, diet and exercise, and lifestyle and cultural changes.  Empower individuals to take a more active role in their own healthcare.

9.
Identify innovations, such as formularies, government support, and patient assistance programs, that increase access to proven combination agents by African-Americans,. 

10.
Establish the use of combination agents as an added option for providers to achieve treatment goals and consider such strategies as incentives for goal attainment, reduced co-pays for patients, and coupons.
Conclusion

The most recent evidence-based guidelines for managing hypertension emphasize that most patients will need more than one drug to meet blood pressure goals, and that physicians need to consider patient motivation when making a decision about the therapy that will work best for each individual patient.  Combination drug therapies show significant promise in addressing two major barriers to medication adherence and persistence:  complexity of medication regimens and concern about adverse side effects.  According to studies, combination drug therapies also succeed in lowering blood pressure beyond levels achieved with monotherapies.

Hypertension treatment guidelines emphasize the importance changing life styles to meet blood pressure goals.  Such changes often depend on local infrastructure and commitment to ensuring  the availability of  healthy foods and access to safe areas for physical activity. Payers – health plans, government programs and employers – can promote a healthy environment and should be encouraged to explore value-based cost sharing to reduce healthcare costs and absenteeism.  Organizations like GRAAHI that communicate directly with patient populations with information about the links between lifestyle and health should promote and deliver educational services to high-risk patient populations. 

Mobilizing community action to address hypertension among the African-American population must also focus on the development of culturally appropriate education materials written in “plain English.”  GRAAHI is ideally positioned to inventory existing resources and to spearhead a community collaboration that reaches and motivates African Americans to be active in their healthcare and to make different lifestyle choices when needed.

The community dialogue succeeded in identifying concrete steps that the Grand Rapids community can take to improve outcomes for African Americans with hypertension.  No single organization or sector of the health care community can single-handedly implement any of the recommendations arising from the dialogue.  The stakeholders must commit to a sustained collaborative effort among government, advocacy organizations, health plans, employers, pharmaceutical companies and others if they are to close gaps in health outcomes permanently — and achieve that “win-win-win” solution sought by all community dialogue groups.  

SIDEBAR  1:  GRAAHI
The Grand Rapids African American Health Institute is one of only a handful of  nonprofit organizations in the U.S. that operate on the local level to promote health care parity and reduce health-outcome gaps based on race and ethnicity.  The organization focuses on the population of Grand Rapids, Michigan, where, according to 2006 Census estimates, 36.5 percent of residents are people of color. African Americans are approximately 20 percent of the city’s 185,000 residents.


The Institute employs advocacy, education and research to achieve its mission and partners with numerous area healthcare providers from practitioners to hospital systems.  Besides convening problem-solving efforts as it did to discuss hypertension, GRAAHI is a partner in the Strong Beginnings Program, which was established to address disparities in infant mortality and prenatal care.  In Kent County, the 2002-04 infant mortality rate for African-American infants was 19.1 deaths per thousand births, while the overall infant mortality rate was 8.6 per thousand during the same period. Strong Beginnings is an outreach program that seeks to enroll pregnant women in prenatal care during their first trimester and continue care throughout their pregnancy. In 2004, only 55.9 percent of pregnant African-American women received prenatal care defined as adequate by the Kessner Index, compared with 73.6 percent of all women in Kent County receiving adequate prenatal care.
 

Through programs that promote understanding of the disparate burden of illness experienced in the African-American and other communities of color, GRAAHI collects data on disparities, partners to educate health professionals about culturally appropriate care, and encourages people of color to seek health careers by providing a clearinghouse of scholarship and career information. GRAAHI also encourages African- Americans to be active in preventing and managing disease by publishing a quarterly newsletter focused on such topics as diabetes, heart disease, infant mortality, and other relevant topics.  It also recently produced the First Step cookbook, which features recipes and health information to help people take steps toward healthier eating habits. 

GRAAHI has launched several initiatives to address health care system disparities. Chief among them is Cardiovascular Health in the African-American Population (CHAAP), a program that tests and tracks health risks, blood pressure, cholesterol and body mass index among African Americans and works with regional providers to educate patients about health risks and treatments for high blood pressure or cholesterol.  For two summers, GRAAHI has worked with area pastors to hold “blood pressure Sundays,” during which parishioners have their blood pressure recorded, learn of ways to reduce blood pressure, and hear as a part of the sermon their need to live healthy and well.  As a part of the problem-solving cycle described in this article, GRAAHI has enhanced CHAAP with a targeted educational program for physicians regarding combination drug therapies that enhance patient compliance with drug-treatment and self-care management programs. 

SIDEBAR 2: 

Combination Drug Therapy Problem-Solving Group Participants

Karen Curl-Stepneil, Abbott Labs

Rick Dettloff, Pfizer Inc.

Brian Egeling, Pfizer Inc.

Kysha Frazier, Cascade Engineering

Mark Hall, M.D., Kent County Health Department

Mark Jacobs, Novartis

Rachael Jones, Astrazeneca

Ron Jimmerson, Cascade Eng.

Ed Keating, R.Ph., Priority Health

Anne Kozal, R.Ph., Grand Valley Health Plan

Lucienne Lightfoot, Fifth Third Bank

Kim Ludwig, GRAAHI

Frank Marre, D.O., Priority Health

Jeff Martin, PharmD., Priority Health

Ivory Morris, Muskegon Community Health Project

John Murry, M.D., Novartis

Giovannino Perri, M.D., State of Michigan Office of Medical Affairs

Carmel Schwalm, Abbott Labs

Rich Slaughter, Wayne State University

Norm Taylor, Novartis

Lynda Zeller, Kent Health Plan

Lody Zwarensteyn, Alliance for Health
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