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Hypertension is.a common medical disorder affecting >50 million people. It is a primary modifiable
risk factor.to cardiovascular disease and a leading cause of death in black and Hispanic groups. This
article focuses on patient-specific and physician-specific barriers that contribute to underdiagnosis,
undertreatment, access issues, and poor adherence to therapy. Two cross-cultural interviewing frame-
works, ETHNIC and ADHERE, are discussed as approaches that complement the traditional clinical
assessment and treatment of hypertension in Hispanics. (Clinical Cornerstone. 2004;6[3]:30-38)
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Hypertension is a major modifiable risk factor for car-  Hypertension in Hispanic Populations

diovascular disease (CVD); its effective treatment sig- The social composition of the United States is
nificantly reduces morbidity and mortality.'> World-  changing rapidly. Growth in the Hispanic population
wide, hypertension causes approximately 7.1 million  has been unprecedented, outpacing that of the overall
premature deaths.* It is a major antecedent to CVD,  population.'® In 2000, Hispanics became the largest

contributing to substantial morbidity due to complica-  minority group, numbering 32.8 million persons or
tions including stroke, atrial fibrillation, chronic and 12% of the US population,'! yet representing 40% of
end-stage renal disease, ischemic heart disease, periph-  the uninsured aged <65 years.!2

eral vascular disease, and retinopathy. Despite effec- Although the prevalence of hypertension in
tive pharmacologic therapies, <25% of the US popula-  Hispanic Americans has been reported to be lower, it

tion diagnosed with hypertension had adequate control ~  is important to note that prevalence varies significant-
between 1988 and 1991.° In the United States, hyper-  ly between subgroups.’ Hispanics disproportionately
tension afflicts >50 million persons,® disproportionately ~ suffer excess mortality and target-organ damage
affecting minorities. Hispanics experience a modestly ~ compared with their non-Hispanic counterparts; for

elevated level of modifiable risk factors for hyperten-  example, they experience 2.5 times more end-stage
sion, despite having a lower prevalence of hyperten-  renal disease than non-Hispanic whites.!3
sion than the general population.” Furthermore, as a Major epidemiological data from the Third

group, Hispanics are less likely than non-Hispanic =~ National Health and Nutrition Examination Survey
whites and non-Hispanic blacks to have their hyper-  (NHANES) documents that hypertension is already
tension controlled.” on the rise. Specifically, the age-adjusted prevalence
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for high blood pressure (BP) in Mexican Americans
aged 20 to 74 years was 25.6% in males and 22.5% in
females (NHANES II; 1976-1980), increasing to
30.6% in men and 25.0% in females more than a
decade later (NHANES IV; 1999-2000).'*4 In fact,
the NHANES IV Hispanic participants were noted to
have an increase in overall prevalence of 3.5%, com-
pared with the 1988-1991 survey.”> Other studies
have also corroborated this increased prevalence.'6-!8

We must acknowledge that most of this epidemio-
logical data on Hispanics are culled from Mexican
Americans, who comprise >58% of all Hispanics.!”
Thus, the medical community must be prudent in
their interpretation of these data, recognizing the
limited information available for other Hispanic
subgroups.

Treatment is also an area that requires our atten-
tion. Based on compelling epidemiological data, the
current US guidelines, published in the Seventh
Report of the Joint National Committee on Prevention,
Detection, Evaluation and Treatment of High Blood
Pressure (JNC VII), recommend maintaining BP at
<140/90 mm Hg for most patients.®
demonstrated benefit of treating hypertension

Despite the
220 4nd
the existence of national guidelines, multiple sources
of data have shown persistent inadequate hyperten-

sion control in Hispanic subpopulations.?%-2!

KEY POINT

Despite the demonstrated benefit of
treating hypertension and the existence
of national guidelines, multiple sources of
data have shown persistent inadequate
hypertension control in Hispanic

subpopulations.

Effects of Acculturation on Hypertension
What are the important factors that determine
positive clinical outcomes in the treatment of high
BP in Hispanic populations? Evidence suggests that
hypertension is a multifactorial disease. It is well
documented that factors such as poor adherence,
socioeconomic status, lack of awareness of the con-
sequences of uncontrolled hypertension,?? and lack

of insight into available resources all contribute to
the barriers that affect Hispanics’ access to health
care.”>2> These barriers may explain the disparity
between the low prevalence and adverse outcomes of
hypertension in Hispanics, but we must also account
for other exacerbating factors such as language,
acculturation, and related psychosocial and environ-
mental stressors.

Whereas low levels of acculturation have been
associated with poor adherence and poor outcomes
in Mexican Americans,?® high levels of accultura-
tion in Puerto Ricans have been associated with
adherence to prescribed therapy.?” Furthermore,
acculturation is not a stagnant process. The cultural
exchange and engagement with the dominant culture
can be time dependent, and during which a social,
economic, and informational marginalization takes
place.?®? Additionally, learning to speak English is
a well-known hallmark of acculturation. Thus, it is
important to recognize the impact that a low level of
acculturation and limited English proficiency have
on adherence to therapy and follow-up in the Hispanic
population.??

Ethnopharmacology and Diet

Presently, hypertensive treatments consist of either
or both lifestyle modifications and pharmacologic
therapy. Pharmacologic responses may be influenced
by ethnicity, environmental factors, or the interaction
of both. Ethnicity can predispose some members of a
group to disease. Data suggest that certain Hispanic
subgroups exhibit genetic variants that, when ex-
pressed, increase the risk of atherogenic changes that
are precursors to hypertension.” Additionally, variabil-
ity in metabolic and hemodynamic profiles affects how
these subgroups respond to pharmacologic therapy.*%-3!
For example, some Mexican Americans metabolize
drugs regulated by the cytochrome P2D6 gene faster
than non-Hispanics, which affects therapy with, and
the side-effect profiles of, many cardiovascular
drugs.?? Such Hispanic intergroup differences in phar-
macologic response can adversely affect clinical out-
comes when “therapeutically equivalent” drugs are
imposed on the clinician by managed care plans
designed to limit costs.®

Lifestyle modifications in the Hispanic popula-
tion require a culturally appropriate approach.
Studies have shown that dietary control of high sodi-
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um, low calcium, and low potassium can help pre-
vent the development of or reduce hypertension
in patients already on BP-lowering therapy.’3-3>
Cubans and Puerto Ricans have been found to have
a higher prevalence of hypertension possibly due to
higher sodium, low calcium, and low potassium
diets.’%37  Adoption of low sodium diets such as the
Dietary Approach to Stop Hypertension (DASH) can
help stem BP elevation in people with and without
hypertension.®® Despite the proven benefit of such a
diet, in a study measuring awareness of cardiovascu-
lar risk factors, only 26% of Hispanic respondents
believed that lowering salt intake would help prevent
high BP.*
physicians to increase awareness of the benefits of

Efforts by culturally knowledgeable

salt and fat reduction can complement pharmacologic
therapy for hypertension.

Providing Patient-Centered, Culturally
Responsive Care

In addition to tailored pharmacotherapy and
lifestyle modifications, effective cross-cultural com-
munication is essential in the management of hyper-
tension. Perceptions of health and illness, and illness
prevention beliefs, are influenced by culture, as is the
manner in which patients accept or reject medical
advice or treatment.*?

Various patient-centered medical interviewing
techniques and communication skills models have
been proposed that emphasize mutuality, respect,
negotiation, and collaboration in the doctor—patient
relationship. In particular, several tools have been
designed to aid health care providers in navigating the
complicated terrain of a cross-cultural encounter.

In a study involving first year medical students
conducted by one of the authors, the impact of teach-
ing cultural competency was demonstrated.*! Further-
more, the authors were able to demonstrate that the
incorporation of the ETHNIC interviewing framework
facilitated a patient-centered encounter (Table I).*2
The ETHNIC mnemonic allows the provider to effec-
tively elicit the patient’s beliefs about health and ill-
ness, learn about any self-treatment, traditional reme-

dies, or alternative healers being used, and negotiate a

KEY POINT

Understanding an Hispanic patient’s
explanatory model (beliefs) about
hypertension enhances the manage-

ment of hypertension.

TABLE I. ETHNIC: A FRAMEWORK FOR CULTURALLY APPROPRIATE HEALTH CARE

E: Explanation

What do you think may be the reason you have these symptoms?

What do friends, family, and others say about these symptoms?

Do you know anyone else who has had or who has this kind of problem?
Have you heard about/read/seen it on TV/radio/newspaper?
(If the patient cannot offer an explanation, ask what most concerns them about their problems.)

: Treatment

What kinds of medicines, home remedies, or other treatments have you tried for this illness? Is there anything you eat,
drink or do (or avoid) on a regular basis to stay healthy? Tell me about it. What kind of treatment are you seeking from

me?

: Healers

Have you sought any advice from alternative/folk healers, friends, or other people (non-doctors) for help with your

problems?

: Negotiate

Negotiate options that will be mutually acceptable to you and your patient and that do not contradict, but rather incorpo-

rate, your patient’s beliefs.

I: Intervention

Determine an intervention with your patient. May include incorporation of alternative treatments, spirituality, and healers
as well as other cultural practices (eg, food eaten or avoided in general and when sick).

: Collaboration

Collaborate with the patient, family members, other health care team members, healers, and community resources.

Reprinted with permission.*?
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mutually agreeable therapeutic plan with the patient,
family, and other important individuals involved in
the care process.

In fact, the framework has been successfully
employed in a community-based clinic caring for a
large Hispanic population. It is logical, easy to use,
and can be integrated into routine history taking and
treatment planning. In addition, it assists in identify-
ing risk factors for nonadherence with therapy and
care. Most importantly, it reduces the dangers of
stereotyping and overgeneralization during encoun-
ters by asking patients to serve as “teachers,” and
physicians as “learners” about cultural diversity
issues in health care.

Integrating Culturally Appropriate Strategies
into the Treatment of Hypertension

Due to the change in national demographics and
the exponential growth in Hispanic populations,
today’s physicians will most likely encounter strong
elements of folk medicine.*** Such cultural beliefs
and practices among Hispanic patients can be consid-
ered a subgroup of complementary alternative medi-
cine (CAM). These health beliefs are usually a lay
person’s use of household and traditional remedies.
In a study conducted by Huertin-Roberts and
Reisen,*” patients who believed that the etiology of
hypertension was a folk illness, rather than the stan-
dard biomedical etiology, were 2.4 times more likely
to have poor adherence with standard medical treat-
ment, thus reinforcing the idea that culture affects
adherence, which directly affects BP control.

Using another framework, known as ADHERE,
providers can consciously review if the barriers to
nonadherence have been addressed (Table II).*> In
particular, it is important to elicit and acknowledge
the patient’s perspective about the proposed therapeu-
tic plan, determine mutual goals and desired out-
comes, discuss treatment strategies and the conse-
quences of nontreatment, address any questions or
concerns regarding treatment, evaluate patient health
literacy and understanding of the reasons for treat-
ment as well as barriers and facilitators to adherence,
recommend and review the therapeutic regimen, and
empower by eliciting the patient’s commitment and
willingness to follow through.

Tools such as ETHNIC and ADHERE assist in iden-
tifying barriers and the risk factors that will adversely
affect adherence. Once the barriers are identified,
physicians can appropriately modify current therapeu-
tic guidelines by balancing the patient’s explanatory
model of illness with pharmacotherapy and other
health promotion/disease prevention modalities.

The primary goal in the treatment of hypertension is
to reduce the incidence of cardiovascular events in
hypertensive patients. Studies performed to assess the
impact of treating hypertension have revealed very dis-
appointing control in the Hispanic population.®!327
Many physicians would agree that one factor is poor
patient adherence with their antihypertensive treat-
ment. Other factors such as cost, convenience,
polypharmacy, and adverse effects are all critically
important issues in the selection of hypertensive
agents. In addition, the level of patient involvement in

TABLE Il. ADHERE: A MNEMONIC FOR IMPROVING PATIENT ADHERENCE WITH THERAPEUTIC

REGIMENS.

mutual goals and desired outcomes.

: Acknowledge the need for treatment with the patient, and ask about previous treatments utilized. Together determine

: Discuss potential treatment strategies and options, as well as consequences of nontreatment with the patient (consider

issues such as treatment effectiveness, prognosis, use of complementary/alternative medicine, brand name versus generic

off-label uses, prescription plans, formularies, etc).

: Handle any questions or concerns the patient may have about treatment (eg, fears or worries, side effects, costs, dosage,

frequency, timing, sequence, duration of treatment, drug or food interactions, proper storage techniques).

: Evaluate the patient’s functional health literacy and understanding of the purpose and rationale for treatment, and assess

barriers and facilitators to adherence (eg, environmental, economic, occupational, and sociocultural factors; family situa-

tion; and supports).

Reprinted with permission.*’
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: Recommend treatment, and review the therapeutic regimen with the patient.

: Empower by eliciting the patient’s commitment and willingness to follow through with the therapeutic regimen.
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their treatment appears to be essential in obtaining goal
BP; therefore, it is absolutely necessary to develop
strong physician—patient communication. This com-
munication depends on patient-specific factors that can
be explored through the patient’s model of illness.
What are the physician-specific factors that must
be taken into consideration? Despite the presence of
effective antihypertensive therapies and the clinical
guidelines from large clinical trials demonstrating the
benefits of the control of hypertension, <18% of hy-
pertensive Hispanics have controlled hypertension.!
Physician prescribing patterns may contribute to poor
control of hypertension. In one study of primary care
physicians, ~33% did not recommend treatment in
patients with diastolic BP of 90 to 100 mm Hg.*¢
Furthermore, they would not treat or increase therapy
for hypertensive patients with systolic BP of 140 to
160 mm Hg despite national guidelines to do so. In
an NHANES III survey of 16,095 adults with known
hypertension (defined as BP =140/90 mm Hg or the
use of pharmacologic therapy), it was found that 41%
of Mexican Americans had hypertension but were not
aware they did, 19% had been told of the diagnosis
but were not treated, 25% with uncontrolled hyperten-
sion (BP >140/90 mm Hg) were inadequately treated,
and only 15% of Mexican American patients treated
had controlled hypertension.® In another corroborating
study in a large Midwestern health system comprising
12% Hispanics, it was found that pharmacologic ther-
apy was initiated or changed in only 38% of visits in
patients with documented hypertension in the previ-
ous 6 months. In this study, 76% of physicians agreed
with JNC VI guidelines while citing satisfaction with
the BP value at the time of visit.*’
that physicians may play a contributory role in the

Both studies reveal

poor control of hypertension in Hispanics.

Although an important strategy, antihypertensive
monotherapy does not fully address the multifactorial
causes of poor control among hypertensive Hispanic
populations. Factors such as low adherence, low
health literacy, and less access to optimal medications
because of cost-containment strategies contribute to
the disparity in BP control in these populations. Once
risk factors to nonadherence are identified, physicians
should be amenable to new approaches to the man-
agement of hypertension, such as earlier control of
BP, more aggressive use of low-dose combination
therapy as first-line treatment, or earlier use of

34

stepped-care approaches recommended by national
guidelines.® Low-dose combination therapy is associ-
ated with lower costs, simpler drug regimens, lower
rates of side effects, and improved adherence due to
better tolerance.*3° As observed in the general pop-
ulation, reducing the number of daily doses is an
effective way of increasing adherence to prescribed
regimens.’! The use of low-dose combination thera-
py. either as first-line treatment or much earlier in the
course of treating hypertensive patients, may provide
the solution to many of these management challenges.

KEY POINT

Effective treatment is a balance
between simplicity of regimen (to
ensure adherence) and pharmacologic
efficacy (low-dose combination therapy)

to assure positive clinical outcomes.

CONCLUSION

Hispanics should be afforded the same standard of care
as the general population. Treatment of hypertension
in Hispanics should address patient-specific issues
such as level of acculturation, health literacy, English
proficiency, socioeconomic status, and illness explana-
tory models. Patient-specific issues should be consid-
ered together with physician-specific issues such as
the undertreatment of hypertension, and cultural and
language barriers. These specific issues must be bal-
anced with pharmacotherapy and lifestyle modifica-
tions to achieve positive clinical outcomes in hyper-
As physicians and health care
providers, we should avail ourselves of cross-cultural

tension treatment.

tools that can improve the quality of care delivered to
Hispanics and other ethnic and racial populations.

Every encounter is a cross-cultural encounter. Itis
crucial that we seek the knowledge, attitudes, skills,
and behaviors required to care for our increasingly
diverse society.
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Dialogue Box

EDITORIAL BOARD
Please clarify the appropriate use of the terms
Hispanic and Latino.

SOTO-GREENE

According to federal guidelines, the terms Latino
and Hispanic are becoming more interchange-
able encompassing Mexican Americans/Chicanos,
Caribbean Latinos including mainland Puerto
Ricans, as well as persons from Central and South
America and Spain. Hispanic is viewed by some
as a more inclusive term and including persons
from Spain.

SANCHEZ

Historically speaking, the word Latino referred to
persons from Latin America. Since Spaniards don’t
consider themselves part of Latin America, some do
not identify as Latin Americans and, therefore, prefer
the term Hispanic.

LIKE

The short answer is the term Hispanic, as I under-
stand it, is more of a federal label that designates
someone of Hispanic or Iberian or Spanish-
speaking origin. Many Latino and Latina commu-
nities, however, have some difficulties with the
term Hispanic. Many physicians from certain parts
of the country outside the Northeast seem to have
moved more to using the terms Latino and Latina.

EDITORIAL BOARD

Which of the Hispanic subgroups have genetic
variants that, when expressed, appear to increase
the risk for atherogenic changes that are precur-
sors in hypertension?

SANCHEZ

The major research on Hispanics and Latinos in
the United States, as far as cardiovascular disease,
is the NHANES Study which started in 1981 and
remains ongoing. Since this study focused pre-
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dominantly on Mexican Americans, it is impor-
tant to note that the data from that study may not
It’s
now being discovered that there exists genetic

be fully generalizable to other subgroups.

predispositions among certain subgroups of the
Hispanic/Latino population that places them at
It has been
said that culture determines your environment and
For
example, Caribbean Puerto Ricans are known to
have a high-salt diet (ie, a diet associated with
The
Mexican American population has been found to
have a higher predisposition for elevated choles-
terol levels on both a genetic as well as environ-

risk for cardiovascular risk factors.

your ethnicity determines your genetics.

increased prevalence of hypertension).

mental basis, the latter stemming from their diet.
However, I think to say that one culture or one sub-
group is at higher risk than another is not really
fair since you’re basically saying they are at
risk for the antecedent to hypertension. Whatever
happens from there is really dependent on their
environment and their unique situation.

LIKE

All we can really say is there may be some ge-
netic associations. We need to avoid attributing
causality since to do so otherwise runs the risk of
Such
associations are best viewed as markers for both

inappropriately promoting stereotypes.

potential genetic links as well as environmental
links. What then causes an increased hypertension
risk is likely multifactorial.

EDITORIAL BOARD

Please expand on how the cross-cultural frame-
works, ETHNIC and ADHERE, have been utilized
at your institution.

SOTO-GREENE

In addition to using ETHNIC as a teaching tool
for medical students during their first-year history
and physical examination course, we’ve used it in



Clinical Cornerstone

= HYPERTENSION IN HISPANICS = Vol. 6, No. 3

Dialogue Box

training house staff and, on a limited basis, with
faculty. It seems to work particularly well for
physicians at our Latino-focused academic prac-
tice site who have been able to engender a tremen-
dous sense of satisfaction both as professionals as
well as by the patients. It is an easy tool to use

incorporating it into their active routines.

LIKE

I’'ve made use of these clinical interviewing
mnemonics in undergraduate medical education,
residency training, faculty development, and con-
tinuing medical education courses. These practi-
cal tools can help physicians to develop a thera-
peutic alliance with patients and to provide more
culturally responsive and effective care.

EDITORIAL BOARD

What are your feelings about the use of family
members as interpreters when working with
Hispanic patients?

SOTO-GREENE

The body of literature and experience will tell you
that one really should use a trained interpreter.
The issue often arises, however, who’s going to
pay for it? Presently, if a practice receives feder-
al monies, such as Medicare dollars, the onus is
on the physician being responsible for providing
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the interpreter services. Relying on a family mem-
ber may lead to medical errors; however, it is still
a practice in place until the nation can come to the
better solution on these issues.

LIKE

Suffice it to say that there have been some multi-
million dollar lawsuits that have arisen from the
inappropriate use of family members (especially
children or minors) as interpreters. According to
the Office for Civil Rights, a person with Limited
English Proficiency (LEP) should be informed
that she or he has the option of being provided
with an interpreter without charge, or of using his
or her own interpreter. The use of family members
and/or friends as interpreters can become a diffi-
cult balancing act that can raise comfort, trust, pri-
vacy, and quality-of-care issues. Extra caution is
needed if a person with LEP chooses to use a
minor as interpreter due to concerns about compe-
tency, confidentiality, and conflict of interest.
Readers are strongly encouraged to review the
August 8, 2003, Office for Civil Rights’ Guidance
to Federal Financial Assistance Recipients
Regarding Title VI Prohibition Against National
Origin Discrimination Affecting Limited English
Proficient Persons for additional important infor-
mation (available at: http://www.hhs.gov/ocr/lep/
guide.html; accessed November 4, 2004).





