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13 University of Michigan Health System, Ann Arbor, MI

Abstract
African Americans with high blood pressure (BP) can benefit greatly from therapeutic lifestyle
changes (TLC) such as diet modification, physical activity, and weight management. However, they
and their health care providers face many barriers in modifying health behaviors. A multidisciplinary
panel synthesized the scientific data on TLC in African Americans for efficacy in improving BP
control, barriers to behavioral change, and strategies to overcome those barriers. Therapeutic lifestyle
change interventions should emphasize patient self-management, supported by providers, family,
and the community. Interventions should be tailored to an individual’s cultural heritage, beliefs, and
behavioral norms. Simultaneously targeting multiple factors that impede BP control will maximize
the likelihood of success. The panel cited limited progress with integrating the Dietary Approaches
to Stop Hypertension (DASH) eating plan into the African American diet as an example of the need
for more strategically developed interventions. Culturally sensitive instruments to assess impact will
help guide improved provision of TLC in special populations. The challenge of improving BP control
in African Americans and delivery of hypertension care requires changes at the health system and
public policy levels. At the patient level, culturally sensitive interventions that apply the strategies
described and optimize community involvement will advance TLC in African Americans with high
BP.

Keywords
hypertension; African Americans; therapeutic lifestyle change; behavioral modification; cultural
competence; diet

Introduction
Hypertension remains a leading cause of health disparity in African Americans. Based on
National Health and Nutrition Examination Survey (NHANES) data from 2003 and 2004,
blood pressure (BP) control (< 140/90 mm Hg for individuals without diabetes and < 130/80
mm Hg for those with diabetes) was achieved in only 29% of African Americans with
hypertension.1 The low rate is difficult to explain considering the degree of hypertension
awareness (66%) and treatment (55%) in African Americans and demonstrates a continued and
urgent need for targeting effective antihypertensive therapy and patient adherence.

The International Society on Hypertension in Blacks (ISHIB) and Seventh Joint National
Committee on the Prevention, Detection, Evaluation, and Treatment of High Blood Pressure
have recommended therapeutic lifestyle changes (TLC) to lower BP, enhance antihypertensive
drug efficacy, and reduce cardiovascular risk.2,3 Therapeutic lifestyle changes include diet
modification, physical activity, weight management, limiting alcohol consumption, and no
tobacco use (Table 1).2,4–6 However, evidence suggests that patients experience difficulty with
incorporating these changes in their daily lives.7 Health care providers also have reported
difficulty prescribing TLC as an intervention to improve hypertension management.8
Recognizing the urgency of addressing these difficulties, the ISHIB developed an agenda to
overcome them, with particular attention to special issues for African Americans.

The ISHIB convened a panel of clinicians and researchers on February 22 and 23, 2008, to
develop recommendations for addressing hypertension-related health disparities by promoting
better hypertension management in African Americans. The panel comprised individuals from
academia, community groups, nursing, internal medicine, cardiology, and managed care. This
multidisciplinary panel was asked to synthesize current scientific information regarding
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lifestyle changes in hypertension management and identify strategies to assist health care
providers in incorporating TLC into the management plan of African Americans with high BP.

To address these goals, the panelists began by assembling and reviewing the evidence base
regarding: 1) the efficacy of TLC interventions in published studies; 2) factors that impede
adoption or maintenance of TLC; and 3) strategies to overcome such barriers. The panel then
discussed the application of these strategies to the modification of diet, a TLC that is effective
in African Americans with high BP. The panel considered the importance of assessing the
impact of interventions to promote TLC, particularly in using culturally sensitive measures.
Finally, the panel addressed translating research recommendations to clinical practice. This
article summarizes panel findings regarding each of these topics.

Efficacy of TLC Interventions
To assess the likely efficacy of TLC for African Americans, the panel analyzed in greater detail
the findings of a systematic review, focusing on interventions to improve cardiovascular care
in ethnic communities. Conducted by Davis et al,9 the systematic review identified studies
from 1995 to 2006 that: 1) either included a sample of at least 50% ethnic subjects or described
subgroup data and 2) were connected with a health care organization. Studies involving
collaboration with churches, schools, or other community organizations were excluded unless
there was formal medical collaboration. The panel excluded studies without African American
subjects and only included studies in which intervention focused on a modification in patient
lifestyle. A total of 20 studies from the Davis et al compilation were relevant.10–31

These studies had many methodological differences, including the target sample, the type and
length of intervention, personnel delivering the intervention, and target outcome. Some
interventions targeted patients directly, whereas others targeted their health care providers.
Sample sizes ranged from 26 to 2860 subjects.12,20 The type of intervention ranged from
dietary/nutritional counseling to home- or community-based BP monitoring to physical
exercise to stress reduction. Interventions in at least 9 studies targeted more than one type of
lifestyle change (eg, diet plus exercise).11,13–18,28,29 At least 10 studies contained a dietary
intervention.10,11,16–18,22,26–29 The length of the intervention ranged from 3 to 40 months.
12,23 The study duration was ≤ 6 months in 7 studies11,12,,14,24,26,28,31 and ≤ 12 months in 15
studies.11–17,20–22,24–26,28,31 Some studies consisted of nurse-led interventions, whereas
others involved pharmacists or community health workers.

Of the 20 studies, 19 specifically assessed the impact of TLC interventions on lowering BP or
achieving BP targets (excluding Redder et al15). Ten of 14 studies reported BP reductions with
TLC11,12,14,16,18,20,23–26 and 6 reported reductions in systolic BP values.11,12,14,16,18,23 Four
of 6 studies reported improved BP control in patients carrying out TLC.10,13,20,23 of 10 studies
with dietary interventions, 6 showed favorable BP outcomes.10,11,16,18,26,28

This evidence supports TLC—implemented in a variety of behavioral interventions—as an
indispensable part of hypertension management. Both the ISHIB and Joint National Committee
statements are being updated to reflect more recent data. Therapeutic lifestyle changes will
continue to be recommended in the prevention of hypertension and as an adjunct to
pharmacotherapy in patients at high cardiovascular risk. The panel noted that the same
strategies for affecting TLC can be applied to improving medication adherence.

Barriers to Lifestyle Change
The panel considered a wide range of barriers to the adoption of TLC aimed at improving BP
control.32,33 Factors were grouped into categories focusing on the patient, provider, therapy,
medical/physical environment, and relationships between these categories (Figure 1).
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Main Categories of Factors
Patient Factors

Various demographic, psychological, and social/cultural factors influence the extent to which
patients incorporate TLC into their daily lives. For example, individuals can have perceptions
of low self-efficacy, in which they lack confidence in their ability to carry out the behavior
necessary to attain a desired goal.32 Cultural values and practices can impede lifestyle change
(eg, not heeding nutritional recommendations that depart from traditional diets or require food
preparation separate from that for other family members).34

Some African Americans may not trust the entire health care system and harbor suspicions of
being a participant in an experiment.35,36 Patients may respond to health messages positively
or negatively depending on how the message source (eg, government agency, medical center)
is viewed.37,38

Provider Factors
Providers may lack awareness of some components of guidelines for hypertension
management. They may also not agree with all guidelines. As a result, they may fail to initiate
or intensify treatment appropriately when an abnormal parameter is recorded or the goal is
unmet—a factor called “therapeutic inertia.”33,39

Confidence is as important for providers as for patients. In a survey of community health center-
based providers, including registered nurses and physicians, TLC was considered more
challenging to implement than adherence to a drug regimen, and few providers were confident
of their own ability to change patient behavior.8 This lack of confidence is likely to impact
providers’ treatment of hypertension.

Environmental Factors
Access to care can be limited by a person’s lack of insurance and by transportation problems
in getting to the doctor’s office. Various features of the practice setting can reduce the
likelihood of successful TLC, including insufficient lifestyle counseling during a physician
visit or absence of appropriate office support to help with counseling.

Therapy-Related Factors
A complex drug regimen requiring multiple daily dosing can reduce adherence, particularly in
the elderly. Similarly, the number and complexity of therapy-related factors associated with
TLC (eg, extent of dietary change and addressing smoking, diet, and exercise simultaneously)
can reduce adherence. Adverse effects such as sports injuries can limit adherence to an exercise
regimen. Cost can clearly affect food choices.

Relationships Between Categories
Barriers can arise based on mismatches in the relationships between the categories listed
previously. The relationship between patient and provider is particularly important.

Patient-Provider Relationship
How providers view their relationship with the patient will influence their approach to sharing
information and responding to needs articulated by the patient.33 Obstacles may arise when
patients are not involved in management decisions. When patients feel encouraged to ask
questions and discuss their problems, which may have nothing to do with hypertension, positive
outcomes, including BP lowering, have been reported.19,40
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Respect—“the single most powerful ingredient in nourishing relationships”41—can mean the
absence of condescension when someone does not speak standard English or the
acknowledgment of different cultural norms. Patients may perceive (correctly or not) a lack of
respect when a provider is not “actively” listening when they speak or appears dismissive of
their customs or beliefs.36 When a provider does not communicate in a manner prescribed by
a patient’s culture, the patient may not conform to social expectations.42

Providers should recognize that African Americans are a heterogeneous population. Many
cultures are represented, such as those of many Caribbean nations, different African immigrant
cultures, and regional cultures in the United States. Cultural differences also exist based on
sociodemographic status. Not all African Americans eat the same foods or prepare them in the
same way. Providers should elicit information to assess the specific barriers prevailing in each
individual case.

The Health Care System and Provider Practices
The provider’s ability to provide care may be hindered or facilitated by the larger health care
system. For example, inadequate reimbursement for patient counseling services limits time
and resources for TLC. Newer electronic medical record and other informational support
systems can help providers to quickly observe trends in patient progress, identify high-priority
care activities for a particular visit, and produce copies of informational materials to support
specified TLC recommendations.

Availability of Resources for Therapy
Recommendations for TLC often assume that patients have access to the relevant resources.
However, patients cannot follow dietary recommendations if neighborhood stores do not offer
fresh fruits and vegetables. Similarly, patients cannot heed advice to engage in physical
exercise if there are no safe areas for exercise.

Compatibility of Therapy with Patient Lifestyle
A patient’s lifestyle can affect the ability or willingness to make TLC. Patients who have a
busy schedule may eat often at fast-food restaurants where low-fat, balanced meals are less
readily available. Preparing special meals for one member of the family can be more difficult
and costly. Quitting smoking is more difficult when the people whom the patient spends time
with are smokers.

Broader Relationships
The provision of care for hypertension must be redesigned. The decentralized US health care
system is largely organized and financed using an acute care model that assumes providers are
the primary managers of care and deliver care in episodes lasting a short period of time. This
model produces many misalignments and barriers to care for chronic conditions such as
hypertension. The provision of care for chronic conditions requires a rethinking of the training
of health care personnel, responsibilities of office personnel, organization of office records,
and adequate payment for services. More broadly, the organization of the larger health system
for chronic care must be addressed, including affordable health insurance. These larger issues
for African Americans with hypertension warrant further consideration but in another forum.

Strategies to Overcome Barriers
When considering African American patients, the panel identified 3 broad strategies toward
overcoming barriers to TLC in hypertension management: 1) empowering patients, 2)
enhancing cultural competence of providers, and 3) targeting multiple factors. The panel also
identified other useful strategies.
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Empowering Patients
A key requirement of TLC for chronic conditions such as hypertension is that patients must be
empowered and motivated to take an active role in their care and ownership of patient-centered
management plans. Two examples of models with comprehensive frameworks that address
individual behavior change within a larger systems framework are the chronic care model and
ecological model of health behavior. These models emphasize the role of patients with chronic
conditions as being their own principal caregiver and the importance of provider, family, and
community support in self-management (Table 2).43–46 The chronic care model is an integral
part of patient-centered medical home models.47,48

The chronic care model can inform TLC strategies because hypertension is a chronic disease
often requiring: 1) multiple encounters with the health care organization, 2) an effective patient-
provider relationship, 3) a commitment to TLC on the part of the individual and the provider,
and 4) adjustments in the treatment plan to achieve optimal care and appropriate hypertension
management. The chronic care model proposes a patient-provider relationship based on
collaborative care and self-management education.43,49 Collaborative care refers to shared
decision making. Of particular relevance is the component of self-management support, which
provides patients with problem-solving skills (ie, recognizing issues and generating a plan to
forge a solution).47

A review of publications since 2000 that cited the chronic care model did not find consistent
evidence of benefit across all medical conditions.47 However, studies in diabetes did report a
reduction in cardiovascular risk and longer-term (3-year) improvements in health outcome.
50,51

The ecological model, which has served as the basis for behavioral interventions such as the
Well-Integrated Screening and Intervention for Women Across the Nation (WISEWOMAN)
program,52 provides a framework for assessing the multiple factors that can influence TLC
and hypertension management (Figure 2).44–46 The ecological model places the patient—the
primary focus of TLC—in the center of the model and acknowledges that other factors (eg,
family and peer networks, health systems/organizations, community, and social/public policy)
have a compounding influence on the patient’s ability to successfully engage in TLC.

Therapeutic lifestyle change interventions should foster self-efficacy. In addition, by
redirecting patients from an external to an internal locus of control, patients can empower
themselves to rethink goals that can contribute to a healthier lifestyle, as can be exemplified
by thoughts such as “It’s all in me,” “I have it in me to change who I am,” and “I will eat healthy
and find the time to exercise.”

Cultural Competence of Providers
A patient’s health beliefs and health-related behaviors are grounded, at least in part, in his or
her culture’s values and norms. Cultural competence is a dynamic, continuous process by which
an individual provider, health care system, or health care agency finds meaningful and useful
care delivery strategies based on knowledge of the cultural heritage, beliefs, attitudes, and
behaviors of those receiving care.53 A culturally competent practitioner recognizes that the
patient’s genetics/biology, behaviors, and environment interact synergistically.53

Many cultures are represented among the African American population. Therapeutic lifestyle
change interventions to improve BP control are more likely to be accepted if the intervention
can be adapted to the norms of the specific culture and community of which the patient is a
part and the health decision-making in that culture. Competency can involve asking questions
(to determine cultural beliefs or practices that may influence health behavior), listening closely,
and using information about the patient to tailor an intervention to local context (Table 3).54
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Community input is invaluable toward overcoming many cultural barriers. Communication
channels differ from locality to locality and cannot be predicted from outside the community.
37 Community involvement can help dispel mistrust that many African Americans feel toward
the health care system.36,37 A patient’s adherence to therapy, both pharmacologic and
nonpharmacologic, may depend on the involvement of family members or community leaders.
These individuals may serve as sources of health information and may support an individual’s
decisions on health issues.42 Early community involvement can enhance patient acceptance
and outcomes of an intervention. The broadening field of community participatory research
offers insights on involving community partners and using community resources. Table 4
presents examples of culturally sensitive approaches toward promoting positive behavioral
change.55

Increasing the cultural competence of providers should help to reduce health disparities among
ethnic populations and lead to improved quality of care.56 Cultural competency training is
mandated for medical licensure in New Jersey.57 Recommendations for culturally competent
health care are available for many health care professionals, including nurses, diabetes
educators, and pharmacists.41,58 Online cross-cultural training and resources are offered by
government agencies and academic centers.54,59

Targeting Multiple Factors
Effective TLC interventions often consist of multiple components that target more than one
factor with more than one approach.32,60 Barriers can differ from person to person. Multiple
modalities may be needed to address a complex of interacting factors (Table 5).61 What
constitutes an effective intervention may change over time. A “multilevel” approach also
enables customization or tailoring of interventions to address the specific barriers present in
any one individual.

Additional Important Strategies
The panel noted that evidence supports incorporating the following strategies in efforts to
implement TLC:

• More than information. Interventions must go beyond conveying information.
Focusing solely on conveying information, either for patients or providers, is unlikely
to improve BP control.60,62

• Teams. The value of teams comprising physicians and allied health professionals in
patient education and behavioral interventions is supported by the success of nurse-
or pharmacist-led initiatives.9,62

• Incremental steps. A start by encouraging relatively small changes will create a
respectful and welcoming atmosphere when counseling modifications in lifestyle.
This approach builds trust and fosters a productive patient-provider relationship.

Example of Applying Strategies to Interventions: Dietary Approaches to Stop Hypertension
Eating Plan

The panel discussed how some strategies identified previously may strengthen an intervention
or program targeting African Americans with high BP. On the strong evidence of Dietary
Approaches to Stop Hypertension (DASH), DASH-Sodium, PREMIER, and other studies,
dietary changes promoting the DASH eating plan are highly recommended in African
Americans with high BP. The DASH plan combined with other TLC significantly lowered BP
compared with usual care.63 To capture this powerful effect, TLC interventions in African
Americans should always include dietary recommendations that incorporate or integrate
principles of DASH into individual diets.64
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Based on NHANES data, however, eating meals in accordance with DASH recommendations
has declined among adults with high BP (19.4% from 1999–2004 compared with 26.7% from
1988–1994), with an even lower DASH accordance reported among African Americans.65

More strategically developed interventions are needed to promote DASH principles.
Fundamental components of interventions designed to promote dietary change in patients with
diabetes also apply in the hypertension setting and consist of assessment of patient readiness
to make changes, setting of appropriate goals, instilling self-efficacy, training in problem
solving, and encouraging family and community support.66,67 To understand the importance
of an intervention and set goals appropriately, the individual must receive a direct, clear,
concise explanation of what is to be done. It is just as important that the information provided
be specific and practical; nutrition education should cover recipe modification, grocery
shopping, and concrete recommendations regarding foods to eat and foods to avoid.

When cultural dietary habits include foods and forms of preparation that discourage adoption
of nutritional recommendations, providers should find ways to assist the individual to not only
cook and consume foods that they value in their culture, but also do so in a healthy, heart-smart
way. For example, a staple among some African Americans, particularly in the South, is collard
greens cooked with ham hocks. The problem to target is not the collard greens, but rather the
manner in which they are prepared. This dish can be prepared with skinless turkey wings or
necks and seasoned with spices (eg, apple cider vinegar) that have low or no sodium content.
Another goal is the increased consumption of dairy products among African Americans. While
lactose maldigestion has limited dairy food consumption, culturally determined food
preferences and dietary practices learned early in life also have contributed to reduced intake.
68 Individuals with lactose intolerance can be shown how to tolerate a dairy-rich diet that meets
calcium intake recommendations without adverse effects.63,68

Some progress has been made in presenting DASH recommendations in the context of soul
food and other traditional diets in African American communities.55,69,70 A means of
facilitating access to local experiences merits consideration so that effective adaptations can
be shared with other communities.

Long-term changes in eating behavior remain elusive. Two approaches should be considered:
individual and family training in problem-solving skills to strengthen behavioral self-
management and creation of community-based resources for ongoing support. Problem solving
with regard to food choices, reading of food labels, grocery shopping, and food preparation
can be instilled by trained individuals in the community.

The creation of community-based resources (community advocates from church groups,
community health centers, or other community sources) should be considered prospectively.
Levine et al23 have demonstrated the valuable work of indigenous (ie, from the community)
health workers in sustaining BP lowering over a 40-month trial. These paraprofessionals were
trained by nurses in BP management, monitoring, education and counseling, and social support
mobilization. Hess et al71 reported on the value of community-based BP monitoring and peer-
based health messaging in a 14-month study involving barbershops. A consensus has not yet
been developed as to a structured approach for creating and maintaining community support.
However, the value of such support is not questioned.

Assessment of Impact
The panel advocated the inclusion of a metrics component for all TLC interventions and
emphasized the selection of assessment instruments that are culturally sensitive and validated
in the population. Data obtained by recording indicators before and after implementation can
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not only measure effectiveness of the intervention but also provide feedback to help patients
and providers understand the utility of the intervention and offer reinforcement of progress.

Assessment methods may be qualitative or quantitative and focus on processes or outcomes.
Outcome indicators need to be selected and measured reliably and validly to determine impact.
They must be appropriate and sensitive to the changes generated by the intervention. The
outcomes selected can be those that the intervention was designed to change as well as
unintended, negative outcomes.

Measurement approaches and tools should be compatible with the characteristics of the target
population for which they are used. This is of particular importance in hypertension
management because of the high proportion of patients who are from minority groups, are
elderly, and have comorbidities. Strickland et al72 reported that a large proportion of
psychometric tools used in nursing research had not been adequately designed and tested for
use in ethnic and racial minorities (Table 6).

Many questionnaires and scales are not designed for use in the elderly or persons who are not
well educated. Long and burdensome measurement tools may be too time consuming or
impractical for use in clinical settings or with individuals who are ill or frail.73–75 The reliability
and validity of outcome assessments can be compromised when assessment approaches are
used in a patient population or setting for which they are not compatible, and inappropriate
conclusions can be drawn from the data about the effectiveness of hypertension programs. An
example of an assessment instrument that has been to be shown to be reliable and valid in
African Americans76 is the 12-item version of the Medical Outcomes Study 36-item Short
Form Health Survey (SF-36).77 This instrument is also less cumbersome than the original
version in assessing mental and physical health status.

Timing of measurement is crucial. Baseline measures of the selected outcome should be
obtained. Follow-up assessments should be conducted at appropriate intervals so that change
in the outcome due to the intervention can be documented. Therefore, assessment tools need
to be highly sensitive to changes in outcome variables that measure the impact of interventions
designed to control BP.

Assessment opportunities comprise: 1) patient attitudes and outcomes, 2) provider activities,
and 3) aspects of the practice setting. Beyond the health center or clinic, assessments can be
conducted across a community or within the larger health care system to which an individual
belongs, such as an employer’s health system or managed care organization (MCO).

Some health systems are well organized in assessing the impact of interventions. In MCOs or
Veterans Affairs medical centers, for example, data can be captured on clinical outcomes as
well as resource use, physician and staff workflow, sustainability, and cost to the system and
patient. Combined with the patient’s self-report of outcome and satisfaction, information from
electronic health records and claims data can result in a comprehensive assessment of the
relative cost and benefit of an intervention. In less-integrated settings, Health Insurance
Portability and Accountability Act issues and irreconcilable databases can make the collection
of such information impossible.

Translation to Clinical Practice
The panel members recognized the profound obstacles encountered in translating research
findings into routine practice. Adaptation of clinical research results into practice often
involves meaningful changes in individualized health decision-making, medical practice, and
care delivery. Both public and private sector stakeholders must identify and implement changes
in infrastructure, funding, and operation.78
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One successful translational model focused on making large-scale improvements using a health
care system-wide perspective.79 Centralized researchers work with local provider teams. The
central researchers have access to greater resources for developing innovations. The centralized
group recommends innovations to the local providers. The local providers adapt interventions,
tailoring them to fit community-level resources and practices, organizing support mechanisms,
and otherwise identifying how to install processes so that all patients receive the proposed
intervention.

This translational process demonstrates the strategic importance of instilling a sense of local
(community) ownership when working to improve TLC for BP control. Local stakeholders are
best positioned to adapt recommendations to local culture based on ethnic values; to determine
whether recommended behaviors are easy or difficult to comply with and modify
recommendations accordingly; to provide ongoing support; and to evaluate performance.

Summary
A multidisciplinary panel was asked to synthesize the current scientific evidence regarding
lifestyle changes in hypertension management and to identify strategies to assist health care
providers with incorporating TLC into the management plan for African Americans with high
BP.

Many types of interventions for TLC have scientific evidence demonstrating they can improve
BP control. However, many factors may impede or facilitate the adoption or maintenance of
TLC, including characteristics of and relationships between the patient, provider,
recommended therapy, and environment.

Several strategies can be effective in overcoming barriers to patients making TLC.
Empowering the patient involves patient-centered care emphasizing self-management
supported by providers, family, and community. Increasing the cultural competence of
providers and health care organizations enhances the use of strategies addressing the cultural
heritage, beliefs, and behaviors of those receiving care. Likelihood of success is increased by
simultaneously targeting multiple factors. At the patient level, assessing social and cultural
factors (eg, socioeconomic status, health beliefs, health literacy, and health knowledge) may
identify individual barriers and enhance TLC interventions. At the provider level, an effective
relationship between the patient and provider is crucial to effective intervention. Changes
across health systems and public policy decisions are needed to effect meaningful changes in
the delivery of hypertension care. The application of multiple interventions for African
Americans was illustrated.

Advances in improving TLC depend on the generation and application of scientific knowledge.
Generating new knowledge requires the use of culturally sensitive metrics designed to identify
barriers to hypertension management, measure the impact of the intervention, and assess the
influence of the intervention on health outcomes. Translating research findings into practice
requires local adaptation to address specific circumstances.

Clinical trials are under way that may further enrich our understanding of strategies conducive
to sustained change. The ISHIB convened an expert panel meeting on TLC as part of a
continuing campaign to update standards of hypertension care in African Americans. The next
step for the ISHIB is to develop tools for both patients and providers that are informed by
findings of the expert panel, communicate and reinforce management guidelines and TLC
recommendations, and consolidate gains from both recent research and our experience in the
community.
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Figure 1.
Barriers to behavior change.
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Figure 2.
Ecological model of health behavior in hypertension.
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Table 1

Recommended Therapeutic Lifestyle Changes for Treatment of High Blood Pressure2

Goal Realistic Personal Plan to Achieve Goal

Normal weight for
height

• Lose weight gradually by making permanent changes in daily diet for the entire family

– Weight loss of 1–2 lb per week is considered healthy weight loss

• Set a reasonable weight loss goal (even 5–10 lb [2.2–4.5 kg] can improve blood pressure control)

• Eat less fast foods and fried foods, and eat more fruits and vegetables

Dietary goals: • Eat more grains, fresh fruits, vegetables

Low fat • Use healthier fats (eg, olive oil)

Low sodium • Eat less processed foods and fast foods

High potassium • Read labels and pay attention to the sodium content of foods

Adequate calcium • Identify high-sodium foods (eg, potato chips, hot dogs, or canned foods) that can be comfortably omitted from diet

• Eat low-sodium, high-potassium snacks (eg, dried fruits, bananas, orange juice, and raw vegetables)

• Do not salt foods when cooking; choose a low sodium or spicy substitute as an alternative to salt

• Substitute vinegar or lemon juice for salt

• Do not season foods with smoked meats (eg, bacon or ham hocks)

• Become more aware of food sources that are rich in calcium (eg, low-fat or fat-free milk, yogurt, and cheese)

• If lactose intolerant, try lactose-free milk or yogurt or drink calcium-fortified juices or soy milk

Limit alcohol • Men: no more than 2 beers, 1 glass of wine, or 1 shot of whiskey (or hard liquor) per day

• Women: no more than 1 beer or 1 glass of wine per day (a shot of whiskey exceeds these recommendations)

Physical fitness • Increase physical activity as part of the daily routine (eg, if sedentary, get off the bus 6 blocks from home, or walk in the
evening with a spouse or friend)

• Walk 30 minutes a day, which can be done 7–10 min at a time at least 5 times a week4

– Or walk at least 10 000 steps a day to decrease the risk for heart disease and improve heart health5,6

– Use a pedometer, which is relatively inexpensive, to keep track of the number of steps taken per day5

– Maintain a physical activity journal to keep track of physical activity patterns

No tobacco use • If you do not currently smoke, do not start smoking

• If you currently smoke, engage in a smoking cessation class

– Current smokers need to be aware that nicotine is addicting; therefore, several attempts at smoking cessation
may be needed before an individual is successful

– Be aware that smokeless tobacco products (eg, chewing tobacco) are also associated with increased
cardiovascular risk

Adapted from Douglas et al. Arch Intern Med. March 10, 2003. Vol. 163, p 530. 2 Copyright © 2003 American Medical Association. All rights reserved.

Information on physical fitness from Haskell et al,4 American Heart Association,5 and Olsen et al.6
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Table 2

Underlying Concepts in Chronic Care and Ecological Models

Chronic Care Model Ecological Model of Health Behavior

• Shared expertise between proactive providers and active
patients.a

• Both patient and provider are principal caregivers, sharing
responsibility for solving problems and outcomes.b

• Internal motivation is more effective than external
motivation for lifestyle change.

• Focus on problem-solving skills: identification of problems
and patient-generated short-term action plans to find
solutions and gain patient confidence in managing condition
(self-efficacy).

• The individual is at the center of the model.

• Acknowledgment that individuals affect and are affected by settings
in which they spend time.

• An individual’s health status is determined by proximal influences or
experiences in those settings.c

• Distal factors can affect power of proximal processes to influence
health status.d

• Number and quality of connections between settings in which
individuals spend time also have implications for health status.

a
Providers are experts about the disease and patients are experts about their lives.

b
Responsibility remains with the provider who must inform, activate, and assist patients in self-management of their condition.

c
For example, is someone showing the person appropriate health behaviors? Is someone providing health information? The most important setting, where

individuals spend the most time and which exerts the most emotional influence, consists of family and social networks.

d
Settings or levels of influence where individuals typically do not spend time, including workplace or community mandates and federal, state, and local

health laws and health policies.

Adapted from Bodenheimer et al,43 Bronfenbrenner,44 Bronfenbrenner and Morris,45 and Bronfenbrenner.46
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Table 3

Suggestions for Enhancing Cultural Competency Among Health Care Providers

• Ask questions to increase understanding of patient’s culture as it relates to health care practices.

• When appropriate, formulate treatment plans that take into account cultural beliefs and practices.

• Effectively use community resources.

• Request patient to repeat information provided by health care professionals to ascertain understanding of message (educational and language
barriers).

• Listen carefully.

Adapted from Program for Multicultural Health, University of Michigan Health System. Suggested Content for Enhancing Cultural Competency Among

Health Care Providers.54 Reprinted with permission from the University of Michigan Program for Multicultural Health.
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Table 4

Examples of Culturally Sensitive Approach to Health Promotion

Purpose Process

To develop a
computer-based
nutrition
education
program for
African
American adults

Program content was based on a curriculum developed at 6 HBCUs. The program was designed to help families select and prepare meals
consistent with their cultural traditions.55

To implement
the program

The developer (faculty and students at one of the HBCUs) presented the program at community churches, meeting “with ministers of
selected churches to introduce themselves, explain the project, request permission to use the church as a test site, and recruit participants
from the membership. Approval to use the targeted churches was granted by all 4 ministers. The team was then referred to individuals
who held leadership positions or coordinated various church organizations. The designated individuals were contacted and their support
and assistance was solicited.”55

To identify
where health
messages need
to be placed to
reach African
Americans in a
specific locality

A media survey revealed the radio to be the primary source of information for African Americans in South Los Angeles, followed by
ethnic newspapers and then local television and cable. The fourth most common source was magazines like Ebony, Essence, and Jet. For
persons 18–25 years old, the primary sources were social media (eg, MySpace) and information received by cell phone.a

Abbreviation: HBCUs, Historically Black Colleges and Universities.

a
Loretta Jones, oral communications, April 7, 2009, regarding narrowcasting media survey conducted from February to June 2007 in South Los Angeles

by Voices Inc., Los Angeles, CA, and focus groups conducted from June to July 2008 on sources of voting information.

Adapted from Goodman and Blake.55
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Table 5

Example of Interventions Addressing Multiple Behavioral Factors Related to Hypertension Control

Health Behavior Issue Specific Interventions

Hypertension knowledge/risk perception • Information on importance of maintaining blood pressure control

• Counseling tailored to individuals who are diabetic, African American, recently diagnosed, and/
or have relatives with high blood pressure

Memory • Mnemonic strategies to help remind patients of the need to take antihypertensive medication
consistently and in a timely manner

• Discussion regarding reading labels and attention to sodium and fat content of foods

Social/medical environment • Information on social support services and community resources

Patient–provider relationship • Problem solving to address patients:

– Feeling rushed

– Feeling provider does not listen

– Not understanding or forgetting information

– Feeling provider does not involve them in their care

Adverse effects of antihypertensive
medication

• Discussion about any medication adverse effect

Health behaviors • Verbal information reinforced with mailed handouts about recommended hypertension-related
behaviors and how to reduce behavior risk factors

Diet • Verbal information reinforced with handout about DASH diet

Exercise • Assessment of stage of change for physical activity

• Reinforcement of positive behaviors and problem solving to start or maintain exercise regimen

Smoking • Assessment of stage of change for smoking and tailored discussion regarding cessation

• Providing local resources

Alcohol • Information and counseling

• Providing local resources

Stress reduction • Discussion of relationship between blood pressure and stress

• Providing approaches to cope with stress

Abbreviation: DASH, Dietary Approaches to Stop Hypertension.

Above are topics of 11 tailored behavioral modules triggered by provider assessment of poor blood pressure control.

Adapted from Bosworth et al.61
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Table 6

Laying the Groundwork for Effective Reporting of Metrics

• Specify socioeconomic status of study population

– Important to know extent to which measurement instrument has been useful in prior samples with similar characteristics

• Describe conceptual base of instrument and identify measurement framework for interpretation of score

– Use of criterion or norm framework?

– Determine appropriateness of use

• Present reliability and validity data for measurement instrument

– Conduct reliability and validity assessments of instrument based on ethnic background

• Consider assessment of laboratory physiological measures rather than more typical self-report measures

Adapted from Strickland et al.72
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