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BACKGROUND: Early hypertension control reduces the
risk of cardiovascular complications among patients with
diabetesmellitus. There is a need to improve hypertension
management among patients with diabetes mellitus.
OBJECTIVE:We aimed to evaluate rates and associations
of hypertension diagnosis and treatment among patients
with diabetes mellitus and incident hypertension.
DESIGN: This was a 4-year retrospective analysis of elec-
tronic health records.
PARTICIPANTS: Adults ≥18 years old (n=771) with dia-
betes mellitus, who met criteria for incident hypertension
and received primary care at a large, Midwestern academ-
ic group practice from 2008 to 2011 were included
MAIN MEASURES: Cut-points of 130/80 and 140/
90 mmHg were used to identify incident cases of hyper-
tension. Kaplan-Meier analysis estimated the probability
of receiving: 1) an initial hypertension diagnosis and 2)
antihypertensive medication at specific time points. Cox
proportional-hazard frailty models (HR; 95 % CI) were fit
to identify associations of time to hypertension diagnosis
and treatment.
KEY RESULTS: Among patients with diabetes mellitus
who met clinical criteria for hypertension, 41 % received a
diagnosis and 37 % received medication using the 130/
80 mmHg cut-point. At the 140/90 mmHg cut-point,
52 % received a diagnosis and 49 % received medication.
Atrial fibrillation (HR 2.18; 1.21–4.67) was associated with
faster diagnosis rates; peripheral vascular disease (HR
0.18; 0.04–0.74) and fewer primary care visits (HR 0.93;
0.88–0.98) were associated with slower diagnosis rates.
Atrial fibrillation (HR 3.07; 1.39–6.74) and ischemic heart
disease/congestive heart failure (HR 2.16; 1.24–3.76) were
associated with faster treatment rates; peripheral vascular
disease (HR 0.16; 0.04–0.64) and fewer visits (HR 0.93;
0.88–0.98) predicted slower medication initiation. Diagno-
sis and treatment of incident hypertension were similar
using cut-points of 130/80 and 140/90 mmHg.
CONCLUSIONS: Among patients with diabetes mellitus,
even using a cut-point of 140/90 mmHg, approximately
50 % remained undiagnosed and untreated for hyperten-
sion. Future interventions should target patients with
multiple comorbidities to improve hypertension and dia-
betes clinical care.
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INTRODUCTION

Macrovascular and microvascular complications are major
causes of morbidity and mortality in patients with diabetes
mellitus.1 Hypertension is common in patients with diabetes
mellitus and is a risk factor for accelerating the progression of
such complications.2 Blood pressure control following the onset
of hypertension in patients with diabetes is associated with
lower rates of microvascular complications1,2; blood pressure
controlwithin 6 months is associated with a significant decrease
in major cardiovascular events.2 This underscores the impor-
tance of early recognition and timely hypertension control in
patients with diabetes. Despite the importance of controlling
blood pressure in patients with diabetes mellitus, there is evi-
dence that blood pressure control is suboptimal among U.S.
patients with diabetes.2,3

A better understanding of factors associated with delays in
diagnosis and treatment of hypertension among patients with
diabetes could inform the development of interventions to
improve the clinical care of diabetes. We therefore aimed to
identify associations with an initial hypertension diagnosis and
antihypertensive medication initiation among individuals with
diabetes mellitus.

METHODS

Sample

This study was approved by the University of Wisconsin-
Madison Health Sciences Institutional Review Board with a
waiver of consent. This secondary retrospective cohort analy-
sis used electronic health record data from a large,Published online February 4, 2015
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Midwestern, multi-disciplinary academic group practice. To
construct the sample (Fig. 1), we identified all patients
≥18 years old who met criteria from the Wisconsin Collabo-
rative for Healthcare Quality (WCHQ)4,5 for being Bcurrently
managed^ in the healthcare system between 1 January 2008
and 31 December 2011. Per WCHQ criteria, patients had to
have ≥ 2 billable office encounters in an outpatient, non-
urgent, primary care setting, or one primary care and one
office encounter in an urgent care setting, in the 3 years prior
to study enrollment, with at least one visit in the prior 2 years.6

Electronic health records were assessed for the date a patient
met the Seventh Report of the Joint National Committee on
Prevention, Detection, Evaluation, and Treatment of High
Blood Pressure (JNC 7) clinical blood pressure criteria for a
new diagnosis of hypertension7 (incident hypertension)

without receiving a previous diagnosis or treatment for
hypertension. JNC 7 criteria were the established U.S.
hypertension guidelines during the reporting period. A
patient met blood pressure eligibility criteria based on
electronic health record data if: a) ≥ 3 outpatient blood
pressure measurements from three separate dates, ≥
30 days apart, but within a two-year span, were elevated
(systolic blood pressure ≥ 130 mmHg or diastolic blood
pressure ≥ 80 mmHg) according to JNC 7 criteria; or b)
there were two elevated blood pressures8,9 (systolic
blood pressure ≥ 160 mmHg or diastolic blood pressure
≥ 100 mmHg), ≥ 30 days apart within a 2-year period.
If more than one blood pressure was taken at a visit, the
average was used.10 Hospital and emergency department
blood pressures were excluded.

Figure 1 Study sample: enrollment and analysis. *WCHQ: Wisconsin Collaborative for Healthcare Quality.

769Wallace et al.: Diabetes and Incident HypertensionJGIM



Each patient meeting blood pressure eligibility and current-
ly managed criteria received an Bindex date^ (the first date
both criteria were met). A 365-day period prior to this index
date was the Bbaseline period^ to assess patients’ comorbidi-
ties and healthcare utilization. Patients were included if they
met Hebert’s criteria for a diabetes mellitus diagnosis in the
baseline period (ICD-9 codes: 250.00–250.93 [diabetes and
complications], 357.2 [polyneuropathy in diabetes], 362.0–
362.02 [diabetic retinopathy], 366.41 [diabetic cataract]).11

All of the patients were diagnosed with diabetes by screening
lab tests. Screening methodologies for diabetes (e.g.,
HgbA1C, fasting plasma glucose, etc.) within this healthcare
system have been previously published.12 Patients continued

to accrue time in the study from the index date until they
achieved study outcomes (hypertension diagnosis and/or anti-
hypertensive medication initiation), censoring, or the study
ended. Patients were censored if they died (censored day of
death; 0.6 %), were no longer currently managed (censored at
the end of the calendar year; 5.4 %), or achieved hypertension
control prior to diagnosis or treatment, defined as three con-
secutive normal blood pressures on three separate dates (130/
80 mmHg 5.2 % [n=38]; 140/90 mmHg 8.1 % [n=62]).
Prior to enrollment, patients were excluded if they had a

previous diagnosis of hypertension based on Tu’s ICD-9
criteria (401.x [essential hypertension], 402.x [hypertensive
heart disease], 403.x [hypertensive renal disease], 404.x

Table 1 Baseline Demographics*

Total population n=771 Received hypertension
diagnosis n=315

Received antihypertensive
medication n=286

Patient characteristics
Age, m (SD) 54 (14) 56 (14) 56 (14)
Female 396 (51) 153 (49) 130 (45)
Race/ethnicity

White 643 (83) 260 (83) 235 (82)
Non-white† 128 (17) 55 (17) 51 (18)

Marital status
Married/Partnered 440 (57) 186 (59) 179 (63)
Unmarried 331 (43) 129 (41) 107 (37)
Medicaid, ever‡ 110 (14) 43 (14) 40 (14)

Tobacco use category
Current tobacco use 349 (45) 143 (45) 133 (47)
Non-smoker/former tobacco use 422 (55) 172 (55) 153 (54)
Body mass index, kg/m2, m (SD) 34 (8.3) 34 (8.0) 34 (8.5)

Primary spoken language
English 712 (92) 299 (95) 273 (95)
Other 59 (7.7) 16 (5.1) 13 (4.6)

Stage of hypertension§

Stage 1 639 (83) 245 (78) 224 (78)
Stage 2 132 (17) 70 (22) 62 (22)

Comorbidities
Microvascular complications of diabetes‖ 49 (6.4) 17 (5.4) 16 (5.6)
Baseline dyslipidemia 377 (49) 154 (49) 141 (49)
Atrial fibrillation 11 (1.4) 6 (1.9) 7 (2.5)
Cerebrovascular disease with or without complications¶ 19 (2.5) 5 (1.6) 6 (2.1)
Peripheral vascular disease 31 (4.0) 7 (2.2) 6 (2.1)
Depression 75 (9.7) 26 (8.3) 28 (9.8)
Ischemic heart disease# 31 (4.0) 14 (4.4) 16 (5.6)
Low prevalence indicator** 52 (6.7) 16 (5.1) 19 (6.6)

Baseline ambulatory visit counts, annual, m (SD)
Primary care visits 3.6 (3.1) 3.1 (2.5) 3.1 (2.6)
Specialty care visits 2.8 (3.3) 2.3 (2.8) 2.2 (3.0)
Urgent care visits 0.53 (1.1) 0.39 (0.89) 0.35 (0.82)

Provider characteristics††

Female 337 (44) 143 (45) 125 (44)
Specialty providing majority of ambulatory care

Internal medicine 318 (41) 131 (42) 114 (40)
Family medicine 375 (49) 154 (49) 141 (49)
Other‡‡ 78 (10) 30 (9.5) 31 (11)
Age, m (SD) 47 (10) 46 (10) 46 (10)

*Values represent numerators and percents unless otherwise specified. Diagnosis and treatment is based on 130/80 mmHg threshold
†Non-white ethnicities: African American (8.0 %); Hispanic/Latino (3.1 %); Asian (2.0 %); Native Hawaiian/Pacific Islander (0.9 %); American Indian/
Alaska Native (0.1 %); Unknown (2.5 %)
‡On Medicaid during the baseline or study period
§Stage of hypertension is defined using JNC-7 criteria
‖An indicator variable was created for microvascular disease that consists of the presence of chronic kidney disease and/or eye disease
¶An indicator variable was created for cerebrovascular disease for the presence of any of the following co-morbidities: stroke, transient ischemic attack,
or other neurologic condition
#An indicator variable was created for ischemic heart disease that consists of the presence of congestive heart failure and/or ischemic heart disease
**Due to low prevalence, an indicator variable was created for the presence of any of the following comorbidities: dementia, collagen vascular disease, malignancy
†† AMA is the source for the raw physician data (provider ages only); statistics, tables or tabulations were prepared by User-Customer (PI: H. Johnson)
using AMA Masterfile data
‡‡ Other specialties: Pediatrics; obstetrics/gynecology; geriatrics
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[hypertensive heart and renal disease], 405.x [secondary hy-
pertension]),13 or had an antihypertensive prescription in the
electronic health record. Patients who were pregnant during
the study were excluded 1 year before, during, and 1 year
following pregnancy using a modified Manson approach
(0 %).14 The final sample was 771 currently managed patients
with diabetes and incident hypertension (Fig. 1).

Primary Outcome Variables

This study evaluated two primary outcomes: 1) time
(days) from index date to the initial hypertension diag-
nosis, and 2) time (days) from enrollment to antihyper-
tensive medication initiation. Days to diagnosis and
treatment were converted into months. During the study
period, 130/80 mmHg was the hypertension diagnosis
and treatment threshold for patients with diabetes (JNC
7).7 However, our analysis also included 140/90 mmHg
to reflect clinical trials and guideline updates.1,15,16 An
initial hypertension diagnosis was defined as the date of
the first outpatient electronic health record documenta-
tion of an ICD-9 code for hypertension per the Tu
criteria13 or ICD-9 code 796.2 (Belevated blood pressure
without a diagnosis of hypertension^).17 Medication ini-
tiation was defined by the first outpatient electronic
health record documentation of an antihypertensive pre-
scription as defined by Multum LexiconTM Plus (Cerner
Multum, Inc., Denver, CO), a database of all prescrip-
tion and drug products in the U.S.

Explanatory Variables

The selection of explanatory variables was guided by the
concept of clinical inertia (delays in diagnosis and treat-
ment).18–20 According to previous studies, competing comor-
bidities, in addition to multiple patient, healthcare system, and
provider factors, contribute to clinical inertia.19,21 Baseline
patient-related variables included: age, gender, marital status,
race/ethnicity, tobacco use, socioeconomic status (defined as
ever having Medicaid), body mass index, and severity of
blood pressure elevation at study entry (categorized as 130–
159/80–99 mmHg or ≥ 160/100 mmHg). Patient comorbidi-
ties were defined with ICD-9 codes using validated algo-
rithms. The Centers for Medicare and Medicaid Services’
Chronic Condition Warehouse algorithm was used to identify
ischemic heart disease.22 An established algorithmwas used to
identify stroke/transient ischemic attack.23 Elixhauser algo-
rithms24 were utilized to identify depression, other neurologic
disorders, collagen vascular disease, and solid tumors (without
metastasis); other published algorithms were used to identify
hyperlipidemia,25 chronic kidney disease,26 eye disease,27

congestive heart failure,25 peripheral vascular disease,27 and
dementia.28 Due to low prevalence, comorbidities were cate-
gorized into the following categories for analysis: microvas-
cular disease (chronic kidney disease and/or eye disease), non-
cardiac cerebrovascular complications (stroke/transient

ischemic attack and/or other neurologic conditions), ischemic
heart disease/congestive heart failure (congestive heart failure
and/or ischemic heart disease), and other comorbidities (de-
mentia, collagen vascular disease, and/or malignancy).
The number of primary care, specialty, and urgent

care visits were assessed at the baseline time point.
Primary care visits included Family Medicine/Family
Practice, Internal Medicine, Obstetrics/Gynecology, and
Pediatrics/Adolescent Medicine physicians (faculty, resi-
dents, fellows), nurse practitioners, or physician assis-
tants.29,30 Patients were assigned a primary care provider
based on patterns of outpatient face-to-face Evaluation
& Management visits to physicians in the group as
reported in the electronic health record billing records.6

Providers’ specialties, ages, and genders were acquired
from the provider group’s human resources office and/or
the American Medical Association 2011 Masterfile data.

Figure 2 aKaplan-Meier curve of time to hypertension diagnosis among
patients with diabetes and incident hypertension (≥ 130/80 mmHg)

b

Kaplan-Meier curve of time to hypertension diagnosis among patients
with diabetes and incident hypertension (≥ 140/90 mmHg)

.
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Statistical Analysis

The data set was constructed using SAS 9.1.3 (SAS Institute,
Inc., Cary, NC) and subsequently analyzed using Stata 13.1
(Stata-Corp, College Station, TX). Initial analyses summarized
categorical variables as percentages and continuous variables
using means and standard deviations. Kaplan-Meier survival
curves evaluated the probability of obtaining a diagnosis and
receiving treatment as a function of time since meeting enroll-
ment criteria. Multivariate Cox proportional-hazards regression
analyses were conducted using shared frailty models to incorpo-
rate a random effect for each physician and account for within-
physician correlation.31,32 Adjusted hazard ratios and 95 %
confidence intervals were obtained for receiving an ini-
tial hypertension diagnosis and hypertension treatment.
Differences were considered significant at p < 0.05.

Sensitivity Analysis

A sensitivity analysis was conducted to account for the poten-
tial influence of lifestyle counseling prior to a hypertension
diagnosis or antihypertensive medication. Cox proportional-
hazards models were performed with combined outcome var-
iables that included patients whose blood pressure normalized
prior to receiving a hypertension diagnosis or antihypertensive
medication.

RESULTS

Descriptive Data

A total of 771 patients met inclusion criteria (Fig. 1). There were
a total of 396 providers (15 nurse practitioners and 381 physi-
cians). Table 1 summarizes patient demographic, comorbidity,
visits, and healthcare provider characteristics. Patients had amean
(standard deviation) of 15 (13) months of follow-up. Overall,
49 % of patients were male, 14 % had a history of Medicaid,
69 % were obese, and 83 % had stage 1 hypertension.3 Many
chronic conditions, including dyslipidemia, atrial fibrillation, and
ischemic heart disease/congestive heart failure, were more com-
mon in ≥ 60-year olds than in younger age groups.

Incident Hypertension Diagnosis Rates

Using the 130/80 mmHg diagnosis threshold, 315
(41 %) of patients with diabetes and incident hyperten-
sion received a hypertension diagnosis (Fig. 2a). Adults
< 40 years old had the lowest (33 %) diagnosis rate,
compared to 41 % of those 40–59 years old and 44 %
of those ≥ 60 years old. Rates of diagnosis were highest
during the initial 6 months after meeting hypertension
criteria. Among those who received a diagnosis, the
median (interquartile range) time to diagnosis was 1.9

Table 2 Adjusted HRs and 95 % CIs of Independent Associations of an Initial Hypertension Diagnosis (≥130/80 mmHg) and Antihypertensive
Medication Initiation Among Individuals with Diabetes (n=771)

Patient characteristics

Diagnosis Treatment

Adjusted HR (95 % CI) p value Adjusted HR (95 % CI) p value

Age
Age <40 years – –
Age 40–59 years 1.38 (0.89–2.15) 0.15 1.37 (0.89–2.11) 0.15
Age ≥60 years 1.58 (0.98–2.55) 0.06 1.32 (0.83–2.10) 0.25

Male 0.92 (0.69–1.22) 0.56 1.28 (0.97–1.68) 0.08
Race/ethnicity
White – –
Non-white* 1.19 (0.81–1.75) 0.38 1.17 (0.80–1.70) 0.42

Tobacco use category
Current tobacco use – –
Non-smoker/former tobacco use 1.07 (0.75–1.54) 0.70 1.11 (0.79–1.56) 0.53

Medicaid, ever† 1.35 (0.90–2.03) 0.15 1.29 (0.86–1.93) 0.21
Stage 2 hypertension‡ 1.25 (0.88–1.79) 0.22 1.19 (0.85–1.68) 0.31
Comorbidities
Microvascular complications of diabetes§ 1.12 (0.66–1.89) 0.68 0.97 (0.57–1.66) 0.91
Baseline dyslipidemia 0.92 (0.69–1.22) 0.55 0.99 (0.76–1.30) 0.94
Atrial fibrillation 2.18 (1.21–4.67) 0.03 3.07 (1.39–6.74) 0.005
Peripheral vascular disease 0.18 (0.04–0.74) 0.02 0.16 (0.04–0.64) 0.01
Ischemic heart disease‖ 1.30 (0.68–2.48) 0.42 2.16 (1.24–3.76) 0.007
Low prevalence Indicator¶ 0.79 (0.43–1.45) 0.45 1.37 (0.82–2.30) 0.23

Baseline ambulatory visit counts, annual
Primary care visits 0.93 (0.88–0.98) 0.01 0.93 (0.88–0.98) 0.01

*Non-White ethnicities: African American (8.0 %); Hispanic/Latino (3.1 %); Asian (2.0 %); Native Hawaiian/Pacific Islander (0.9 %); American
Indian/Alaska Native (0.1 %); Unknown (2.5 %)
†On Medicaid during the baseline or study period
‡Stage of hypertension is defined using JNC-7 criteria
§An indicator variable was created for microvascular disease that consists of the presence of chronic kidney disease and/or eye disease
‖An indicator variable was created for ischemic heart disease that consists of the presence of congestive heart failure and/or ischemic heart disease
¶Due to low prevalence, an indicator variable was created for the presence of any of the following comorbidities: dementia, collagen vascular disease,
malignancy
Bold denotes p < 0.05
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(0–8.5) months and mean (standard deviation) time to diagnosis
was 5.8 (8.8) months. Using the 140/90 mmHg diagnosis
threshold (Fig. 2b), 398 (52 %) of patients received a hyperten-
sion diagnosis and the differences in diagnosis rates were similar
across age groups.

Associations with an Initial Hypertension
Diagnosis

After adjusting for patient and provider factors, using the 130/
80 mmHg diagnosis threshold (Table 2), age was not associated
with hypertension diagnosis rates. A baseline diagnosis of atrial
fibrillation (HR 2.18; 1.21–4.67) was associated with a faster
diagnosis rate. Slower diagnosis rates were associated with
peripheral vascular disease (HR 0.18; 0.04–0.74) and fewer
primary care visits (HR 0.93; 0.88–0.98). For 140/90 mmHg
(Table 3), similarly, peripheral vascular disease was associated
with a slower diagnosis. However,Medicaid use was associated
with a faster diagnosis rate (HR 1.62; 1.07–2.45). Provider
characteristics were not associated with an initial hypertension
diagnosis for 130/80 mmHg or 140/90 mmHg.

Antihypertensive Medication Initiation Rates

For 130/80 mmHg, an initial antihypertensive medica-
tion was prescribed in 286 (37 %) patients (Fig. 3a).

Adults < 40 years of age had the lowest rate of antihy-
pertensive medication initiation (31 %), compared to
37 % of 40–59-year olds and 40 % of ≥ 60-year olds.
Rates of medication initiation were highest in the initial
6 months. Among patients who received an antihyper-
tensive medication, the median (interquartile range) time
to treatment was 3.3 (0.2–10.0) months and the mean
(standard deviation) time to treatment was 6.9 (9.0)
months. Using the 140/90 mmHg threshold (Fig. 3b),
377 (49 %) received antihypertensive medication and <
40-year olds continued to have the slowest medication
initiation rate.

Associations with Time to Antihypertensive
Medication Initiation

Using the cut-point of 130/80 mmHg (Table 2), factors asso-
ciated with faster medication initiation included atrial fibrilla-
tion (HR 3.07; 1.39–6.74) and ischemic heart disease/
congestive heart failure (HR 2.16; 1.24–3.76). Patients with
peripheral vascular disease (HR 0.16; 0.04–0.64) and fewer
primary care visits (HR 0.93; 0.88–0.98) had significantly
slower medication initiation rates. While not statistically sig-
nificant, a trend suggests that those ≥ 60 years of age may have
received antihypertensive medication at a faster rate than

Table 3 Adjusted HRs and 95 % CIs of Independent Associations of an Initial Hypertension Diagnosis (≥140/90 mmHg) and Antihypertensive
Medication Initiation Among Individuals with Diabetes (n=771)

Patient characteristics

Diagnosis Treatment

Adjusted HR (95 % CI) P value Adjusted HR (95 % CI) p value

Age
Age < 40 years – –
Age 40–59 years 1.35 (0.86–2.11) 0.19 1.22 (0.79–1.89) 0.38
Age ≥ 60 years 1.42 (0.87–2.32) 0.16 1.08 (0.67–1.74) 0.77

Male 0.82 (0.62–1.09) 0.17 1.10 (0.84–1.46) 0.49
Race/ethnicity
White – –
Non-white* 1.28 (0.87–1.90) 0.21 1.27 (0.86–1.88) 0.22

Tobacco use
Current tobacco use – –
Non-smoker/former tobacco use 1.04 (0.72–1.51) 0.82 1.16 (0.82–1.65) 0.40

Medicaid, ever† 1.62 (1.07–2.45) 0.02 1.43 (0.94–2.16) 0.10
Stage 2 hypertension‡ 1.15 (0.80–1.66) 0.44 0.98 (0.68–1.40) 0.91
Comorbidities
Microvascular complications of diabetes§ 1.26 (0.74–2.15) 0.39 0.94 (0.54–1.63) 0.82
Baseline dyslipidemia 1.01 (0.76–1.34) 0.96 1.10 (0.83–1.45) 0.52
Atrial fibrillation 2.22 (0.85–5.85) 0.11 2.86 (1.26–6.48) 0.01
Peripheral vascular disease 0.23 (0.06–0.95) 0.04 0.19 (0.05–0.79) 0.02
Ischemic heart disease‖ 1.48 (0.76–2.87) 0.25 2.77 (1.52–5.05) 0.001
Low prevalence indicator¶ 0.79 (0.42–1.47) 0.46 1.38 (0.81–2.34) 0.23

Baseline ambulatory visit counts, annual
Primary care visits 0.99 (0.94–1.05) 0.81 0.99 (0.94–1.04) 0.73

*Non-White ethnicities: African American (8.0 %); Hispanic/Latino (3.1 %); Asian (2.0 %); Native Hawaiian/Pacific Islander (0.9 %); American
Indian/Alaska Native (0.1 %); Unknown (2.5 %)
†On Medicaid during the baseline or study period
‡Stage of hypertension is defined using JNC-7 criteria
§An indicator variable was created for microvascular disease that consists of the presence of chronic kidney disease and/or eye disease
‖An indicator variable was created for ischemic heart disease that consists of the presence of congestive heart failure and/or ischemic heart disease
¶Due to low prevalence, an indicator variable was created for the presence of any of the following comorbidities: dementia, collagen vascular disease,
malignancy
Bold denotes p < 0.05
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adults < 40 years of age. Similarly, for 140/90 mmHg
(Table 3), atrial fibrillation and ischemic heart disease were
associated with faster medication initiation rates; peripheral
vascular disease was associated with slower rates. Provider
characteristics were not associated with antihypertensive med-
ication initiation for 130/80 mmHg or 140/90 mmHg.

Sensitivity Analysis

Cox proportional-hazards models were performed with com-
bined outcome variables that included patients whose blood
pressure normalized prior to receiving a hypertension diagno-
sis or antihypertensive medication. Overall, the, associations
remained consistent with the initial models. Using the cut-
point of 130/80 mmHg, peripheral vascular disease (HR 0.28;

0.10–0.76) was associated with slower hypertension diagnosis
rates. Atrial fibrillation (HR 2.7; 1.3–5.6) and ischemic heart
disease/congestive heart failure (HR 2.2; 1.3–3.6) were asso-
ciated with faster medication initiation; peripheral vascular
disease (HR 0.31; 0.14–0.82) was associated with slower
medication initiation. Findings were similar for 140/
90 mmHg.

DISCUSSION

In a cohort of patients seen in a single health system, we
observed that delays in time to diagnosis and treatment of
hypertension were common among patients with diabetes.
Even with the higher cut-point (140/90 mmHg), approximate-
ly 50 % of patients with diabetes mellitus remained undiag-
nosed and untreated for hypertension. Our seminal findings
highlight important associations contributing to clinical inertia
(delays) in the hypertension management of patients with
diabetes.18–20

Prior literature supports our main findings. A study in Spain
evaluated delays in hypertension diagnosis among patients
with diabetes mellitus.3 Although generalizability to a U.S.
population is limited due to healthcare system differences,
similarly, patient-level factors (comorbidities) were the prima-
ry associations with hypertension diagnosis and treatment
rates. In addition, several studies described delays in hyper-
tension diagnosis and treatment in a U.S. population not
limited to patients with diabetes.10,33–35 Similar to those stud-
ies, we demonstrated that fewer primary care visits in the
baseline period were associated with slower diagnosis and
treatment rates, emphasizing the importance of timely hyper-
tension follow-up.
Unfortunately, among patients with diabetes, comorbid

conditions can negatively impact patient care, given the com-
peting demands, and they contribute to clinical inertia in
hypertension management.18–20 Conditions with similar path-
ophysiology and treatments (concordant conditions) may cue
providers to offer synergistic care for the conditions with
overlapping care goals.36,37 This may explain improved hy-
pertension diagnosis and treatment rates in our study for
patients with diabetes and atrial fibrillation or ischemic heart
disease/congestive heart failure. In contrast, discordant condi-
tions may promote clinical inertia; however, there is conflict-
ing data. In one study, patients were less likely to have anti-
hypertensive treatment intensified for uncontrolled hyperten-
sion with each additional discordant condition.38 In another
study, patients with higher clinical complexity, including dis-
cordant conditions, were more likely to receive higher quality
diabetes care and achieve hypertension control.39 In our study,
peripheral vascular disease, a presumably concordant condi-
tion, was associated with decreased rates of hypertension
diagnosis and treatment. Significantly increased mortality as-
sociated with advanced peripheral vascular disease may ex-
plain these findings, since guideline-concordant care may not

Figure 3 a Kaplan-Meier curve of time to antihypertensive
medication initiation among patients with diabetes and incident

hypertension (≥130/80 mmHg)

.

b Kaplan-Meier curve of time to antihypertensive medication
initiation among patients with diabetes and incident hypertension

(≥140/90 mmHg)

.
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have the same benefit-to-risk ratio in patients with advanced
comorbidities.39

Given the management complexity of diabetes with other
comorbid conditions, our data further supports the idea that
future interventions should consider patients with comorbidi-
ties as a target group. Guidelines recommend a team-based
approach to diabetes management,1 to address complex co-
morbidities and increase the achievement of diabetes-related
treatment goals.40,41 However, tailored strategies such as clin-
ical decision support are needed to assist providers and pa-
tients with complex comorbidity management.42

One of the limitations of this study is the use of data
from a single healthcare system, potentially limiting the
generalizability. However, this healthcare system is one
of the ten largest physician practices in the United
States, with primary care clinics in both urban and rural
settings. Misclassification of hypertension or other co-
morbidities is a concern; however, the use of established
algorithms decreases this risk. Diabetes screening was
based on established guidelines at the time of the study.
Our study addressed prevalent diabetes; therefore, we
did not assess time from a diabetes diagnosis. However,
the length of follow-up should reflect hypertension man-
agement in this population. Our exclusion criteria (pre-
vious antihypertensive medication) decreased the preva-
lence of atrial fibrillation and congestive heart failure
compared to previous observational studies.43,44 Al-
though this may limit the generalizability, our rates
reflect a population of patients with diabetes and inci-
dent hypertension, and highlight the importance of a
timely response to newly elevated blood pressures. Oc-
casionally, patients are started on antihypertensive med-
ication (e.g., ACE-inhibitor) due to a diagnosis of dia-
betes and not hypertension. However, in our analysis,
only 9.3 % of patients received an antihypertensive
medication without a diagnosis of hypertension. Addi-
tionally, patients were censored if blood pressures nor-
malized prior to a hypertension diagnosis or antihyper-
tensive initiation. Therefore, patients only accrued time
if they had continuously elevated blood pressures. Last-
ly, some patients may have been initially treated with
lifestyle modifications resulting in blood pressure nor-
malization. To address this concern, sensitivity analyses
were performed and demonstrated similar results to our
initial models: complex comorbidities and visit frequen-
cy remained important associations with hypertension
diagnosis and treatment. Unfortunately, ambulatory
blood pressure data was not available; future studies
would be beneficial to evaluate for white coat and
masked hypertension in this population.
In conclusion, at the 130/80 mmHg threshold, the majority

of patients with diabetes and incident hypertension remained
undiagnosed (59 %) and untreated (63 %) for hypertension.
Analysis at 140/90 mmHg demonstrated that approximately
50 % of patients remained undiagnosed and untreated.

Interventions targeting complex patients with multiple comor-
bidities are needed to improve hypertension diagnosis and
treatment rates in patients with diabetes.
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