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Background

The U.S. Centers for Disease Control and Prevention (CDC) explains that the term "heart disease" is not
a diagnosis itself but instead refers to several types of heart conditions. The most common type of
heart disease in the United States is coronary artery disease (CAD). CAD affects the blood flow to the
heart. Decreased blood flow can cause a heart attack. Sometimes heart disease may be "silent" and
not diagnosed until a person experiences signs or symptoms of a heart attack, heart failure, or an
arrhythmia. High blood pressure, high cholesterol, and smoking are key risk factors for heart disease.
About half of people in the United States (47%) have at least one of these three risk factors and about
1in 5 people in the United States died from heart disease in 2022.1

Inequities discussed on the Office of Minority Health Website?

Heart Disease and Black/African Americans:?

e In 2023, Black or African American adults were 20% more likely to have diagnosed
hypertension (high blood pressure) than non-Hispanic white adults.

e From 2017-2020, Black or African American adults with high blood pressure were 20% less
likely to have their blood pressure under control than non-Hispanic white adults with high
blood pressure.

e From 2017-2018, non-Hispanic Black or African American women were 50% more likely to
have high blood pressure than non-Hispanic white women.

Heart Disease in American Indians/Alaska Natives:*

e A 2023 study found that American Indian and Alaska Native adults had significantly higher
death rates from premature heart attacks compared to white, Black and Asian/Pacific Islander
adults in the U.S., according to an analysis of more than 370,000 heart attack deaths from
1999-2020.
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Review of current, peer-reviewed evidence from established sources

Black/African Americans: Several studies have been published that encourage tailored,
multidisciplinary approaches as well as increased community outreach to improve heart
disease management and prevention. This includes prevention/management of comorbidities
and risk factors such as blood pressure control, healthy diet and lifestyle factors, diabetes
mellitus, etc.>578%1011 A recent study has found that despite lower frequency of cardiac
genetic testing the diagnostic yield of genetic screening for cardiomyopathy and aortopathy
was higher in Black/African American individuals compared with White individuals. Currently
there are no guideline recommendations around cardiac genetic screening by race/ethnicity at
this time though.?

American Indians/Alaskan Natives: Minimal data is available on the health disparities among
American Indians/Alaska Natives and heart disease. However, there is an increased incidence
of risk factors of heart disease also present among this vulnerable population (smoking,
elevated blood pressure, poor diet, and inadequate physical activity) as well as a lack of access
to care has been indicated as a barrier to preventing and management of heart disease.
Researchers urge for additional studies and data on these populations to review for additional
correlations (particularly regarding correlations in different lifestyles for Alaska Natives, where
many continue to follow a subsistent and traditional lifestyle).'341>

Review of clinical practices guidelines from professional associations and societies in regard to these
findings

2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular Disease: A Report of the

American College of Cardiology/American Heart Association Task Force on Clinical Practice

Guidelines:'®

To facilitate decisions about preventive interventions, it is recommended to screen for
traditional ASCVD risk factors and apply the race- and sex-specific PCE (ASCVD Risk Estimator)
to estimate 10-year ASCVD risk for asymptomatic adults 40 to 75 years of age'’

In the United States, hypertension accounts for more ASCVD deaths than any other modifiable
ASCVD risk factor. The prevalence of hypertension (defined as systolic blood pressure [SBP]
>130 mm Hg or diastolic blood pressure [DBP] 280 mm Hg) among US adults is 46%.
Hypertension is higher in Black Americans than in white, Asian, and Hispanic Americans and
increases dramatically with increasing age.

Do any of these findings relate to any of our current policies?

None of the above findings are applicable to any of our current medical policies at this time.

Summary

Medical Policy
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Review of inequities among African Americans and American Indian/Alaska Native groups in heart
disease prevention and treatment. Heart disease disproportionally affects these minority groups,
mostly because these groups have an increased rate of risk factors- such as smoking and high blood
pressure (which is also less likely to be controlled). Medication adherence and disparities in healthcare
access have been indicated as some of the barriers that continue to affect these groups. Studies have
indicated the importance of additional outreach into communities (especially increasing the usage of
community partners) that focus on patient education to help reduce risk factors and prevalence of
heart disease in ethnically vulnerable populations.

Pharmacy Policy

Improving Health Equity in heart disease in pharmacy policy requires ensuring equitable access to
cardiovascular medications. This includes expanding coverage for essential medications by reducing
prior authorization barriers for statins, antihypertensives, and heart failure medications, advocating for
generics to reduce cost barriers, and expanding access to SGLT-2 inhibitors and GLP-1 receptor
agonists. Combination pills reduce pill burden and cost and improve adherence! which is especially
helpful for populations with high rates of uncontrolled hypertension and hyperlipidemia. A single pill
combining atorvastatin, amlodipine, losartan, and hydrochlorothiazide has been shown to improve
adherence and reduce cardiovascular events in low-income populations'®. While this combination pill
containing 4 drugs is not available on the market, many double and triple combination pills are
available on our formularies. These medications contain either multiple blood pressure medications or
a blood pressure medication plus a statin. For Commercial, all statins are available on formulary
without restriction, with most on the lowest cost-sharing tier. For Medicare, all statins are on
formulary covered in full aside from fluvastatin, and all except fluvastatin and pitavastatin are covered
for Medicaid. Most other medications for heart disease are available on formulary with most on low or
lowest cost sharing tiers. Exceptions include high-cost medications that are often used in very specific
populations, require extra safety monitoring, and are not typically considered first-line agents. Prior
authorization is important for these therapies to ensure appropriate utilization.

Other targets include improving medication adherence by adding drugs to zero-cost preventive
medication programs, utilizing medication therapy management (MTM) services, and encouraging
mail-order options for patients in pharmacy deserts!®. While we do offer zero-cost preventive
medication programs for our Commercial ASO groups, they are required to opt in to this additional
service. We have a robust MTM program for our Medicare population as well as a mail-order option
for all members.

Recommendation: No recommended health equity updates to policies at this time. We will
continue to review data and professional organization recommendations for
future health equity updates.
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CORE Revision History Section

DATE SUMMARY OF CHANGES
06/10/2024 Initial review.
02/01/2025 CORE was updated to note that previous recommendation to add Hydralazine
and Isosorbide dinitrate to the Core preventative list was accepted and these
pharmaceuticals were added to the list 1/1/25

05/28/2025 Annual update. No recommended changes.

5/13/2026 Annual update. No recommended changes.
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