CONSIDERING THE WHOLE PATIENT WITH HYPERTENSION: THE ETHOS

OF PHARMACEUTICAL CARE

From a pharmaceutical care perspective,
this article will assess co-existing factors affect-
ing the patient with hypertension. It will begin
by defining pharmaceutical care, the compo-
nents necessary for the provision of such, and
how the provision of pharmaceutical care has
already affected patient care. Then, it will ex-
plore those factors that influence the devel-
opment of the therapeutic relationship, such as
culture and ethnicity, socioeconomic status,
age, gender, and functional status. Finally, this
article will conclude with the rationale for and
impact of providing pharmaceutical care to the
patient with hypertension. (Ethn  Dis.
2002;12[suppl3]:53-72-53-75)
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INTRODUCTION

Pharmacy is one of the oldest health
professions and the role of the phar-
macist has continually evolved from the
traditional shopkeeper preparing pri-
marily natural remedies to patient care
giver.

In the post-World War II era, sig-
nificant changes in the drug manufac-
turing industry had profound effects on
the profession. Medications, in a dos-
age-ready form, began to be delivered to
pharmacies in bulk container to be re-
packed (dispensed), instead of pharma-
cists preparing doses (compounding)
from raw materials bought from repu-
table producers.

Then, in the late 1950s and early
1960s, the clinical pharmacy movement
was started and gained momentum in a
few West coast and Southeastern Col-
leges of Pharmacy. From these elite in-
stitutions, the doctor of pharmacy
(PharmD) was introduced, patient-ori-
ented curricula and coursework were de-
veloped, unit-dose drug delivery systems
were implemented, and drug informa-
tion provision, as we know it today, was
begun. These are the building blocks
that have constructed the foundation for
providing pharmaceutical care. The de-
velopment and implementation of clin-
ical pharmacy was the beginning of
shifting from a product orientation to a
patient-centered profession.

DEFINING
PHARMACEUTICAL CARE

In 1990, Hepler and Strand revolu-
tionized the profession of pharmacy by
coining and defining the term “phar-
maceutical care.”! Although many phar-

Ethnicity & Disease, Volume 12, Autumn 2002

Carmita A. Coleman, PharmD;
Barry Bleidt, PhD, PharmD, RPh

macists were performing patient care ac-
tivities within the scope of their prac-
tice, the delineation of specific phar-
maceutical care principles further
elevated the practice of pharmacy and
made patient-centered care the standard
of practice. Pharmaceutical care is de-
fined as “the responsible provision of
drug therapy for the purpose of achiev-
ing definite outcomes that improve a
patient’s quality of life.”

In an official statement, the then-
American Society of Hospital Pharma-
cists (now American Society of Health-
Systems Pharmacists) further qualified
this definition by outlining the Principle
Elements of Pharmaceutical Care? These
essentials are: 1) medication-related; 2)
care; 3) outcomes; 4) quality of life; and
5) responsibility. Pharmacists are ex-
pected to identify, address, and prevent
medication-related problems. At the
core of this element of care is the de-
velopment of the therapeutic relation-
ship. This connection represents a cov-
enant, which is both trusting and mu-
tual, between pharmacist and patient. It
is predicated upon effective communi-
cation. Another significant aspect of the
therapeutic relationship is pharmacist-
physician collaboration. Working as a
team to improve patient care is a pri-
mary aim of pharmaceutical care. The
major outcome of pharmaceutical care
is to optimize a patient’s health-related
quality of life within realistic economic
limits. The quality-of-life endpoints in-
clude: curing or preventing illness; abat-
ing symptoms; or mitigating the pro-
gression of disease. The responsibility of
the pharmacist is to insure that the drug
therapy is the most appropriate, safest,
and most convenient when taken as in-
dicated.

Pharmaceutical care is a natural and



necessary evolvement of the profession.
Consider the following facts: 1) patients
are living longer, thereby requiring more
pharmacological therapy; 2) many ther-
apeutic regimens are more complex and
some drugs require significant therapeu-
tic monitoring, even on an outpatient
basis; 3) patients are suffering from mul-
tiple conditions using several classes of
therapeutic agents, which increases the
potential for interactions and adverse ef-
fects; and 4) today’s patients want to be
more involved with their care.

Many medication-related problems
are due to misadventures such as inap-
propriate prescribing, patient noncom-
pliance, and adverse drug reactions and
interactions. Pharmaceutical care ad-
dresses a variety of patient illnesses and
concerns, enabling the development of
strategies to achieve optimum function-
al status. It further has served to lower
costs and improve patient outcomes. Fi-
nally, with the definition of pharmaceu-
tical care, the pharmacy profession has
created a heightened awareness, both ex-
ternally and within, of the benefits of
sound pharmaceutical care.

BENEFITS OF
PHARMACEUTICAL CARE

Many studies have illustrated the
positive impact of pharmaceutical care
on patient outcomes. Numerous re-
search endeavors have shown that pa-
tient adherence to treatment regimens
can be improved by 21%—-54% through
routine intervention by pharmacists.>”
In other studies, pharmacist interactions
resulted in a patient’s increased level of
satisfaction and knowledge about cop-
ing with the disease.>*” In a Richmond,
Virginia hyperlipidemia clinic, Shibley
and Pugh demonstrated that patients
quality of life improved in conjunction
with their opinion of pharmacy servic-
6
Additional benefits have also been
shown. The provision of pharmaceutical
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care can significantly reduce adverse
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drug reactions.*® In a study conducted
by Bond and Salinger, schizophrenic pa-
tients had significantly lower rehospital-
ization rates, decreased medication-re-
lated side effects, and improvement in
functional capacity, thereby demonstrat-
ing the clinical benefit of pharmacy in-
tervention.® Furthermore, Munroe
proved a cost savings up to $293 per
month per patient in a community
pharmacy-based disease management
model.1*1t All of these examples indi-
cate a need for increased pharmacy in-
volvement in patient care.

INFLUENCES ON PATIENT
CARE

Factors that may have an impact on
patient care and outcomes include: cul-
tural and ethnic influences; gender and
age differences; socioeconomic status;
and co-morbid conditions and func-
tional status. The provision of high-
quality pharmaceutical care can be used
to overcome these potential barriers for
the achievement of maximum patient
benefit from drug therapy.

The US population is comprised
primarily of 5 major multicultural
groups.'? In the 2000 census, non-His-
panic Whites represented about 72% of
the population; African Americans ac-
counted for about 13%; Hispanics and
Asian Americans represented 11% and
4%, respectively; and Native Americans
represented less than 1%. It is projected
by the year 2050, the entire ethnic mi-
nority population will be equal to the
size of the non-Hispanic White popu-
lation.'? Obviously, pharmacists must be
equipped with tools to meet the needs
of this diverse and growing populace. It
is imperative that pharmacists have self-
awareness, effective communication
skills, and adequate resources to under-
stand diversity. For example, pharma-
cists must be prepared to address many
of the misgivings that African Ameri-
cans may have toward the healthcare
system. Many beliefs are founded in
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Table 1. How to facilitate and promote
multicultural pharmaceutical care'

Create a supportive environment for practic-
ing multicultural patient care.

Allocate adequate resources to purchase cul-
turally consistent patient-education materi-
als, to attend workshops and courses, and
to train staff personnel.

Accept diversity in the approaches and tech-
niques used for different patient popula-
tions, and be able to adapt and change
your practice in reference to the changing
environment and differences inpatient-pop-
ulation needs.

Respect the differences in people.

Strengthen collaborative relationships with
other healthcare providers.

outdated knowledge and a long-time de-
pendence on home remedies to cure cer-
tain ailments.’> However, it is known
that the African-American patient with
hypertension has “an earlier onset ...
higher incidence of complications (and)
has a worse prognosis.”* Ethnicity, as
an influence on patient care, cannot be
ignored. Sharkness et al, as well as Mon-
ane and his colleagues, showed that be-
ing classified as a Caucasian was signif-
icantly associated with better medica-
tion adherence.'>1¢

In their article, Brown and Nichols-
English delineated actions that phar-
macists may take in order to facilitate
multicultural pharmaceutical care.!? Ta-
ble 1 lists key activities that should be
implemented to make possible and pro-
mote multicultural pharmaceutical care.
Better patient outcomes will be achieved
if close attention is paid to these core
concepts.

According to much of the research
available, it has been shown that there
are no significant differences in medi-
cation-taking behaviors between gen-
ders.!®®19 In a study exploring predic-
tors of medication compliance, Coons
et al found that there was no relation-
ship between medication compliance
and gender.” Furthermore, Schwarz and
his colleagues found similar rates of
medication-taking errors between the 2
genders.'® These results do not mean,
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however, that gender should not be an
important consideration in the provi-
sion of pharmaceutical care.

Col, Fanale, and Kronholm estimat-
ed that 28% of all hospital admissions
in the elderly population were due to
drug-related problems. Forty percent of
those admissions were the result of the
geriatric patient’s inability to follow the
medication regimen.!” Pharmacist inter-
vention with this growing segment of
the population could definitely enhance
patient outcomes and have a significant
positive impact. Multiple studies of
medication usage highlight the facts that
the elderly patient: 1) may have more
difficulty following medical advice; 2)
are less likely to ask for clarification; 3)
tend to be less active in self care; and 4)
are more susceptible to the adverse con-
sequences of nonadherence.?*?! The ac-
cessibility of the pharmacist places him
or her in a unique position to work with
these patients to diminish such adverse
conditions.

It is an accepted fact that the cost of
medication constitutes an essential bar-
rier in noncompliance with the thera-
peutic regimen. Multple research and
lay press endeavors have illuminated the
plight of patients unable to purchase
medication.?>? For the patient with hy-
pertension, lack of income has been in-
versely correlated with blood pressure
control. Shulman showed that patients
who are unable to pay for their antihy-
pertensive medications are the most sus-
ceptible to target organ disease manifes-
tations.”? To further support the eco-
nomic impact of mediation usage, Col
found that patients eligible for Medicaid
actually had better compliance rates
than those with incomes within 200%
of the poverty level (=$20,000) and not
eligible for assistance.!”

There seems to be conflicting evi-
dence concerning the role of co-morbid
conditions and its influence on adher-
ence to medication regimens. On one
hand, Billups showed that noncompli-
ant patients had a higher number of
chronic conditions.?* To the contrary,
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Sharkness demonstrated that patients
with multiple chronic conditions believe
themselves to be in need of treatment
and, therefore, these patients are more
compliant.”” Regardless, pharmacists
must be available to monitor and pre-
vent the problems associated with poly-
pharmacy in patients with concomitant
chronic ailments. They must be vigilant
in providing patient education, on the
lookout for drug interactions, and con-
tinuously updating the patient profile.
Often, the community pharmacy is the
point of convergence for multiple pre-
scribers. The pharmacist’s unique drug
therapy knowledge combined with a
sometimes more complete patient data-
base enables him or her to play a dis-
tinctive role on the healthcare team.

There is an obvious role for the im-
plementation of the pharmaceutical care
in the management of patients with hy-
pertension. Targeting strategies for high-
risk patients can be an effective means
of reducing the consequences of uncon-
trolled hypertension.>2¢ Specifically, a
study conducted by Strogatz and Earp
showed that patients who received rou-
tine care were twice as likely to cease
medication administration, compared to
those who received periodic home visits
by nurses or pharmacists.?” Additionally,
Solomon et al showed a significant re-
duction in systolic blood pressure, a sig-
nificant increase in compliance rates,
and a decreased number of hospitaliza-
tions for those patients participating in
a pharmaceutical care program.?

CONCLUSION

Providing pharmaceutical care to the
patient with hypertension is beneficial;
specific services that can be offered to
these patients in order to achieve better
health outcomes include: assessment of
patients; provision of therapeutic drug
monitoring; recommendation and assis-
tance with lifestyle changes; and coun-
seling and education of patients. Phar-
maceutical care also involves working
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closely with the healthcare team. Phar-
macists can refer patients to physicians
for treatment, while physicians can refer
the patient to the pharmacist for closer
monitoring of drug therapy. Physicians
and other prescribers will also enjoy the
benefits of valuable collaborations and a
vast source of drug information.
Evidence proves that pharmaceutical
care can be used to appreciably affect
patient care and, consequently, patient
outcomes. Including the pharmacist as
an integral part of the healthcare team
offers other healthcare professionals ad-
ditional options for drug therapy. Con-
sidering the entire patient and his/her
differing factors constitutes the princi-
ples of foundation of pharmaceutical
care and the philosophy of the ever-
evolving profession of pharmacy.
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