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Abstract

Aortic dissection (AD) is a catastrophic but potentially
preventable medical emergency. Delay in diagnosis and
treatment of AD contributes to its high morbidity and
mortality, especially in this population. We conducted a
review of articles that describe the risk factors, gaps in
management, and outcomes of AD in U.S. minority
populations. Very few data exist on prospective,
population-based AD, especially in underserved minority
populations. AD confers significant burden on both the
patient and the health system. From the economic and
public health standpoint, disparities in access to health
disproportionately affect minorities and can give rise to
needless costs. Most of the risk factors for AD in
minorities are modifiable and addressing them in a timely
manner using a bidirectional approach ("Upstream" and
"Downstream") could be cost-effective in reducing the
burden of AD. Community health Workers (CHWs) have
been shown to be effective in coordinating care for other
emergency medical conditions in minorities but not for
AD. We propose the integration of the CHWs and patient-
centered medical home (PCMH) models into the care
coordination effort for preventive and follow-up care of
AD patients. Our main objective is to draw the attention
of clinicians, researchers and policy makers to the current
challenges of AD in minorities and sensitize them to our
proposed evidence-based patient-centered,
multidisciplinary community-based framework for
addressing the burden of AD, in addition to conducting
more prospective, population-based AD research in
underserved minority populations.
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Introduction
Aortic dissection (AD) is a catastrophic but potentially

preventable medical emergency. Only a few population-based
studies on incidence, presentation, management and
outcomes exist in minorities, despite evidence suggesting the

incidence of AD is increasing alongside the growing and aging
U.S population [1]. The reason for the upward trend is likely
multifactorial.

The burden of AD on patients and the health care system is
cause for great concern. More incident cases are being
identified due to greater utilization of cross-sectional imaging
studies, advancements in imaging techniques, and the growing
population [2]. Within that growth, United States census data
indicates minorities now constitute 37% of the U.S. population
and are projected to comprise up to 57% in 2060. Evidence
also suggests that the incidence of AD (particularly Type B)
may be higher in Blacks compared to Whites (52.4% vs 39.3%)
[3, 4]. The need for early recognition of the impact of AD on
America’s work forces, economy and health system is
paramount. Delay in diagnosis and treatment contributes to
the high morbidity and mortality of AD. Hypertension,
cigarette smoking, and cocaine use are the most common risk
factors associated with AD among U.S minorities [5], although
other less common risk factors like genetic mutations and
connective tissue disorders have also been identified.

In the United States, the prevalence of cardiovascular
disease and hypertension is highest among minorities
(especially Hispanics and Blacks) [6, 7]. Additionally, more
advanced disease and poor prognosis are more common
among minorities, including poor hypertension control rates
[8]. Patients with AD require intensive follow-up for blood
pressure control, monitoring for signs and symptoms of end
organ ischemia, and surveillance for aneurysmal degeneration
of the dissected aorto-iliac segments. It follows that better
hypertension and risk factor management will play an
instrumental role in the secondary prevention of AD and its
associated morbidity and mortality.

Community Health Workers working within the context of a
patient-centered medical home (PCMH) are a very useful
health care resource and can serve as an effective adjunct to
the care coordination effort for reducing the burden of Aortic
Dissection. Unfortunately, not many studies have explored the
use of community health workers in the prevention and
follow-up care of AD patients. In the United States, evidence
indicates that CHWs can contribute to reducing cardiovascular
disease (CVD) burden by participating in the efforts to reduce
cardiovascular risk factors and in the management of
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hypertension, particularly among hard-to-reach
subpopulations [9].

It is imperative to emphasize that this article acknowledges
the well-documented predictors of AD in all patients and does
not discriminate in favor of any race-based patient profile. The
differences noted here and the suggested ways forward are
solely meant to sensitize clinicians to the fact that this is a
significant problem in minorities. This will also help clinicians
interested in targeting their cardiovascular preventive efforts
toward populations experiencing health disparities. In this
review, we seek to draw attention to the burden of AD among
minorities and propose the CHWs and patient-centered
medical home (PCMH) models, which have worked in the past
in other pathologies, for mitigating its trends.

The main objective of this review is to draw the attention of
clinicians, researchers and policy makers to the current
challenges of AD in minorities and sensitize them to our
proposed evidence-based patient-centered, multidisciplinary
community-based approach for addressing the burden of AD,
in addition to conducting more prospective, population-based
AD research in underserved populations.

Methods
A systematic literature review of English language articles on

aortic dissection epidemiology and outcomes among under-
served minority populations was performed using PRISMA
methodology10. Embase and PubMed were searched for
“aortic dissection” AND (“community health worker” or
“patient centered medical home”) AND (“minority” or “blacks”
or “hispanics”) [10]. Articles that described epidemiology,
outcomes, or disparities therein of aortic dissection in
minorities were included for analysis. Additionally, citations
from relevant articles were reviewed to identify manuscripts
that may have been missed in the literature search. Finally, a
search of government guidelines including from the Agency for
Healthcare and Research Quality, Centers for Medicare and
Medicaid Services (CMS), and the U.S. Preventive Services Task
Force (USPSTF) on prevention and post-discharge follow-up
care in minorities was performed. We then performed an
evidence-based, patient-centered, bi-directional framework
using a community-integrated, multi-disciplinary care
coordination approach for AD prevention and follow-up care in
“hard-to-reach” patient populations [11, 12]. This is a review
article and did not require patient informed consent,
enrollment of human subjects, use of protected health
information, and Institutional Review Board approval.

Results
After systematic database review, collection of articles, and

removal of duplicate citations, 2,069 articles were screened for
inclusion (Figure 1). Of these, 69 were relevant to our some or
all of our selection criteria. 45 articles were excluded because
they mainly focused on the pathophysiology and diagnosis of
AD. In total, 24 articles were included for synthetic review,
including 6 government guidelines. Of the primary articles, one
study was a population-based prospective study while the

remainders were retrospective studies. There is currently a
paucity of data on prospective population-based, sub-
population incidence and outcomes of AD [8]. The true
incidence of AD is difficult to determine because many
incorrectly diagnosed cases sometimes escape notice.

Figure 1 PRISMA article selection flow diagram [10].

Furthermore, hospital-based registries often underestimate
the incidence and case fatality for AD and its associated risk
factors, especially for cases that did not make it to the
Hospital, which further reiterates at the burden of AD may be
greater than what the hospital records suggest. Additionally,
race-specific patient outcomes data for AD is limited. Available
studies, however, suggest that minorities are
disproportionately affected by co-morbidities, barriers to
access to care, and disease-specific morbidity and mortality
[13]. The causes for such race-based disparities in the
management and outcomes of aortic disease are unclear, and
there are currently no strategies to address this situation [14].
One possible reason may be the disproportionately high
prevalence of uncontrolled or malignant hypertension, a major
risk factor for AD in minorities compared to their white
counterparts [15]. For example, in an observational study
involving 1,354 Black and White patients with AD enrolled in
13 U.S. centers participating in the International Registry of
Acute Aortic Dissection (IRAD), 90% of the 189 Black study
population had hypertension compared to 74% of the 1,165
Whites enrolled in the study [4]. The high prevalence of
hypertension and lack of adequate control in minorities,
especially treatment-resistant hypertension, may be a major
factor responsible for the poor outcomes of hypertension-
related AD in this population. Although AD often occurs in a
sudden, episodic malignant way that may not have been
preventable by a tight B.P control, we believe that some case
of hypertension-related AD can be prevented in high risk
patients. A recent, first ever, prospective population-based
epidemiological AD study by the Oxford Vascular Group in the
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U.K confirms previous observations about the strong
association of hypertension with AD, and advocates for
improvement in primary prevention of AD incidence and its
associated case fatality through aggressive management of
hypertension, which is more prevalent in minorities [16, 17].

Discussion

Current challenges
Over the years, health disparities have been shown to be

one of the significant structural flaws of the U.S. healthcare
system [16]. A study in the 2003–2006 period by the Joint
Center for Political and Economic Studies estimated that
eliminating health disparities for minorities would save $229
billion in direct medical expenditures, and reduce indirect
costs associated with illness and premature death by
approximately $1 trillion [17]. Unfortunately, only a few of the
existing disparities in accessing care seem to be improving
[18].

More specific to AD, there is currently no established
consensus strategy for screening high-risk patients. Although
the U.S. Preventive Services Task Force (USPSTF) has
recommended a one-time screening for abdominal aortic
aneurysm (AAA) with ultrasonography in men ages 65 to 75
years who have ever smoked [19], there is currently no
consensus screening protocol for AD [20]. There is also
controversy over the sensitivity and specificity of screening
tests, as well as their clinical validity [21]. For example, C-
reactive protein has been used in screening for both peripheral
vascular diseases (PVD) and AD. Although sensitive, it lacks the
desired specificity for AD [22-24]. Similarly, electro- and
echocardiography lack sufficient accuracy [25, 26].

At this time there is no test or combination of tests that can
reliably predict development of AD. Therefore, we have to rely
on screening for high risk patients for hypertension, smoking,
family history of AD and symptoms associated with AD.
Population screening for aortic disease can also be improved,
first by general recognition and increased awareness by the
medical community of familial patterns of aortic disease, and
then by novel (genetic) mass screening techniques, especially
in first-degree relatives [27, 28]. Apart from the challenges
associated with screening for AD, current diagnostic
modalities, including imaging, biomarkers and genetic studies
are expensive, time-consuming, or not widely available. The
current approach when diagnosing AD relies heavily on various
imaging techniques, including computed tomography and the
initial aortic syndrome presentation, although certain patients
manage to never make it to the Hospital even under such
conditions. Magnetic resonance imaging is also currently being
explored and protocols refined. High level of suspicion as well
as early imaging is very important, especially in those
presenting with both typical (e.g. back or abdominal pain) and
atypical symptoms [4]. However, technical and logistical
challenges limit the use of imaging tools as screening
modalities in various circumstances [29]. Although there is no
single accurate biomarker for AD, a number are still under

investigation, and a panel of biomarkers may improve the
diagnostic yield of this approach [30, 31].

Implications
Aortic dissection entails significant implications for the

patient. The sudden change from being healthy to being
diagnosed with AD is irreversible and comes as a surprise to
many patients, with its attendant spectrum of psychosocial
and cost consequences.

More dramatically, the early mortality rate for AD
approaches 1% per hour over the first 48 hours, making early
diagnosis and treatment crucial to improving morbidity and
mortality [31]. Poorly controlled chronic hypertension
predisposes patients to hypertension-related penetrating
aortic endothelial ulcers and intramural hematomas,
culminating in AD in high risk patients. Highlights form the
results of the AD study by the Oxford Vascular Study Group
showed that 67.3% of the hypertensive study population
(n=52) had poor pre-morbid B.P control despite being on some
form of anti-hypertensive medication(s). Five years before the
incident of AD, the percentage of B.Ps recorded at the
participating primary care facilities in individual patients were
noticed to be greater than 140/90 mm Hg. It is therefore
recommended that rigorous control of hypertension and other
associated risk factors are crucial in preventing and curtailing
the progression of AD and its long-term complications in high
risk patients [14].

The chances of survival for AD patients with no access to
care are very slim, either in the short or long run. As stated
above, the only established recommended treatment for
patients with ascending AD, which is most common in Blacks
[4], is immediate surgical repair, with mortality ranging from
8-16% [32]. In all cases, control of hypertension in the
immediate post-operative period and close follow-up long-
term for those treated conservatively is of utmost importance
and has a heavy impact in the resultant index of mortality [33].
Survival rate for aortic disease has been shown to be directly
related to prompt diagnosis and precise management [34].
From the economic standpoint, disparities in quality and
access to health care can give rise to needless direct and
indirect costs. Details about the cost-effectiveness of surgical
aortic dissection repair are outside the scope of this article
but, suffice it to say that the cost of surgery, ICU stay, follow-up
Hospital visits and CT scans could be staggering. A strategy of
early recognition and appropriate control of risk factors for
aortic dissection, such as uncontrolled hypertension with or
without additional risk factors such as smoking and family
history, would certainly provide a more cost-effective
approach [31].

The community health workers model
In addressing the problem of hypertension as the most

important risk factor for AD, there is a need to identify and
effectively treat high-risk patients: i.e. patients with
uncontrolled hypertension and other risk factors such as
smoking, atherosclerosis, and genetic factors or positive family
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history of AD. Additionally, it is crucial for AD patients to
remain compliant with their recommended treatment regimen
to reduce the likelihood of recurrence and disease progression.
An effective way of accomplishing this could be by employing
the services of Community Health Workers (CHWs).

Given that most of the risk factors for AD in minorities are
modifiable, addressing them in a timely manner using a
bidirectional approach (“Upstream” and “Downstream”) as
illustrated in Figure 2 could be a cost-effective way of
decreasing the incidence and cost implications associated with
AD. This strategy is in line with the 2012 U.S. Patient
Protection and Affordable Care Act which advocates for the
use of preventive measures to reduce disease burdens as one
of its core tenets [33]. In order to mitigate the morbidity and
mortality of AD among minorities, effective primary
prevention, and more importantly, secondary prevention
strategies are the suggested way forward. We therefore
propose the integration of the community health care workers
(CHWs) model into the care coordination effort for AD
prevention and management.

Figure 2 Aortic dissection prevention and follow-up care
framework. AD: Aortic Dissection; CHWs: Community Health
Workers; CHE: Community-wide Health Education; PCMH:
Patient-Centered Medical Home; ED: Emergency
Department; HTN: Hypertension; QOL: Quality of Life, Mgt.:
Management; RFs: Risk Factors; M&M: Morbidity and
Mortality; PFUR: Poor Follow-up Rates; Rx: Treatment.

Community health workers (CHWs) or Care Coordinators are
lay members of the community who work collaboratively with
the local health care system and usually share the culture,
ethnicity, language, socioeconomic status, and life experiences
with the community they serve [34]. Studies have shown that
most patients can finish their medical story within 90 seconds,

but the average physician interrupts them within 18 seconds,
due in part to time restrictions of busy clinical practice [35].
CHWs understand the health needs of their community and
are able to spend more time providing culturally oriented
health education, counseling, and other services such as
screening and assisting patients in obtaining the access to care
they need. CHWs can also be strategic in providing care
coordination and linkage between the Hospital, the
community and the primary care clinic [36].

A retrospective comparison study was conducted at
University of Maryland between 1991 and 1994 assessing the
impact of the CHWs model on healthcare utilization by African-
American Medicaid patients with diabetes with or without
hypertension. The study, performed on 117 patients, showed a
decline in ED admissions by 40%, Hospitalization by 33%; an
average savings of $2,245 per patient per year and a total
savings of $262, 080, in addition to improved quality of life
[35]. Table 1 provides a comparison overview of healthcare
utilization before and after CHWs outreach intervention.

Comparisons of healthcare utilization, one year before and after initial
contact

 One Year
Before

One Year
After Within Group Change

Healthcare
Utilization
Group

Mean SD SD SE Percent

ER visits
(all) 1.49 2.2 0.93 1.8 -0.56 0.2 -38

ER
admissions 0.64 1.4 0.32 1.3 -0.32 0.1 -53

Total
Hospital
admissions

0.95 1.5 0.66 1.4 -0.29 0.2 -30

Length of
hospital stay 6.35 11.8 6.69 26.2 0.34 2.6 5

Medicaid
reimbursem
ents (M $)

8266 15 6020 18 -2,246 1792 -27

Other more recent studies have also shown the important
roles that CHWs play in preventive and post-discharge follow-
up services for minority patients with chronic diseases [12, 37,
38]. One of the main challenges for AD patients after diagnosis
is regular follow-up care to ensure adequate blood pressure
control.

Despite the high morbidity and mortality of AD, many
minorities are lost to follow-up and fall out of care post-
discharge due to ineffective care coordination and linkage
between surgical and medical teams. Currently, CHWs are
under-utilized in the screening and follow-up efforts for
minority patients with AD. The implication of such a program
could produce a substantial impact in the minority population.

Most patients with hypertension and other concomitant risk
factors for cardiovascular disease should be placed on
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appropriate antihypertensive medications, with aggressive
attention to concurrent risk factors [37]. CHWs can assist with
improving compliance with these medications and instituting
other management recommendations, including diet, exercise
and smoking cessation. Employing the “Upstream” approach
(follow-up care) of this CHWs model (Figure 2) should result in
an improvement in post-discharge follow-up clinic attendance
rates and consequent mitigation of the previously described
risk factors over time, including hypertension, smoking, and
medication non-compliance [38, 39].

Inclusion of CHWs as members of the patient-provider team
enhances the quality of care received by patients, especially
those from low resource settings. Evidence-based
recommendations for CHWs to intervene in both community-
based cardiovascular research and patient-provider team
efforts demonstrate their importance in helping to eliminate
disparities in CVD. CHWs’ role in cardiovascular research has
mainly focused on hypertension due to its high prevalence and
because it constitutes a significant risk factor for CVD,
including AD [40].

The services of CHWs have previously been successfully
been employed in the emergency management of
cardiovascular diseases. A 2-year demonstration study in
which trained CHWs were introduced into the emergency
department (ED) to support the efforts of providers in
managing BP among high-risk black men showed a 19%
improvement in appointment keeping and a 7% improvement
in follow-up visit rates (Figure 3) [12, 37].

The data further supports the notion that CHWs are
important in the screening efforts of high-risk patients with
CVD as well as in helping to establish linkage to care, assure
care coordination, enhance continuity of care and foster ED-
community integration for CVD follow-up care. Given the long
patient follow-up clinic appointments that characterize a busy
physician schedule, and the fact that some patients find long
distance commuting between theirs home and the clinic
challenging, CHWs can assist with providing community-wide
health education to patients on the safety role the use of car
seat belt plays in preventing trauma-related AD, in addition to
educating hypertensive patients with a family history of AD on
how to measure and keep a record of home ambulatory B.P,
with instructions on next steps regarding persistently elevated
home B.P readings [12, 41].

Figure 3 Impact of CHWs in ED B.P Follow-up Visits (adapted
from Bone L.R et al) [36]. CHWs: Community Health
Workers; ED: Emergency Department; B.P: Blood Pressure,
N’: No CHWs sample size; N: CHWs sample size

Patients with a history of stable chronic AD require regular
close monitoring post-discharge and subsequently on an
annual basis. The period immediately after the initial diagnosis
can be quite challenging, with multiple visits required for fine
tuning of newly instituted medication regimens. It is not
uncommon that the index dissection admission coincides with
the first discovery of a malignant hypertension diagnosis.
Patients can be admitted to the Hospital and be discharged on
3-4 new medications. What follows, can be a period of
fluctuation, where B.P can either remain high, or become quite
low outside of the stressful Hospital environment and the
presence of numerous new anti-hypertensive agents. CHWs
could be very valuable at a time where B.P monitoring is
imperative and a patient’s experience with the new diagnosis
is poor [38, 40, 41]. It can ensure compliance, provide a
mechanism for safe adjustment of doses, and save thousands
of dollars in emergency room admissions. In addition,
depending on the presence of aneurysmal degeneration of the
aorta, there is need for regular evaluation of the aortic
diameter at one, three, six month and yearly intervals38. In
other disease states, this has been accomplished through
telephone contacts, home visits, supporting behavior and life-
style modification efforts, all designed to ensure compliance
with physician recommendations [42].

The Centers for Medicare and Medicaid Services, Office of
Minority Health (CMS OMH) emphasizes that minority patients
with cardiovascular disease need special help in preventing
readmissions and recently published a guide for preventing
readmissions among racially and ethnically diverse Medicare
beneficiaries [43]. Minority patients are less likely than their
white counterparts to follow up with a primary care provider
or an appropriate specialist after hospital discharge [44].This is
due in part to the fact that racial and ethnic minorities tend to
have a lower rate of linkage to a source of continued care post-
discharge, which leads to a lower quality care [45]. To optimize
the quality of care received, minority patients with AD,
especially those at high risk for readmission, require early
discharge and follow-up plans, counseling about the
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importance of early and regular follow-up [46], as well as a
coordinated referral system using the CHWs model, to assure
their navigation to a new primary care provider post-discharge
[46, 47].

Apart from employing the services of CHWs in the suggested
“Upstream” approach (secondary prevention), we also
propose a “Downstream” approach (primary prevention) in
which CHWs can be incorporated into an AD risk factors
screening and follow-up initiative in patients with a positive
family history of AD [48]. A high clinical index of suspicion is
necessary for identifying and screening patients with risk
factors for AD [31, 36] (Figure 2). In collaboration with primary
care providers and relevant clinical subspecialties, CHWs can
assist with identifying and then screening high risk minority
patients from the community [48]. For example, patients with
a positive family history of AD, chronic smokers, and patients
with poor hypertension control, with or without other co-
morbidities need close monitoring. CHWs can also help
provide public health education and awareness about AD, in
addition to providing information about available resources
like health insurance and other support services, as well as
assist with the development of patient-centered and
culturally-appropriate AD secondary prevention and post-
discharge follow-up care protocol.

Ideally, CHWs residing in a community near where the
patient lives can provide these services, the CHWs model can
also be implemented within the framework of a Medical
Neighborhood known as Patient-centered Medical Home
(PCMH) [49, 50] which is an innovative multidisciplinary team-
based approach to providing care and for transforming the
organization and delivery of primary health care [51]. It
functions as the core of medical neighborhood and is
essentially a medical practice team working closely with
patients and providing well-coordinated care [52]. PCMH has
the following six important functional components, applicable
to the post-discharge management of AD: comprehensive care
and access to personal physician, physician-directed medical
practice, patient-centeredness, coordinated care, accessible
services, quality and safety [53]. The primary goal of PCMH is
to enhance open communication with patients and increase
health literacy. PCMH also aims at improving communication
and coordination between health care providers and
institutions, i.e. a high-functioning medical neighborhood that
promotes information flow among clinicians and patients,
which is very important in caring for AD patients [51, 52].
Given that its locus is squarely within the primary care settings
of the health system and the fact that many patients require a
substantial amount of AD specialty care, the PCMH can play a
significant role in creating and promoting a dynamic and
functional medical neighborhood ideal for AD post-discharge
care [53]. While the patient is the reference point in the
medical neighborhood, PCMH is placed at its center (Figure 4),
given its role as the intersection point between the patient
and the primary coordinator of the patient’s care across
various neighbors. Within the PCMH, the primary clinician
caring for an AD patient may be a physician or nurse
practitioner, assisted by CHWs. It is important to note that the
“neighborhood” is not necessarily a geographic entity; rather,

it is a set of care-focused multidisciplinary relationships
involving the patient and his or her PCMH [53].

Figure 4 The PCMH Model [51-53]. PCMH: Patient-centered
Medical Home.

There is a great deal of research showing the effectiveness
of PCMH through measurable outcomes. One of the primary
outcomes is lower per person healthcare costs and better
outcomes [54, 55] while an AD specialist-oriented healthcare
system is related to higher costs and limited improvement in
surgical outcome [14, 56]. Specifically, studies have shown that
using the PCHM model can lead to better blood pressure
control and reduced health disparities, decreased emergency
room and hospital visits, improved preventive care, reduction
in all-cause mortality and morbidity caused by cardiovascular
diseases, and increased patient satisfaction [54-56].

Using this two-prong approach, we are optimistic that the
burden of AD in minorities would decrease over time. In
addition, we hope to improve the quality of life of those with
an existing AD diagnosis. This strategy can also lead to a
decrease in the frequency of ED visits, Hospital readmission
rates, and costs incurred on the health system. Notably, the
success of any CHWs model depends on a functional health
system. “CHWs programs are neither the panacea for weak
health systems nor a cheap option to provide access to health
care for underserved populations [48]”.

Limitations
This paper faces some limitations. The scope of the article

did not allow discussions about many of the similarities in the
etiology, presentation, or outcomes in the management
strategies of patients with AD that are effective and guideline-
based, irrespective of race. Consequently, and given that very
few ethnic and racial-based studies on AD have been done,
conclusions about the effectiveness of various strategies on AD
outcomes among different racial populations should be made
with discretion. The scope of this article did not also include
some of the challenges associated with the use of CHWs,
including failed CHWs programs based on unrealistic
expectations, institutionalizing and mainstreaming community
participation, poor planning and an underestimation of the
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effort and input required to make them work. Some of the
quality enhancement prospects of PCMH have not been well
documented and the implementation of PCMH models of care
for primary care service delivery may sometimes lead to
increased health care costs. Also, the specific role CHWs
should play in the management of treatment-resistant
hypertension was not clearly defined. Despite good preventive
measures in place, it may still be difficult to accurately predict
and prevent the incidence of some cases of AD, given its
malignant, episodic pattern of occurrence. Finally, both the
level of evidence and the Methodological Index for Non-
Randomized (MINOR) Studies for retrospective studies
validation were not assessed by the systematic review. Also,
given that a significant number of the articles reviewed were
from retrospective studies describing different primary and
secondary endpoints, meta-analysis was not practical. These
analyses could have further reduced the level of bias and
enhanced the quality of the articles selected.

Conclusion
Morbidity and mortality associated with AD is very high.

Early intervention of AD can prevent complications or death.

Well-coordinated, quality outpatient care can potentially
prevent the need for AD-related readmission. Hypertension
and other risk factor associated with the onset and
progression of AD are present in all patients regardless of race
but, the prevalence of these risk factors is greatest among
minorities. More prospective, population-based AD studies are
required to help determine the true incidence of AD in
minorities and clinical trials of B.P-lowering drugs should
incorporate AD as one of the composite end points for
determining the overall treatment impact. More proactive and
better multi-disciplinary care coordination is important for
ensuring optimal blood pressure control and addressing other
AD risk factors in this population. The CHWs model operating
within the PCMH environment is recommended as an effective
approach for addressing the burden of AD in minorities.
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