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High blood pressure (BP) is a major preventable
risk factor for global mortality, causing over 10
million deaths annually.” The global prevalence
of hypertension has doubled over the past three
decades, disproportionately affecting low- and
middle-income countries (LMICs) where less than
20% achieve BP control.?® Even though high-
income countries (HICs) are generally on the
right track, there are still big gaps, especially for
folks with low socioeconomic status, living in rural
areas, or belonging to racial/ethnic minorities.
These gaps boil down to the fundamental factors
of social determinants of health (SDOH).

The SDOH are a complex set of factors tied to
birthplace, upbringing, residence, and employment,
significantly impacting health outcomes such as
hypertension and cardiovascular disease (CVD).
These include socioeconomic and environmental
structures, coupled with poor access to quality
healthcare, affecting both community and
individual health. Housing quality, neighborhood
poverty, financial distress, food security, access to
green spaces, transportation, conflicts, pollution,
racism and segregation contribute to psychosocial
stress and anxiety, leading to unhealthy behaviors.
Stress increases vulnerability to hypertension
and cardiometabolic disorders. Limited access to

affordable, high-quality healthcare exacerbates
these challenges, hindering timely diagnosis and
treatment, accelerating the progression of vascular
disease, and increasing morbidity and mortality.

Between 1990 and 2019, hypertension-related
disability-adjusted life years decreased in HICs but
rose in LMICs. Overall CVD trends have declined
in HICs, including the United States (US), with the
most affluent group and whites experiencing
the steepest drop. However, substantial
socioeconomic and racial disparities persisted,
as evidenced by the increased prevalence of
stroke and congestive heart failure in less affluent
populations, especially among Blacks.* Similar
trends in coronary heart disease mortality were
also observed in other HICs.> The impact of SDOHs
on hypertension and CVD became even more
evident during the COVID-19 pandemic, which
has affected the socially disadvantaged group the
most. The widening health disparities worldwide
are concerning and demonstrate that the most
significant opportunities to reduce disability and
death from hypertension and CVD lie in addressing
the health disparities caused by SDOH.

To tackle cardiovascular health disparities, we
need everyone on board — patients, healthcare
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providers, the health system, policymakers,
and the whole community. It's a team effort at
different levels. While wiping out all social and
environmental disparities is tough, teaching stress
management techniques, especially for those
facing social challenges, can make a positive impact
on cardiovascular health.®” Making sure everyone
has the medications they need, expanding social
insurance, and improving transportation options
can really boost healthcare access for those who
face social disadvantages.

Starting preventive measures early with school-
based interventions for kids and teens is key to
promoting cardiovascular health from the get-go.
Also, targeting socially disadvantaged individuals,
connecting them with community support, and
factoring in SDOH in cardiovascular risk predictions
and treatment plans can really make a difference
in improving outcomes for cardiovascular health.

To bring SDOH into hypertension care, evidence
suggests that we should switch to non-traditional,
team-based care, especially in places with limited
resources, using community health workers.
Platforms already in place for maternal and child
health and infectious disease care can be used to
screen and treat hypertension opportunistically.
Meanwhile, augmenting healthcare infrastructure
with digital tech helps gather crucial info to target
and innovate around modifiable SDOH. Keeping
the community engaged and empowered is vital
for the long-term success of these efforts.®?

Although neglected over the years, there have been
recent efforts focusing on SDOH when it comes
to preventing and managing hypertension and
CVD. Many organizations, like the World Health
Organization (WHO), are stepping up efforts to
tackle health disparities globally. For the first time
ever, the WHO has released the Global Report on
Hypertension in collaboration with Resolve to Save
Lives.’® The International Society of Hypertension
(ISH) introduced the annual May Measurement
Month campaign as an extension of World
Hypertension Day to raise BP awareness on a
global scale."? Initiatives like Healthy People 2030
(US) and CORE20PLUSS (UK) identify priorities to
reduce health disparity.13 More recently, a Global
Hypertension Care Task Force to be jointly led by
WHO, ISH, and other professional societies was

proposed with the goals of reducing inequities in
hypertension care at national and global levels."

It is now time for concerted efforts to leverage
our understanding of the mechanisms of SDOHs
and develop a collaborative approach to address
health disparities in hypertension and CVD that
are aligned with the Sustainable Development
Goals 3.4.
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Figure 1 Socioecological and Life Course Approaches of Social Determinants of Health Leading to Hypertension and
Cardiovascular Disease. Social determinants of health (SDOHs) encompass socioeconomic, political, and environmental contexts,
including neighborhood poverty and poor housing conditions, social policies and built environment, public health policies and
legislation, climate change and pollution, and crisis events. These contextual SDOHSs contribute to health disparity, reflected in
an individual’s low socioeconomic position, and subsequently food insecurity, unhealthy lifestyle behaviors, and psychosocial
experience. Psychosocial stress generated from SDOHSs not only perpetuates itself through the intergenerational cycle of stress,
but also triggers biological pathways associated with vascular disease, including the sympathetic-adreno-medullar (SAM) and
hypothalamic-pituitary-adrenal (HPA) axis activation, inflammation, epigenetic alternations and telomere shortening, and
neuro-hematopoietic axis stimulation. Additionally, SDOHs insert influence through the healthcare system, resulting in limited
preventive measure, delayed or missed detection, ineffective disease measurement. These multifaceted interactions culminate
in the accelerated progression of vascular disease, ultimately contributing to chronic kidney disease (CKD), major adverse cardiac
events (MACE), and premature cardiovascular disease (CVD). BP indicates Blood Pressure; CRP, C-Reactive Protein; UPF, Ultra-

Processed Food.
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