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Abbreviations and Acronyms: 

ACE= Angiotensin-converting enzyme 

ACEI= Angiotensin-converting enzyme inhibitor 

ADI= Area deprivation index 

ARB= Angiotensin receptor blocker 

BB= Beta blocker 

BP= Blood pressure 

CCB= Calcium channel blocker 

CCRS= Center for Community Research and Service  

DASH= Dietary Approaches to Stop Hypertension 

DMMA= Division of Medicaid and Medical Assistance 

GIS= Geographic information systems 

HTN= Hypertension 

ICD= International classification of diseases 

NHANES=National Health and Nutrition Examination Survey 

NHB= Non-Hispanic Black 

NHW= Non-Hispanic White 

SES= Socioeconomic status 
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Abstract:  

Background:   Higher neighborhood deprivation is associated with hypertension diagnosis in youth. In this study, 

we assess if there is an association between neighborhood deprivation and anti-hypertensive therapy prescription 

among insured youth with a primary hypertension diagnosis.   

Methods: Using a retrospective cross-sectional design, we assessed the proportion of youth with a diagnosis of 

primary hypertension prescribed anti-hypertensive therapy. We evaluated the proportion of youth prescribed anti-

hypertensive therapy and compared prescribing patterns by area deprivation index, age, sex, obesity diagnosis, race, 

ethnicity, and duration of Medicaid coverage.  

Results: Of the 65452 non-pregnant Delaware Medicaid recipients, 8 to 18 years of age, 1145 (1.7%) had an ICD-

9/ICD-10 diagnosis of primary hypertension; 165 of the 1145 (14%) were prescribed anti-hypertensive therapy. 

Factors associated with a greater odds of prescription by multivariable logistic regression were age, obesity 

diagnosis, and duration of Medicaid full benefit coverage. Odds of anti-hypertensive therapy prescription did not 

vary by race, ethnicity or by area deprivation index. 

Conclusions: Anti-hypertensive therapy prescription rates are poor despite national guideline recommendations. 

Among youth receiving Delaware Medicaid between 2014 and 2019, prescription proportions were highest among 

youth of older age, with an obesity diagnosis, and among youth with longer duration of Medicaid benefit coverage. 

Although high area deprivation has been shown to be associated with the diagnosis of hypertension, high vs low area 

deprivation was not associated with greater anti-hypertensive therapy prescription among youth with primary 

hypertension. Our finding of a mismatch between hypertension diagnosis and anti-hypertensive therapy prescription 

highlights a potential disparity in anti-hypertensive therapy prescription in youth. 

Key Words:  area deprivation, pediatrics, hypertension, anti-hypertensive medication, Medicaid 
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Graphical abstract 
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Introduction:  

Reducing the burden of hypertension is a multi-step process that requires diagnosis followed by equitable initiation 

of guideline directed therapy.1 Lifestyle intervention is the first recommended step for managing hypertension in 

youth  and adoption of a healthier lifestyle can result in a decrease in measured blood pressure.2-4  However, lifestyle 

intervention alone is not effective in all persons. In a large retrospective cohort study of 7 health care organizations, 

5.6% of hypertensive youth had persistent hypertension and met criteria for antihypertensive therapy prescription 

despite attempted lifestyle intervention.5  

Reported factors associated with antihypertensive therapy prescription in youth include White race, older age and 

obesity.6 However, we know that social determinants of health (SDoH) drive 80% of population health outcomes7 

and yet no studies to date have examined the relationship between SDoH in youth and antihypertensive therapy 

prescription. 

In our recently published study, we found that, in addition to factors such as age, sex, obesity diagnosis, and 

duration of Medicaid benefit coverage, higher area deprivation (area deprivation index at or above the state’s upper 

quartile) was associated with hypertension diagnosis among Delaware Medicaid recipients 8 to 18 years of age.8 

Higher neighborhood level deprivation may therefore contribute to a higher burden of hypertension in youth. 

Effective treatment is needed to reduce the immediate and potential long-term complications of hypertension 

beginning in youth.  In this study, we assess the relationship between area deprivation at the Census block group 

level and anti-hypertensive therapy prescription. We also assess the relationship between age, sex, obesity status, 

and duration of Medicaid benefit coverage and antihypertensive therapy prescription among youth Delaware 

Medicaid recipients with provider diagnosed primary hypertension. 

Materials and Methods: 

We performed a cross-sectional analysis of data from Delaware Medicaid recipients, collected between 2014 and 

2019. The Nemours Children’s and University of Delaware (UD) institutional review boards approved study 

activities. The study followed the Strengthening the Reporting of Observational Studies in Epidemiology reporting 

guideline.  

Cohort: We analyzed medical claims, eligibility, and client data. The Delaware Division of Medicaid and Medical 

Assistance (DMMA) supplies weekly data updates to the UD Center for Community Research and Service (CCRS). 
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The CCRS accesses data for research and uses internal procedures to safeguard the data.  CCRS policy scientists 

(EN, MJM) coded and supplied aggregate data to the primary investigator (C.M.B.-S.).  

Study Population:  Age of the patients included age at the end of the Medicaid enrollment year. We selected youth 8 

to 18 years similar to a previously published study,9 due to reports of higher prevalence of HTN among 8 and 9 year 

old youth.10 We included youth with at least one provider visit (inpatient, outpatient, or emergency department) and 

at least 1 month of full Medicaid insurance coverage between 2014 and 2019. We excluded pregnant youth using 

388 pregnancy codes specified by the Office of Population Affairs.11  

We did not include provider counts because providers are sometimes identified by their own unique provider ID and 

sometimes by a practice ID. Therefore, due to the nature of the source data, we were unable to accurately determine 

the number of providers or practices prescribing antihypertensive therapy. We were also unable to assess whether 

provider practice area deprivation was associated with antihypertensive therapy prescription. 

Outcomes: The primary outcome was receipt of an antihypertensive agent. Antihypertensive agents were described 

by class, including angiotensin receptor blockers (ARBs), angiotensin-converting enzyme inhibitors (ACEI), beta 

blockers (BBs), calcium channel blockers (CCBs), and diuretics. Antihypertensive therapy prescribing patterns were 

characterized as single-agent class (e.g., a prescribed medication from a single antihypertension medication class), 

multiple classes (e.g., receipt of multiple single-agent class medications) and combined-class agent (e.g., multiple 

antihypertensive classes in a single prescribed agent).  

Independent Variables:  

Primary hypertension was defined as a diagnosis of hypertension by ICD-9/-10 exclusive of a secondary 

hypertension diagnosis. We excluded secondary diagnoses as these conditions tend be less common12 and present 

before the age of 6 years.1  We also excluded secondary causes (e.g., chronic kidney disease) since indications for 

treatment of secondary hypertension often vary from indications for the treatment of primary hypertension.1  For a 

detailed description of the ICD-9/-10 codes used to identify youth with primary hypertension, please see our prior 

publication.8  
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Area Deprivation Index (ADI): Each patient’s primary enrollment address, at the time of first health care visit 

between 2014-2019, was geocoded using ArcGIS 10.8.1.  This Census block group geocode was then used to link 

each participant with their 2014-2019 American Community survey national ADI value by Census block group.13, 14 

Updated every 5 years, the ADI is a composite index of 17 variables used to describe the socioeconomic status 

(SES) of the community in which one lives.  It is based upon weighted US Census data and is not determined by 

race, ethnicity, or individual SES. It provides a geo-spatial description of neighborhood deprivation and ranks area 

deprivation at the Census block group level (e.g., neighborhood) from 1 to 100 where ADI=100 represents the most 

deprived communities. 

Data for the ADI is obtained from the American Community Survey.14 Delaware’s median national ADI is 38, the 

lower quartile is 25 and upper quartile is 52.15 In this analysis we characterized ADI as a continuous variable but 

also separately analyzed the relationship between antihypertensive therapy prescription and ADI as a categorical 

outcome variable.  We selected a dichotomous predictor variable of ADI > 50 (=1) vs ADI < 50 (=0). ADI of 50 was 

selected as a representation of the national ADI at and above the state’s upper quartile.  

Obesity diagnosis was ascertained using ICD-9 278.00, 278.01, and ICD-10 codes E66* (obesity). All youth with 

obesity had a Z-code for BMI greater than the 95th percentile or Z-code for BMI 30 and above (Z68.30-45). Any 

child with a Z-code for BMI greater than the 95th percentile also had an ICD-9 or ICD-10 code for obesity.  

Patient demographic characteristics (sex, race/ethnicity, and age) as described in the pooled Medicaid dataset were 

included in the analysis. Self-reported race/ethnicity was categorized as non-Hispanic Black (NHB), non-Hispanic 

White (NHW), Hispanic and Other. Due to small individual subgroup sample size, youth with race/ethnicity 

described as “Hawaiian,” “Indian or Alaskan,” “Native American,” “Other, not Hispanic,” or “Pacific Islander” 

were categorized as “Other.”  

Given that the source of data for this analysis was Medicaid data, we added a variable for duration of full Medicaid 

benefit coverage. Our hypothesis was that clients who were not in receipt of Medicaid for the entire study period 

would have less of a chance to be treated for their hypertension.  This potential impact is called the “churn”impact.16 

Statistical Analysis:  We evaluated demographic variables using chi-squared tests for comparison of categorical 

variables and Wilcoxon Rank sum for comparison of medians (2-sided null hypothesis at a priori significance level 
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of p<.05). In accordance with Centers or Medicare and Medicaid Services (CMS), no cell containing a value of 1 to 

10 or cell that allows a value of 1 to 10 be derived from other reported cells was reported.17 We modeled all first 

order independent variables and second-order terms using a forward selection approach. Cases with missing values 

were excluded from the logistic regression model. We ensured model fit using Goodness of Fit tests (Deviance, 

Pearson, and Hosmer and Lemeshow). All statistical analyses were carried out using SAS 9.4 (Chapel Hill, NC). 

Receiver operator characteristic curve analysis was performed and area under the ROC curve calculated for the final 

model.  

Results: 

Youth with Hypertension Prescribed Anti-Hypertensive Therapy: Of 65452 non-pregnant 8–18-year-old Delaware 

Medicaid recipient youth with geocoded addresses, 1145 (1.7%) received a diagnosis of primary hypertension. 

Among the 1145 youth with primary HTN, 165 (14%) were prescribed at least 1 anti-hypertensive therapy while 

980 (86%) were not. Youth who received at least 1 anti-hypertensive therapy had a median age of 15 years (IQR: 

13,17), 102 (62%) were male, 112 (68%) had obesity diagnosis, 22 (13%) were of Hispanic ethnicity, 72 (44%) 

were non-Hispanic-White, the median ADI was 51 (IQR: 38, 61), and the median duration of Medicaid coverage 

was 70 (IQR 56,72). Among youth with primary HTN diagnosis who did not receive antihypertensive therapy, the 

median age was 13 years (IQR: 11, 15), 579 (59%) were male, 593 (61%) had obesity diagnosis, 249 (25%) were of 

Hispanic ethnicity, 324 (33%) were non-Hispanic White, the median ADI was 51 (39, 65) and the median duration 

of Medicaid coverage was 69 months (IQR: 53,72) (Table 1).  Subgroup analyses revealed a younger age (12 years 

(IQR: 10,14) vs 14 years (IQR: 11, 16); p<0.0001) among Hispanic youth vs non-Hispanic youth who were not 

prescribed antihypertensive therapy (Supplemental Table 1). Non-Hispanic-White youth who were not prescribed 

antihypertensive therapy were slightly older than the remaining population of hypertensive youth who were not 

prescribed antihypertensive therapy (median 14 years (IQR: 11.5, 16) vs median 13 years (IQR: 11,15), p=0.0009). 

When we compared the proportion of Hispanic youth with and without obesity who did not receive antihypertensive 

therapy, Hispanic youth with obesity (vs without obesity) were more likely not to receive antihypertensive therapy 

prescription (71% vs 29%, p <0.0001) with an odds ratio of 1.6 (95% CI: 1.2-2.0) (Supplemental Table 2). 

Similarly, when we compared the proportion of Non-Hispanic White youth vs non- Non-Hispanic White youth, with 

and without obesity, who did not receive antihypertensive therapy, a greater proportion of the non-Non-Hispanic 

White (e.g., Black, other, Hispanic) with obesity were likely not to receive antihypertensive therapy (64% vs 36%, 
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p=0.0035) with an odds ratio of 1.15 (95% CI: 1.04-1.26) while the odds ratio was 0.77 (95%CI: 0.64-0.91) among 

non-Hispanic White youth with obesity (Supplemental Table 2). Additional figures demonstrating the association 

between race, ethnicity, obesity status and ADI can be found in Supplemental Figures 1-4. 

Employing multivariable logistic regression analysis, a best fit logistic regression model with receiver operative 

characteristic curve (ROC) C-statistic of 0.71 was selected. According to this adjusted model, age, obesity diagnosis, 

and duration of Medicaid coverage were the only factors associated with a greater odds of antihypertensive therapy 

prescription. Second-order terms were not significant (e.g., age*Hispanic ethnicity, etc.). For each additional year of 

age there was a 31% greater odds of antihypertensive therapy prescription (OR 1.31, 95% CI 1.21, 1.41; P<0.0001). 

Similarly, obesity diagnosis was associated with a 56% greater odds (OR 1.56, 95% CI 1.08, 2.25; p=0.019) and for 

each added month of Medicaid benefit coverage there was 2% greater odds (OR 1.02, 95% CI 1.01, 1.03; p= 

0.0039) of antihypertensive therapy prescription (Table 2). ADI was not associated with antihypertensive therapy 

prescription (data not shown). 

 Youth were predominantly prescribed a single-agent class antihypertensive (N=157, 95%).  The most common 

class of antihypertensive therapy prescribed was an ACEI (N=95), followed by diuretic (N=67), BB (N=43), or 

ARB (N=29). Due to the small cell count, we were unable to report the number of recipients who received CCBs. 

While most youth received a single-agent class pill, some received multiple single-agent class pills (N=57) and an 

even smaller number received a combined-class-agent pill (N=27) (e.g., lisinopril-hydrochlorothiazide) (Figure 1). 

Discussion:  

Our findings are unique in that this is the first study to assess the relationship between neighborhood deprivation and 

antihypertensive therapy prescription among youth with a diagnosis of primary hypertension. Currently, there are 

limited published studies evaluating the relationship between area deprivation and anti-hypertensive therapy 

prescription. The authors located a single study that found that adults living within areas of highest deprivation 

within Hungary were more likely to receive prescription anti-hypertensive therapy.18 Our findings suggest the 

opposite and highlight potential differences in the relationship between community deprivation and antihypertensive 

therapy prescription in youth vs in adults. Findings from our work are important because they highlight that while 

youth who live within higher deprivation neighborhoods are more likely to be diagnosed with primary 
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hypertension,8 higher neighborhood deprivation is not associated with a greater odds of antihypertensive therapy 

prescription. Antihypertensive therapy prescription was associated with older age, obesity diagnosis and duration of 

full Medicaid benefit coverage (Central Illustration). 

National guidelines recommend lifestyle intervention as an initial treatment for most youth with hypertension.1 

However, youth living within high deprivation communities may have less opportunity to reduce their blood 

pressures via lifestyle intervention. Higher neighborhood level deprivation has been associated with poorer access to 

healthy food options and safe places to exercise.19, 20 While no studies have specifically assessed the relationship 

between uptake of healthy diet and exercise among hypertensive youth living within higher deprivation 

communities, it is likely that poorer access to higher quality foods and safe places to exercise pose a limitation to the 

effective uptake of a healthy lifestyle to reduce blood pressure; thus making prescription of antihypertensive therapy 

a necessary next step.   

Rates of antihypertensive therapy prescription were low in our study, supporting previously published findings.5, 6 

Within the state of Michigan, only 23% of sampled youth with primary hypertension were prescribed 1 or more 

antihypertensive agents.6 Similar to this previously published study, we identified low rates of antihypertensive 

therapy prescription amongst all youth, including amongst those with a greater likelihood of hypertension, living 

within more deprived neighborhoods. Given the potential ineffective response to lifestyle intervention, low overall 

reported rates of antihypertensive prescription and lack of increased odds of antihypertensive therapy prescription 

among youth residing within high deprivation neighborhoods, our study suggests that there is a mismatch between 

hypertension diagnosis and antihypertensive therapy prescription, particularly among youth living within high 

deprivation communities.  

However, not all youth in our study were less likely to receive antihypertensive therapy. Like previously published 

studies,6 we found that greater duration of Medicaid benefit coverage (e.g., insurance coverage) was associated with 

an increased odds of antihypertensive therapy prescription. According to National Health and Nutrition Examination 

Survey (NHANES) 2003 to 2012 data, a study of 8796 hypertensive adults found that individuals were more likely 

to receive antihypertensive therapy if insured and were at a much lower odds of receiving anti-hypertensive 
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pharmacologic therapy if uninsured.21 Given that Medicaid continuous coverage ended March 31, 2023,22 

future studies may want to assess the relationship between continuous Medicaid coverage and 

antihypertensive therapy prescription rates, including prescription rates in youth.  

Future studies will also need to assess barriers to anti-hypertensive therapy prescription. Potential barriers such as 

loss of follow-up between the diagnosing and prescribing visits, negative parental response to recommendations for 

antihypertensive therapy prescription and provider reluctance to prescribe antihypertensive therapies all represent 

potential barriers. It is possible that providers may be unsure of when to prescribe and parents unsure of when to 

accept pharmacologic therapies in children with hypertension. Knowledge regarding how to prescribe such therapies 

represent an additional barrier. A randomized multisite controlled trial that included interviews of 8 community 

health center pediatric providers offers useful insight into the potential barriers impacting antihypertensive therapy 

prescription. Providers said: “I do not feel comfortable at all in managing it (HTN) in terms of medication 

management, so I have never started a child on any ACE [angiotensin-converting enzyme] inhibitor or any other 

antihypertensive agent on my own. I typically talk to families about weight reduction. I talk about exercise and kind 

of nonpharmacologic measures to treat the hypertension.” 23 Greater knowledge of the many FDA approved anti-

hypertensive therapeutic options for the management of hypertension in youth may be needed.24-26 

Obesity diagnosis, like duration of Medicaid coverage, was associated with a greater likelihood of antihypertensive 

therapy prescription. This finding was consistent with previously published studies6 and suggests a possible 

persistence in blood pressure elevation among youth with obesity despite attempted lifestyle intervention. The 

finding of an association between obesity diagnosis and greater odds of antihypertensive therapy may reflect higher 

attrition rates among youth with obesity recommended for lifestyle intervention.27 Greater provider recognition of 

the presence of hypertension among youth with obesity may also explain the association between obesity diagnosis 

and antihypertensive therapy prescription in our study.28  

Rates of multi-antihypertensive therapy prescription were slightly lower than the lead author’s previously published 

findings.29 Ninety-five percent of the 165-youth prescribed antihypertensive therapy were prescribed a single-class 

anti-hypertensive agent and only (N=57) 35% were prescribed 2 or more single-class antihypertensive agents 
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(Figure 1). However, like previously published findings, prescribed antihypertensive agents were predominantly 

inhibitors of the renin angiotensin-aldosterone system (e.g., ACE inhibitors).  Twenty-seven patients were 

prescribed a combination pill in this study.  

Finally, it is important to note that we did find that ethnicity and race were associated with differences in anti-

hypertensive therapy prescribing practices within our population of Medicaid recipients. Subgroup analyses revealed 

that associations between Hispanic ethnicity and Non-Hispanic White race and antihypertensive therapy prescription 

were explained by differences in age. We found that Non-Hispanic White youth who were not prescribed 

antihypertensive therapy were slightly older. The reason for this association is unknown and deserves further 

consideration. One possibility is greater reluctance to begin antihypertensive therapy in this group.  We also found 

that the proportion of Hispanic and non-Non-Hispanic White youth (Hispanic, Other, Non-Hispanic Black) with 

obesity who were not prescribed antihypertensive therapy was significantly greater (Supplemental Table 2). 

Hispanic youth with obesity had a 60% greater odds of not receiving antihypertensive therapy compared to Hispanic 

youth without obesity while non-Non-Hispanic-White youth with obesity had a 15% greater odds of not receiving 

antihypertensive therapy compared to non-Non-Hispanic-White youth without obesity. Our findings suggest under-

prescribing of antihypertensive therapy amongst higher risk groups (e.g., Hispanic and non-Non-White youth with 

obesity).   

In conclusion, attenuating the burden of cardiovascular disease in later life begins with addressing risk and treating 

disease during childhood and adolescence. In our study, we found that antihypertensive prescription among 

Medicaid recipient youth is poo. Further studies are needed to understand the barriers to antihypertensive therapy 

prescription, especially within high-risk populations. 

Limitations: Our study has several important limitations. First, only 1.7% of the population was diagnosed with 

hypertension, however more recent estimates of the prevalence of HTN in youth cite a prevalence of primary 

hypertension of as low as 2%. Second, we did not determine how many providers prescribed antihypertensive 

therapy. We agree that information about the number of providers or practices prescribing antihypertensive therapy 

in youth might inform individual provider level comfort with antihypertensive therapy prescription and potentially 
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reflect practice policy.  However, addresses of providers in the Medicaid dataset are not always linked to a facility 

and regardless of location of the practice or provider specialty, greater understanding of the factors associated with 

higher vs lower rates of antihypertensive therapy prescription in youth is needed. Third, we report anti-hypertensive 

prescription but not anti-hypertensive therapy use. The goal of the study was not to assess adherence to treatment but 

potential barriers to treatment initiation. An additional limitation of this study is that it is unclear the percentage of 

patients who responded to lifestyle intervention, who truly had white coat hypertension, measurement error, refused 

pharmacologic intervention or were not yet prescribed anti-hypertensive therapy. Finally, data for this study was 

acquired from a Medicaid dataset. There may be inherent concerns about use of an administrative dataset to identify 

youth with hypertension. However, it has been shown that administrative datasets can be used to identify patients 

with hypertension.30 Despite its limitations, our study is an important step in understanding disparities in 

hypertension management in youth. 
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Figure Legends 

Table 1: Demographic Table: Youth Prescribed vs Not Prescribed Anti-Hypertensive Therapy 

Legend: Among youth with hypertension, 165 (14%) were prescribed antihypertensive therapy. Median ADI of 

youth with hypertension prescribed antihypertensive therapy vs not prescribed antihypertensive therapy was no 

different (p=0.25).  

Table 2: Multivariable Analysis Evaluating the Odds of Anti-Hypertensive Therapy Prescription 

Legend: According to multivariable analysis,age, obesity diagnosis and duration of Medicaid full benefit coverage 

are associated with a greater odds of antihypertensive therapy prescription. Hispanic ethnicity and non-Hispanic 

white race were no longer associated with anti-hypertensive therapy prescription suggesting that odds of association 

between race/ethnicity and antihypertensive therapy was driven by differences in the age, obesity status and duration 

of full Medicaid benefit coverage for youth of Hispanic ethnicity and non-Hispanic white race (see Supplemental 

tables 1-2). For each year of age there is a 31% greater odds of antihypertensive therapy prescription. Similarly, for 

each added month of Medicaid full benefit coverage, there is a 2% greater odds of antihypertensive therapy 

prescription. Obesity diagnosis is associated with a 56% greater odds of antihypertensive therapy prescription. 

Figure 1: Youth with Hypertension, 8-18 years, Prescribed Anti-Hypertensive Therapy and Number of Medications 

Prescribed 

Legend: Anti-hypertensive therapies prescribed include a combined-class-agent, single-class agent, multiple classes 

and then type of class prescribed. . Of the 1145 youth with an ICD-9/ICD-10 diagnosis of hypertension, 86% 

(N=980) were not prescribed therapy, while 14% (N=165) per prescribed at least 1 anti-hypertensive agent.N=27 

were prescribed a combined-class-agent, N=157 were prescribed a single class agent, N=57 were prescribed 

multiple classes of antihypertensive therapy. The most common antihypertensive therapy prescribed was an 

angiotensin converting enzyme inhibitor (ACEI), N=95, diuretic, N=67; beta-blocker (BB), N=43; and angiotensin 

receptor blocker (ARB), N=29. Due to small cell counts, the number of calcium channel blockers could not be 

reported.17  

Graphical/Visual Abstract: The primary drivers of antihypertensive therapy prescription include older age, longer 

duration of full Medicaid benefit coverage and obesity diagnosis. 
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Table 1 

Total Anti-Hypertensive 

Therapy Prescribed 

(N, %) 

No Anti-

Hypertensive 

Therapy Prescribed 

(N, %) 

p-Value

Total 1145 165 (14%) 980 (86%) 

Age (Median, IQR) 14 (11,16) 15 (13,17) 13 (11,15) <0.0001 

Sex 

  Female 

  Male 

464 (41%) 

681 (59%) 

63 (38%) 

102 (62%) 

401 (41%) 

579 (59%) 

0.51 

Obesity Status 

 Yes 

 No 

705 (62%) 

440 (38%) 

112 (68%) 

53 (32%) 

593 (61%) 

387 (39%) 

0.072 

Non-Hispanic Black (NHB) 

   Yes 

   No 

460 (40%) 

685 (60%) 

70 (42%) 

95 (58%) 

390 (40%) 

590 (60%) 

0.52 

Non-Hispanic White (NHW) 

   Yes 

   No 

396 (35%) 

749 (65%) 

72 (44%) 

93 (56%) 

324(33%) 

656 (67%) 

0.0082 

Hispanic 

   Yes 

   No 

271 (24%) 

874 (76%) 

22 (13%) 

143 (87%) 

249 (25%) 

731 (75%) 

0.0007 

National ADI Group 

(Median, IQR) 51 (39, 65) 51 (38, 61) 51 (39, 65) 0.25 

ADI 

ADI 0-25 

ADI 26-50 

71 (6.2%) 

477 (42%) 

12 (7%) 

67 (41%) 

59 (6%) 

410 (42%) 

0.36 
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ADI 51-75 

ADI 76-100 

412 (36%) 

185 (16%) 

66 (40%) 

20 (12%) 

346 (35%) 

165 (17%) 

Medicaid Full Benefit Coverage, 

duration in months (Median, IQR) 

69 (54, 72) 70 (56, 72) 69 (53, 72) 0.35 
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Table 2 

Adjusted Odds Anti-Hypertensive 

Therapy Prescribed 

OR (95% CI) 

p-Value

Age (years) 1.31 (1.21, 1.41) <0.0001 

Obesity Diagnosis 1.56 (1.08, 2.25) 0.019 

Race/Ethnicity 

  Hispanic vs Not-Hispanic (NHB, NHW) 

  Non-Hispanic White vs Not Non-Hispanic White 

(Hispanic, other, Non-Hispanic Black) 

0.61 (0.36, 1.02) 

1.25 (0.87, 1.82) 

0.061 

0.23 

Medicaid Full Benefit Coverage (months duration) 1.02 (1.01, 1.03) 0.0039 
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Figure 1 
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