HealthCare

GILL HEART & VASCULAR
INSTITUTE

Cardiovascular Disease in Appalachia:
Disparities & Role of Psychological Health

David Aguilar, MD

Professor of Medicine

Cardiovascular Medicine

University of Kentucky College of Medicine
April 28, 2022

Healthcare in Appalachia: Practical Approaches to
Addressing the Unique Needs of our Region




Faculty Disclosure

* No relevant disclosures

ﬁi}% HealthCare
GILL HEART & VASCULAR

INSTITUTE



Educational Need/Practice Gap

Gap = The burden of cardiovascular disease is high in the
Appalachia Region, and the role of psychological health in
contributing to this burden may be underrecognized.

Need = There is a need to understand the contribution of
psychosocial determinants to cardiovascular health.
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Objectives

Upon completion of this educational

activity, you will be able to:

» Describe epidemiologic trends in
cardiovascular disease and risk
factors in Appalachia

 Review as_sociation of
psychosocial factors and
cardiovascular disease

» Understand the potential impact
that COVID may have to worsen
cardiovascular disease
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Expected Outcome

* The expected outcome is that health care providers and public
health leaders will implement change, that includes addressing
psychosocial needs, to promote cardiovascular health in
Appalachia
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Personal Disclaimers

* I'm relatively new to
Kentucky

* My direct work In
Appalachia has
been limited.
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Starr County, Texas

* One of poorest counties in
Texas

» Approximately 30% live
below the poverty line

 Very high rates of diabetes
& obesity (50%)

* Very strong sense of
community, family ties &
Kinship, self-reliance

Diabetes Deaths/1000
Total Deaths

mm 40+
30-39
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» Burden of heart disease & CV risk factors in Appalachia

* Influence of psychosocial and social determinants on CV
disease

 Potential impact of COVID on CV risk factors & CVD
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The Burden of Cardiovascular Disease

» Cardiovascular disease (CVD) is the leading cause of death for men,
women, and people of most racial and ethnic groups in the US

« Among CVD, coronary heart disease (41.3%) was leading cause of
CV death, followed by stroke (17.2%), high blood pressure (11.7%),
heart failure (9.9%)

» Between 2017-2018, direct & indirect costs of total CVD were $378
billion

» CVD accounts for 12% of total US health expenditures
» ~35% of the life changing adverse CV events occur in adults aged

35-64 years
ﬁmertico.n
r
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CVD Mortality Trends for US Males & Females
(1980 to 2019): Losing Ground

1980 1985 1990 1995 2000 2005 2010 2015 2020

-=—hales -=Females
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Remarkable Variation of CVD Across the US

Maojor Cordiovascular Disease Age-Adjusted Death Rotes by State

Death Raotos Per
100,000 Populetion
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Remarkable Variation in CVD Across the Country

Heart Disease Death Rates, 2014-2016
Adults, Ages 35 +, by County

Age-Adjusted

Average Annual

Rates per 100,000
103.4 -284.2
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Remarkable Variation in CVD Across the Country

Heart Disease Death Rates, 2014-2016
Adults, Ages 35 +, by County

Age-Adjusted

Average Annual

Rates per 100,000
1034 -2842

2843-3249

I 3250-3659
I 3660-4265
I 4265 - 11705

| Insufficient Data

Rates are spatially smoothed to enhance
the stability of rates in counties with small
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CVD in Appalachia

Subregions in Appalachia

NEW YORK

» CVD Mortality is 17% higher than the
ional A _— AT
national average A mm gy

I I TS T
» Central Appalachian nearly 50% higher ='=%§'ggz%¢,a M
than national rate. South Central ﬁﬁ%{,’gz_"a
Appalachia has lowest rate among s 1‘-
Ao n#,,'% />

subregions (still 10% higher than national
average).

* CVD mortality in rural counties is 27%
higher than large metro counties

» Heart disease mortality rate for
economically distressed counties 29%
higher than non-distressed counties

Subregions
I:l Northern
] North Central
I:l Central
I:l South Central
[ Southern

H alth ar Cirr;missmn lap Created: November 2021
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Heart Disease Mortality Rates by Geography &

Economic Status

- Subregicns Economic Status
St L in Appalachia in Appalachia
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Cardiovascular Risk Factors/Health Behaviors
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Figure. AHA's My Life Check-Life's Simple 7.

Seven approaches to staying heart healthy: be active, keep a healthy
weight, leam about cholesterol, do not smoke or use smokeless
tobacco, eat a heart-healthy diet, keep blood pressure healthy, and
leamn about blood sugar and diabetes.! AHA indicates American Heart
Association; HDOL, high-density lipoprotein cholesterol; and LDL, low-
density lipoprotein cholesterol

Tsao CW, Circulation.
2022;145:e153—-e639



Prevalence of Diabetes among US Adults

Age-adjusted Prevalence-
(%)
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Prevalence

of Obesity among US Adults
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Chart 6-8. Trends in age-adjusted obesity prevalence among
US adults =20 years of age, 1999 to 2000 through 2017 to
2018.

Age-Adjusted Obesity Prevalence, 2019

Trends in Age-adjusted obesity prevalence in
US adults (1999-2018)
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Current Smoking Status Among Adults (18+)

AD paIaCh ia Reg ion Current Smoker Status Among Adults Ages 18+, 2018

* Nearly 20% of adults in the z
Appalachian Region report |
being cigarette smokers e g

» Central Appalachia ~ 25%

Virginia Beach

« Urban-rural divide: 22.5% <n
vs 17.3% i o

@ Large
Value
[linsufficient Data (54)
acksonvill [6.9-16.9 (549)
[i7.0- 188 (519)

« Economically distressed Bco 200 0

T W21.0- 234 (617)

247% VS 194% 235 - 457 (618)

This map was created using the Interactive Atlas of Hear Disease and Stroke,

I I lthc awebsite developed by the Centers for Disease Control and Prevention,
ea are Division for Heart Disease and Stroke Prevention
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Physical Inactivity

Ap pa I ac h ia Req io n Leisure-Time Physical Inactivity, Age Adjusted Percentage, 20+, 2017

* Over 28% of people report
being physically inactive
(compared with 23% in US)

* Physical inactivity in subregions
range from 26% percent in
Northern Appalachia to 33.8%
in Central Appalachia

t‘,; [ la.8-20.4(829)
\| 120 5- 23 5 (642)
237 - 26.5(632)
25 5- 302 (61)
0.4 - 49.3 (528)

 Urban-rural divide: 31.8% vs
25.2%

This map was created using the Interactive Atlas of Heart Disease and Stroke,
a website developed by the Centers for Disease Control and Prevention,
Division for Heart Disease and Stroke Prevention

He althc are http:ffwww.cdc.govidhdsp/maps/ atlas
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Marked Disparities Exist in CVD and Risk Factors

in Appalachia

« CVD event rates are higher

* Risk factors (tobacco, physical inactivity, obesity, DM, BP) are
Increased in Appalachia

« Many people have more than 1 risk factor

 Those with established CVD are at increased risk of adverse
outcomes

* Disparities that exist among the Appalachia Region
(geographic, urban-rural divide, and economically distressed)
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Rural-Urban Disparities in Outcomes of Mi, Heart

Failure, and Stroke in the US

>2 million Medicare beneficiaries (4488 hospitals, 53% urban) hospitalized
for AMI, HF, Stroke between 2016-2018
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Rural-Urban Disparities in Treatments for Ml and

Stroke
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Rural Urban Disparities Increasing over Time

Figure. Mortality Trends in the US From 1999 to 2019
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HealthCare Cross SH. JAMA. 2021;325(22):2312-2314. doi:10.1001/jama.2021.5334
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Social
Determinants
of Health

Powell-Wiley T.M. et al.
Circulation Research.
2022:130:782—-799

| Structural Determinants of Health Equity

i

Intermediary Determinants of Health Equity

Structural Racism &
Structural
Discrimination

Sociopolitical &
Economic Context

Access & Quality
» Education
* Healthcare

Social & Community Context

+ Food Environment

+ Social Environment

+ Social Cohesion

* Material Circumnstances
+ Psychosocial Factors

Lived Personal Experience

+ Implicit Bias

-~

Socioeconomic Status
* Qccupation &
workplace conditions
* Income

4

Neighborhood

Environment

+ Built Environment

* Socioeconomic
Environment

Social Risk

+ Food Insecurity

* Housing Instability

* Financial Strain

« Limited Transportation

h 4

+ Everyday Discrimination
° racism
= sexism
> homophaobia

+ Neighborhood

Environment Perception

F

Social Position

h A

+ Health Literacy
+ Social Needs
+ Stigma

Y.
| Impact on CVD Outcomes and Health Equity |

| Psychosocial & Environmental Stressors |

+

Biological & Psychological Sequelae

Figure 1. A critical framework of social determinants of health.




Social Vulnerability Index Correlates with CVD Mortality

A Overall social vulnerability index B Premature cardiovascular disease mortality

sc [
=10 2nd a0
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o

Figure 1. Social vulnerability index and premature cardiovascular disease mortality in the US, 2004-2018.
A, Counties by social vulnerability index quartiles, and (B) by age-adjusted cardiovascular disease mortality rates per 100000 among adults <65
years of age, by social vulnerability index quartiles. Q indicates quartile.

SVI included socioeconomic status, household composition and disability, minority
status and language, and housing typing and transportation
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The Association of Social Vulnerability Index &

CVD is Greater in Rural Counties

Age-Adjusted CV Mortality Rates /100,000

90
80
70
60
50
40
30
20
10

Age-Adjusted CVD Mortality Rates Per 100,000 Among Adults <65

Quartile 1
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Mind-Heart Body Connection: Psychological Health

& Cardiovascular Disease

 Data show clear associations between CVD and risk

* Increasing evidence that psychological health may be causally
linked to biological processes and behaviors that contribute to
and cause CVD

* Preponderance of data suggest that interventions to improve
psychological health can have a beneficial impact on CV health

 Consideration of psychologic health (screening) is
recommended in the evaluation and management of patients
with or at risk for CVD.
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Chronic Stress and Social Stressors

 Stressful life events, chronic daily stressors, and high levels of
perceived stress have all been shown to affect CV health

 Stress can result from numerous sources such as work
challenges, poor-quality or insufficient relationships, loneliness
or isolation, financial hardship, and discrimination

* Acute events (PTSD) and cumulative exposure to stress are
linked to CV risk factors (hypertension, obesity) and CVD

ii% HealthCare Levine GN, et al. Circulation 2021: 143 €763
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Acute Stress & Sudden Cardiac Death
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Cardiovascular Events during World Cup Soccer in

German

i L
l=al

— 2006

* FIFA World Cup 2006 in 60
Germany Started June 9
and ended July 9, 2006

« Spikes (numbers on
figure) represent German
World Cup matches 30-

* Incidence of CV events
was 2.6 times higher 7 M
during German games . U&N

50 2

40

Cardiovascular Events (no./day)
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Daily CV Events from May 1-July 31 in 2003, 2005, and 2006

Ei.% HealthCare
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Chronic Psychosocial Stress associated with CHD:

Interheart

« Study of 11,119 MI cases and 13,648 non-MI controls from 52
countries

« PAR=% attributable to risk factor if causal

« Combined adjusted PAR of psychosocial stressors-33%
 Permanent work stress: OR=2.1, PAR 9%
 Permanent stress at home: OR=2.1, PAR 8%
« Permanent general stress: OR=2.1, PAR 12%
* Financial stress= OR 1.3, PAR 11%
» Stressful life effects= OR 1.48; PAR 10%
« Depressed mood: OR 1.55, PAR 9%

Ti.% HealthCare
i b Rosengren A, et al. Lancet 2004;



Depression & Cardiovascular Disease

» Multiple studies have demonstrated a link between CVD and
depressive symptoms/depression

» Depression has strong associations with both CV Risk factors and
incident CVD

» Studies suggest a dose-response relationship (the more severe
depression, the greater the risk of CVD)

* In patients with CVD, depression increases the risk of recurrent
events and mortality

 AHA recommends that depression be considered a risk factor for
recurrent cardiovascular events in patients with acute coronary
syndromes (heart attack)

ii% HealthCare Levine GN, et al. Circulation 2021: 143 €763
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Effect Estimates for Depression and CV Risk
Factors and CVD

End Point/Parameter Effect Estimates (95%
Cl)

Incident MI RR 1.30 (1.22-1.40)

Incident CHD RR 1.30 (1.88-1.44)

Stroke RR 1.45 (1.31-1.61)

Obesity RR 1.37 (1.17-1.48)

Hypertension RR 1.42 (1.17-1.48)

Diabetes RR 1.32 (1.18-1.47)
W HealthCare

INSTITUTE Levine GN, et al. Circulation 2021; 143,e763



Hazard Ratio per 1-SD Higher Depressive

Symptoms

Figure 4. Adjusted Hazard Ratios for Coronary Heart Disease, Stroke, and Cardiovascular Disease per 1-SD Higher Depressive Symptoms
in Comparison With Established Cardiovascular Disease Risk Factors

E Emerging Risk Factors Collaboration results (CES-D)
Events per 10000

person-years
No. of No. of No.of  No. of First Second
Risk factor studies  participants events  person-years quintile quintile HR (95% CI)
CHD
Systolic blood pressure 18 158234 4820 1586396 13.9 28.0 1.29(1.24-1.33)
Non-HDL cholesterol 13 64115 1629 563022 15.9 28.3 1.24(1.19-1.29)
Body mass index 15 151388 4434 1510055 225 37.0 1.20(1.14-1.26)
Depression score 21 162036 5078 1629450 29.0 36.3 1.07(1.03-1.11)
Stroke
Systolic blood pressure 16 150487 3666 1558980 10.4 28.0 1.34(1.29-1.39)
Non-HDL cholesterol 11 56618 1099 537929 15.5 15.7 1.03(0.95-1.12)
Body mass index 13 143674 3386 1482630 21.2 243 1.11(1.02-1.20)
Depression score 19 154099 3922 1600603 24.7 28.0 1.05(1.01-1.10)
CcvD
Systolic blood pressure 18 158234 8496 1586396 24.2 55.6 1.31(1.28-1.34)
Non-HDL cholesterol 13 64115 2737 563922 31.2 44.8 1.18(1.14-1.22)
Body mass index 15 151388 7830 1510055 435 61.0 1.17(1.11-1.24)
Depression score 21 162036 9010 1629450 535 62.8 1.06 (1.04-1.08)
0.9 1 11 1.2 13 14 15
Adjusted HR (95% CI)
per 1-50 higher risk factor
HealthCare
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Depression in Patients following Acute Mi

 The risk of depression increased following M| (may be up to
three times greater)

 Estimated prevalence of depression following Ml ranges from
20-30%
» ~40-70% o these remain depressed ~ 1 year after discharge

« Depression associated with increased risk following acute
myocardial infarction including increased all-cause mortality
(OR 2.3), cardiac mortality (OR 2.7), and cardiac arrest or
recurrent Ml (OR 1.6)

« Depression associated with reduced quality of life and
increased healthcare costs following ACS

Ti% HealthCare  Lichtman JH, et al. Circulation 2014; 129(12):1350; Meijer A, et al. Gen Hosp Psychiatry 2011;
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AHA Elevated Depression to ”Risk Factor” for Adverse
Outcomes in Patients with Acute Coronary Syndrome

AHA Scientific Statement

Depression as a Risk Factor for Poor Prognosis
Among Patients With Acute Coronary Syndrome:
Systematic Review and Recommendations
A Scientific Statement From the American Heart Association

Judith H. Lichtman, PhD, MPH, Co-Chair; Erika S. Froelicher, RN, MA, MPH, PhD, FAHA, Co-Chair;
James A. Blumenthal, PhD, ABPP; Robert M. Carney, PhD: Lynn V. Doering, RN, DNSc, FAHA;
Nancy Frasure-Smith, PhD; Kenneth E. Freedland, PhD; Allan S. Jaffe, MD;

Erica C. Leifheit-Limson, PhD; David S. Sheps, MDD, MSPH, FAHA; Viola Vaccarino, MD, PhD, FAHA;
Lawson Wulsin, MD; on behalf of the American Heart Association Statistics Committee of the Council
on Epidemiology and Prevention and the Council on Cardiovascular and Stroke Nursing

Conclusions—Despite the heterogeneity of published studies included in this review, the preponderance of evidence
supports the recommendation that the American Heart Association should elevate depression to the status of a risk factor
for adverse medical outcomes in patients with acute coronary syndrome.

He althC are {(Circulation. 2014:129:1350-1369.)

ﬁ\:;ﬁ;m:‘r & VASCULAR © 2014 American Heart Association, Inc.



Pathways linking Psychological Health & CVD

* Direct biological alterations (inflammation, endothelial
dysfunction, platelet activation, autonomic dysregulation)

* Indirect effects on behaviors that influence cardiovascular
health (smoking, obesity, diabetes control, sedentary lifestyle,
non-adherence to preventive measures, treatment delays)

* Promoting or impairing psychosocial resources that protect
health or buffer detrimental effects of stressful experience
(social support)
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Physiologic Responses and Pathophysiological

Effects of Stress & CVD

Stress responses
1
f
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Biologic Mediators between Stress, lower

socioeconomic status, & CVD

A Median Income vs. Median Income vs.
Amygdalar Activity Arterial Inflammation
e Tested whether stress-associated o5 B195%CIl:-018[-026,-006],p = 0002 . B [95% CI]: -0.11 [-0.17, -0.02], p = 0.012
neurobiological pathways involving g o g
up-regulated inflammation in part 5 55 -
mediates the link between SES and § »
. 5 00 z 0
risk of CVD events % o 3
2 02 £
. [ g 1 2 3 4 < 1 2 4
° 509 patlents underwent Cllnlca”y Q(:ll.lartilesf:u:lfLcn:a!.l\chaf:llianlr\u:om:1 QQuanilesSfLocalMegisanlncum:l
pcatd wroe bod °F c -
' Amygdalar Activity Arterial Inflammation
ﬂUOdeeOXygwcose pOSItron B [95% CI]: 015 [0.01,0.21], p = 0.034 B [95% CI}: 0.05 [-0.05, 0141, p = 0.308
emission tomography/computed 02

0.1

tomography imaging

A 0.0 01

Amygdalar Activity (z-score)
s
Arterial Inflammation (z-score)

0.0
-0.2
-0.3 -01
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Mental Stress ischemia Associated with Adverse

Outcomes in Patients with CAD

0.4 ) . .
Mental and conventional stress ischemia,

HR, 3.8 (95% Cl, 2.6-5.6)

=
bt
1

Mental stress ischemia,
HR, 2.0(95%Cl, 1.1-3.7)

Conventional stress ischemia,
HR, 1.4 (95%Cl,0.9-2.1)

No ischemia (reference)

Cumulative incidence of cardiovascular
death or nonfatal MI
[=]
i

0.1
U =i T T T T T 1
1 2 3 4 5 6
Year
No. at risk
Ischemia
Mental and conventional stress 96 95 91 88 79 67 56
Mental stress 49 48 47 45 41 30 19
Conventional stress 185 184 180 172 158 137 102
No stress 569 564 549 518 469 396 280
HealthCare
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Lower SES associated with increased CV risk and

appears to be mediated by biologic stress pathways

* The lowest SES quartile R —
experienced a nearly 4-fold | E. H B
higher CV risk than highest =
quartile (HR 3.91, 95% Cl ;gﬂz
1.30-11.77) == g

- Mediation analysis : L a
demonstrated that the path ™™ e
of: | neighborhood income to 2 P=0.009,Q1v5 Q4
T amygdalar activity to 1 GT, I
bone marrow activity to 1 AL A B
arterial inflammation to 1 Number at Risk S
MACE was significant A

02 = 128 121 108 84 57 33
@i}% Eﬁi‘,\lﬁb\g‘sﬂﬁ Ql = 127 18 109 91 70 37
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Association of Depression and Adherence to

Aspirin After Acute Coronary Syndrome

Percent Non-Adherent Patients

HealthCare
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357
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157

107

Non-depressed Mildly Moderately to
depressed severely
depressed

Non-adherent: aspirin <80% of days

Rieckmann N, et al. J Am Coll Cardol 2006; 48:2218



Interventions for Psychiatric Disorders or

Symptoms

» Consider screening
« Screening for depression following ACS recommended by several guidelines

 Services need to be in place to ensure follow-up for diagnosis and
treatment.

* Treatment options
« Psychotherapy (cognitive behavioral therapy) and/or antidepressants

» Placebo controlled trials of medical therapy for depression demonstrate safety
(predominantly SSRIs such as escitalopram or sertraline) and improve
depressive symptoms. Avoid citalopram (QT prolongation) and tricyclics

 Collaborative care management
« Cardiac rehab
« Exercise

Ti.% HealthCare
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Screening Tools

Short Patient Health Questionnaire (PHQ-2)

Name: Date:

Over the past 2 Not at all Several More Nearly
weeks, how often days than half every
have you been the days day

bothered by any of
the following
problems?

Little interest or 0 1 2 3
pleasure in doing
things?

Feeling down, 0 1 2 3
depressed, or
hopeless?

Total + + +
point
score:

Total score of 23 warrants further assessment for depression

HealthCare
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Sample Statements to Address Psychological

Health in Clinical Encounters

« Sample statements to address depression: “It seems like feeling
down or even a little hopeless might be affecting the way you
are taking care of yourself. Let’'s think about how we can tackle
this problem together.”

« Sample statements to address anxiety: “It seems like your level
of anxiety and worry is really wearing on you, and that can
really affect your health and the way you take care of yourself.
Let’s think about how we can tackle this problem together.”

Health
Y Healthcare Levine GN., et al. Circulation 2021: 1436763
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Effect of Escitalopram Treatment for Depression on

Long-term Cardiac Outcomes in Patients After ACS

704
- Randomized study 2 0. Pl
enrolled 300 patients with ¥
recent ACS and % o
depreSSion g a Escitalopram
+ 6 months treatment g 30/
* Escitalopram associated B o
with a 31% reduced risk E =
Of MACE ) . : Hazard ratio, 0.69; 95% Cl, 0.49-0.96; P=.03
* Not all studies consistent T A R A A .
Follow-up, y
No. at risk
Placebo 151 131 122 109 95 85 71 60 48 34 23 12 11

Escitalopram 149 134 123 117 112 106 87 68 54 40 29 16 15
%HealthCare
GILL HEART & VASCULAR
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COVID-19 and CVD: Potential Future CV Risk

* Direct effects of COVID-19 infection on CVD risk factors and
CVD
 Indirect effects of COVID-19 on CV

* Increases or worsened control in CV risk factors (physical
activity, diabetes, obesity, worsening diet, blood pressure)

» Delayed healthcare
* Role of social determinants and mental health
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Racial/Ethnic Disparities in Heart Disease Deaths

During the COVID-19 Pandemic in the US

A Relative Change in Heart Disease Death Rates, 2020 vs. 2019
60

50

40 _/’l

Relative Change in Monthly Death Rates (%)

-10 ) i ) ) ) ) ) i o
March April May June July Augus

Month
HealthCare PLOT  e—e—e Hispanic A—&—& Asian =-8-® Black +—+—+ White

Wadhera R.K. et al. Circulation. 2021;143:2346—-2354
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Obesity Rates by Neighborhood Median Household

Income in Children (Age 2-17

M $11497 to $56289
@ $56300 to $81389
A $81477 to $108670

* The Children’s - $108672 to $250001

Hospital of
Philadelphia Care

30% 1
« 300,000 patients : '/.,H.
L . .
] 20%-H_rhfl-_..-r"+"l—H~l\-_'/l

* Pandemic W—:
worsened ethnic, 10% | A—A—A—a I*__‘_rﬁ“ﬂ_i_ : __‘_fk,;_:’.ﬁ

insurance G e e e, o N SR AR e )
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Relationship between COVID-19 Pandemic & Blood

Pressure
C D
31 Women 317 Men
=) =)
T T
£ 21 = 2
o o
a) a)
) )
£ £
S 11 S 1-
{ ol C
® ]
< <
(@) (@)
0 0
18-29 yrs 30-49 yrs  50-64 yrs 65-88 yrs 18-29 yrs 30-49 yrs 50-64 yrs 65-88 yrs
n= (21,175) (127,502) (94,625) (5,294) n= (17,538) (110,966) (80,844) (6,641)
Mean change in SBP between:
B 2019 vs 2018 Jan-Mar 2020 vs 2019 B Apr-Dec 2020 vs 2019

HealthCare Laffin LJ, et al. Circulation 2022; 145
L. https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.121.057075



Starr County Health Studies

Field Studies Education Interventions

P

Molecule

b i

W Healthcare  Sample Collection -Omics Efforts
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Food Insecurity During COVID

m Often Sometimes Never

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0o, R

Worry that food will run out How often did the food run out without
mony to get more

Hﬁiﬁlﬂ;ﬁ%}:ﬁ Approximately 44-46% of participants had food insecurity
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Food Insecurity & Associations Between
Depression/Stress and Food Insecurit

_ PHQ9 > 10 (n=41, 6.8%) Increased Stress (n=230, 38.4%)
| Sometimes | _ Often | Sometimes | _ Often

Worry that food OR 1.17, p=0.7 OR=5.9, p<0.001 OR 2.1, p<0.001 OR 5.9, p=0.002
will run out

Food did not last OR 1.1, p=0.4 OR 5.3, p<0.001 OR 5.9, p<0.001 OR 5.8, p<0.001
without money to

buy more

OR=0dds Ratio

HealthCare
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FarSide ©

April

\/\/6’6’ hesda /

The class abruptly stopped practicing. Here was
a chance to not only employ their skills,
but also to save the entire town.



* The burden of cardiovascular (CV) risk and disease in the
Appalachia Region is high and contributes substantially to premature
death

» Social determinants play a key role in health & disease

» Poor psychological health (stress, depression) is associated with
incident CV and worse outcomes in individuals with CVD

* The mechanisms are likely multifactorial including direct biological
and behavioral

« COVID-19 pandemic have the potential to worsen these issues

« Healthcare and community interventions are needed to reduce this
burden

TTTTTTTTT
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Back-up slides
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What can we do?

 Collaborations within the community

* Involve communities to identify solutions (business owners, community
members, church leaders, healthcare providers)

« School districts/churches/food pantries
« Community advisory boards
» Develop local champions

* Increase access to healthy choices
* Locally grown food

* Interventions promoting self care

 Giving patients the tools to engage in self-care and that individualized
approaches are more effective

E’{Z HealthCare
GILL HEART & VASCULAR
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» Address Barriers
* Poverty
» Access to health care
 Improving health literacy

« Address lack of easy access to healthy, affordable foods, and safe
places to exercise

 Focus on whole health and not individual CV risk factors



Participation Rate for Cardiac Rehab Among

Eligible Medicare Participants
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This map was created using the Interactive Atlas of Heart Disease and Stroke,
awebsite developed by the Centers for Disease Contral and Prevention,
He althc are Division for Heart Disease and Stroke Prevention.
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“THERE COMES A
POINT WHERE
WE NEED TO
STOP JUST
PULLING PEOPLE

_OUT OF THE
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e relationship : Ing &

Factors that Influence Individuals with or at risk for CV

* https://www.heart.org/-/media/files/about-us/policy-
research/policy-positions/social-determinants-of-health/rural-
health-policy-quidance.pdf
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Role of the recession on Cardiovascular Health

 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7048007/

Socioeconomic Status
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Chart 3-2. Age-adjusted prevalence (percent) of current

cigarette smoking for US adults by state (BRFSS, 2019).
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Chart 4-6. Age-adjusted prevalence of meeting the aerobic
L@j}?@ HealthCare PA guidelines among US adults >18 years of age, by state,
2019.
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Participation Rate for Cardiac Rehab Among

Eligible Medicare Participants

“Winnipeg

Cities
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This map was created using the Interactive Atlas of Heart Disease and Stroke,

awebsite developed by the Centers for Disease Control and Prevention,
He althc are Division for Heart Disease and Stroke Prevention.
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What can be done

« Screen patients for high blood pressure and make blood
pressure control a quality improvement goal

* Encourage physical activity and healthy eating to reduce
obesity

* Promote smoking cessation
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