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Abstract

IMPORTANCE Evidence-based guidelines recommend thiazide diuretics as a first-line therapy for
uncomplicated hypertension; however, thiazides are underused, and hypertension remains
inadequately managed.

OBJECTIVE To test the efficacy of a patient activation intervention with financial incentives to
promote thiazide prescribing.

DESIGN, SETTING, AND PARTICIPANTS The Veterans Affairs Project to Implement Diuretics, a
randomized clinical trial, was conducted at 13 Veterans Affairs primary care clinics from August 1,
2006, to July 31, 2008, with 12 months of follow-up. A total of 61 019 patients were screened to
identify 2853 eligible patients who were not taking a thiazide and not at their blood pressure (BP)
goal; 598 consented to participate. Statistical analysis was conducted from December 1, 2017, to
September 12, 2018.

INTERVENTIONS Patients were randomized to a control group (n = 196) or 1 of 3 intervention
groups designed to activate patients to talk with their primary care clinicians about thiazides and
hypertension: group A (n = 143) received an activation letter, group B (n = 128) received a letter plus
a financial incentive, and group C (n = 131) received a letter, financial incentive, and a telephone call
encouraging patients to speak with their primary care clinicians.

MAIN OUTCOMES AND MEASURES Primary outcomes were thiazide prescribing and BP control. A
secondary process measure was discussion between patient and primary care clinician about
thiazides.

RESULTS Among 598 participants (588 men and 10 women), the mean (SD) age for the combined
intervention groups (n = 402) was 62.9 (8.8) years, and the mean baseline BP was 148.1/83.8 mm
Hg; the mean (SD) age for the control group (n = 196) was 64.1 (9.2) years, and the mean baseline BP
was 151.0/83.4 mm Hg. At index visits, the unadjusted rate of thiazide prescribing was 9.7% for the
control group (19 of 196) and 24.5% (35 of 143) for group A, 25.8% (33 of 128) for group B, and 32.8%
(43 of 131) for group C (P < .001). Adjusted analyses demonstrated an intervention effect on thiazide
prescribing at the index visit and 6-month visit, which diminished at the 12-month visit. For BP
control, there was a significant intervention effect at the 12-month follow-up for group C (adjusted
odds ratio, 1.73; 95% CI, 1.06-2.83; P = .04). Intervention groups exhibited improved thiazide
discussion rates in a dose-response fashion: group A, 44.1% (63 of 143); group B, 56.3% (72 of 128);
and group C, 68.7% (90 of 131) (P = .004).
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Abstract (continued)

CONCLUSIONS AND RELEVANCE This patient activation intervention about thiazides for
hypertension resulted in two-thirds of patients having discussions and nearly one-third initiating a
prescription of thiazide. Adding a financial incentive and telephone call to the letter resulted in
incremental improvements in both outcomes. By 12 months, improved BP control was also evident.
This low-cost, low-intensity intervention resulted in high rates of discussions between patients and
clinicians and subsequent thiazide treatment and may be used to promote evidence-based
guidelines and overcome clinical inertia.

TRIAL REGISTRATION ClinicalTrials.gov Identifier: NCT00265538
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Introduction

Hypertension is the most common treatable cardiovascular risk factor in the United States, affecting
almost 1 in 3 individuals.1 Despite improvements in the detection and management of hypertension,
its prevalence persists, and the percentage of patients whose hypertension is controlled remains
unacceptably low.2-10 National estimates suggest that at least half of patients with hypertension have
uncontrolled blood pressure (BP); studies by the Department of Veterans Affairs have shown
similarly poor control of BP.6,9-11 New guidelines published in 2017 suggest a goal BP of less than
130/80 mm Hg for most patients.12 If these lower target guidelines are adopted by health systems,
BP will be uncontrolled in far higher numbers of patients with hypertension.

In addition to suboptimal BP control, rates of guideline-concordant therapy also remain low
despite evidence-based guidelines from the Joint National Committee (JNC) on Prevention,
Detection, Evaluation, and Treatment of High Blood Pressure (formerly JNC 8, renamed the 2014
Guidelines).13,14 Based on these and other guidelines as well as the large clinical trial Anti-
Hypertensive and Lipid-Lowering Therapy to Prevent Heart Attack Trial (ALLHAT),15 thiazide
diuretics are recommended as a first-line therapy for uncomplicated hypertension and frequently
should be added to treatment regimens to improve BP control. At the time of this study, the Seventh
Report of the JNC on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure16

comprised the prevailing guidelines and advocated thiazide diuretics as first-line therapy for
uncomplicated hypertension, whereas the 2014 Guidelines recommend selection of treatment from
among 4 classes, including thiazides.14

Numerous strategies have been studied and promoted to improve treatment of hypertension,
including primary care clinician–based interventions, such as academic detailing and promotion of
guideline adherence, as well as patient self-management; web-based interventions that use secure
communication between patients and clinicians; and systems-based interventions, such as
computerized reminders or institution of interdisciplinary care teams.17-22 Meta-analyses of quality
improvement strategies to improve care have found that targeting patients or adding a health care
team member, such as a nurse or pharmacist, resulted in the largest reductions in BP.23-26 However,
many interventions studied have had disappointing results or may be impractical for implementation
in everyday clinical practice.18,19,21,23 Interventions providing general educational information on
hypertension have generally proven to be inadequate.27,28

Achieving more aggressive BP goals will require complex and innovative interventions. One
promising facet of the quality gap paradigm is the role of the patient to promote evidence-based
health care. Direct-to-consumer marketing has been used by the pharmaceutical industry to
motivate discussions between patients and physicians to affect prescribing.29-31 Fundamentally,
direct-to-consumer marketing seeks to increase patient activation—a term referring to the process of
imparting knowledge, skills, and confidence such that patients become more active and informed
participants in the delivery of health care.32 Although patient activation is not new, few patient
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activation interventions have been developed,33 which has been highlighted as health care entities
seek to increase quality while decreasing costs.34 Patient activation interventions have shown
promise on both outcomes and cost,33,35 and the field of behavioral economics is increasingly being
used to “nudge” care improvements.36

The goal of this study was to test the efficacy of a low-cost, low-intensity patient activation
intervention to increase use of thiazide diuretics and improve the quality of hypertension
management. Our strategy included a 3-tiered intervention including customized patient education
and the addition of financial incentives and health educator telephone calls designed to encourage
patient engagement at the clinic encounter. It was hypothesized that thiazide use would be higher
within each intervention arm and hypertension control would improve at 6 and 12 months compared
with usual care.

Methods

Participants
Study participants were sampled from all patients who received primary care at 13 Veterans Affairs
outpatient clinics affiliated with the Iowa City and Minneapolis Veterans Affairs Medical Centers
(N = 61 019). Eligible participants included patients with hypertension who were not taking a thiazide
and were not at an appropriate BP goal at the 2 most recent clinic visits (systolic BP �140 mm Hg
[130 mm Hg for those with diabetes or renal insufficiency] or diastolic BP �90 mm Hg [80 mm Hg
for those with diabetes or renal insufficiency]) (see Box for additional criteria). Automated protocols
were applied to the electronic medical record to identify eligible participants. The Veterans Affairs
Project to Implement Diuretics (VAPID) Study was approved by the institutional review boards at the
Iowa City and Minneapolis Veterans Affairs Medical Centers. Patients provided written informed
consent. Race/ethnicity was determined based on patient self-report and recorded in the electronic
medical record. This study followed the Consolidated Standards of Reporting Trials (CONSORT) reporting
guidelines.

Box. Inclusion and Exclusion Criteria

Inclusions for EMR Screening (All Patients
With a Scheduled Primary Care Appointment
in the Following 3 Months)
• Hypertension diagnosis (ICD-9 codes

401.XX-405.XX)
• Age <80 years
• �2 Veterans Affairs clinic visits in past 12 months

Exclusions From EMR Screening (in Prior 12
Months)
Active Medications
• Thiazide diuretics (ie, hydrochlorothiazide,

chlorthalidone, chlorthiazide, indapamide, or
metolazone), loop diuretic (ie, furosemide,
torsemide, or budesonide), lithium, and allopurinol

Diagnoses
• Gout (ICD-9 codes 274.00-274.99)

Laboratory Values
• Hypokalemia (serum potassium, <3.5 mEq/L)
• No serum creatinine or calculated estimated

glomerular filtration rate <30 mL/min

Other
• Resident of a long-term care facility
• No telephone
• Thiazide or sulfa allergy or prior adverse drug event

Blood Pressure (Either Diastolic or Systolic)
• Type 1 or type 2 diabetes and blood pressure

<130/80 mm Hg on 2 most recent visits
• Renal insufficiency (creatinine clearance, 30-59

mL/min) and blood pressure <130/80 mm Hg on 2
most recent visits

• No diabetes and blood pressure <140/90 mm Hg

Exclusions From EMR Screening
• Congestive heart failure with ejection fraction

<35%
• Life expectancy <6 months

Exclusions After Patient Agrees to Participate
(Telephone Interview)
• Cognitive impairment (>2 errors on Short Portable

Mental Status Questionnaire)

Abbreviations: EMR, electronic medical record; ICD-9, International Classification of Diseases, Ninth Revision.

SI conversion factor: To convert potassium to millimoles per liter, multiply by 1.0.
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Procedure
The study protocol is available in Supplement 1. Participants were recruited from August 1, 2006, to
July 31, 2008, following a staged protocol that randomized primary care clinicians (ie, physicians,
physician assistants, and nurse practitioners) to intervention and control groups and then selected
eligible patients within these groups. Intervention and control group assignments were then made
from sequentially numbered, sealed envelopes prepared in blocks of 20. On primary care clinician
randomization, patients with a primary care appointment within 30 days were identified and
screened using the electronic medical record. Eligible patients (n = 2853) were mailed a letter
describing the study objectives, enrollment process, and data collection. One week later, patients
were contacted by telephone to obtain informed consent and were administered a mental status
questionnaire to exclude patients with cognitive impairment.37 Patients who consented were
randomized (n = 598) to the control group or an intervention group. Enrollment ended when the
target number of participants was enrolled. Complete follow-up was obtained by 572 participants
(95.7%) at 6 months and 563 participants (94.1%) at 12 months (Figure).38 Sample sizes were
selected to provide sufficient (�80%) power to detect an 18% absolute difference in thiazide use
between the control group and a single treatment group and a 15% difference between any 2
intervention groups if the within-clinician correlation is as high as 0.10, a conservative estimate.

Patients randomized to the intervention were assigned to 1 of 3 intervention arms. Group A
received a customized letter providing a Framingham Heart Study cardiovascular risk
assessment39,40 mailed 1 to 3 weeks before their scheduled clinic appointment (hereafter referred to
as the index visit). The sample letter is included in eAppendix 1 in Supplement 2. Information was
customized for the patient’s treatment regimen, BP, and cardiovascular risk factors. The letter
included prior BP readings, identified the patient’s BP goal, quantified the relative cardiovascular risk
reduction that would occur with achieving the goal, and provided suggestions for reaching that goal,
namely, addition of a thiazide. The letter requested that patients initiate a discussion with their
primary care clinician about a thiazide and included a postcard for patients to have their clinicians
sign and mail back, documenting whether they discussed thiazides during the visit.

Group B received the same patient education letter as well as a financial incentive to initiate a
discussion with their primary care clinician. The incentive was a $20 payment that patients would be
mailed on receipt of their signed postcard. For patients with a prescription copayment (70.4% of
patients [421 of 598]), the letter also told them that their thiazide copayments for 6 months ($48)
would be reimbursed on receipt of the postcard and confirmation that a thiazide was prescribed.

Group C received the same letter and financial incentives as group B plus a telephone call by a
trained health educator 1 week before their clinic visit. The health educator discussed the mailed

Figure. CONSORT 2010 Flow Diagram

61 019 Patients assessed for eligibility

196 Allocated to control

14 Lost to follow-up (unable to contact) at 12-mo follow-up

182 Analyzed 381 Analyzed

21 Lost to follow-up (unable to contact) at 12-mo follow-up

402 Allocated to and received intervention

598 Randomized

60 421 Excluded
58 109 Did not pass EMR screening

57 Excluded from medical record review

1895 Declined participation

67 Other reasons (mental status screening)
293 Enrolled in separate study

EMR indicates electronic medical record; and mental
status screening indicates that the individual had more
than 2 errors on the Short Portable Mental Status
Questionnaire.
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information, the patient’s role in initiating a discussion with the primary care clinician about BP
medications, and potential strategies for initiating such conversations. A sample script is included in
eAppendix 2 in Supplement 2.

Outcomes
Thiazide Prescription
Initiation of a thiazide was determined by reviewing each patient’s progress note and medication list
after the index visit. During the 6-month and 12-month follow-up telephone calls, medication lists
were reviewed and thiazide use was confirmed. Previous research suggests that neither the
electronic medical record nor patient interview alone has adequate sensitivity or specificity for
determining medication use41; thus, both methods were used.

Blood Pressure
Baseline BP was determined from 2 clinic readings recorded in the electronic medical record at the
index visit after randomization. If the BP was repeated, the lowest value was recorded. For the
6-month and 12-month follow-up visits, the reading from the closest clinic visit to those dates was
recorded.

Patient-Initiated Discussion About Thiazides
Patient-initiated discussion about thiazides was a prespecified secondary end point. Two indices
were used to determine if patients initiated a discussion with their primary care clinician regarding
thiazide use. First, we examined the returned postcards. Because it was possible that patients had
the discussion but did not return a postcard, we also examined clinic progress notes. A research
assistant reviewed notes of patients who did not return a postcard and recorded whether there was
evidence of a patient-initiated discussion of thiazides. Examples include, “Patient asked if he needs
to start a low-dose water pill” and “He presents with a letter from the study group suggesting that a
diuretic be started.” These 2 indices were then combined to determine if a discussion about thiazides
occurred.

Statistical Analysis
Statistical analysis was conducted from December 1, 2017, to September 12, 2018. The intervention
and control groups were compared at baseline in terms of sociodemographic characteristics and
other clinical variables of importance (eg, baseline BP, smoking status, mental status, and diabetic
status) using analysis of variance, Kruskal-Wallis, or χ2 tests as appropriate. Variables showing a
(conservative) significant difference between groups at P < .10 were included as covariates in
adjusted analyses.

Because of the clustered nature of these data, statistical analyses must account for correlation
for the observed results to be valid given that traditional regression models assume independence of
observations.42 As such, analyses for the outcomes of thiazide prescription and attainment of goal
BP used hierarchical logistic regression using the generalized linear mixed model procedure in SPSS,
version 24.0 (SPSS Inc). Models incorporated random physician effects to account for within-
physician clustering; clinic sites were included as fixed effects. Analyses tested separately after the
index visit and 6- and 12-month follow-up visits if there was a significant difference between the log
odds of thiazide prescription and attainment of goal BP, respectively, for the control group vs the
mean of the 3 intervention groups. All P values were from 2-sided tests, and results were deemed
statistically significant at P < .05. Significant differences were followed by pairwise comparisons
(corrected using the Bonferroni method) to evaluate potential group differences between each level
of the intervention and control on rate of patient-initiated thiazide discussion.
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Results

Throughout recruitment, 61 019 potential participants were screened and 2853 eligible participants
(4.7%) were identified. Of these, 598 participants (588 men and 10 women) were randomized to
either intervention (n = 402; group A, 143; group B, 128; and group C, 131) or control (n = 196)
groups. The mean (SD) age for the combined intervention groups was 62.9 (8.8) years, and the mean
BP at baseline was 148.1/83.8 mm Hg (Table 1). The mean (SD) age for the control group was 64.1
(9.2) years, and the mean BP at baseline was 151.0/83.4 mm Hg. Only race/ethnicity varied
significantly between groups and was added as a covariate in all models; baseline BP was also
included in regression models determining attainment of goal BP. No differential attrition by group
was observed.

The first primary outcome of interest was rate of thiazide prescription. The unadjusted thiazide
prescription rate at the index visit was 9.7% for the control group (19 of 196) and 24.5% (35 of 143)
for group A, 25.8% (33 of 128) for group B, and 32.8% (43 of 131) for group C (P < .001). At 6 months,
the thiazide prescription rate increased to 16.7% (31 of 186) for the control group and 22.5% (31 of
138) for group A, 22.8% (28 of 123) for group B, and 29.6% (37 of 125) for group C (P = .04). At 12
months, thiazide prescription rates increased to 22.5% (41 of 182) for the control group, 25.7% (35 of
136) for group A, 27.0% (33 of 122) for group B, and 30.9% (38 of 123) for group C, but the differences
were no longer significant (P = .43) (Table 2). Adjusted odds ratios for the 3 intervention groups
relative to control are presented in Table 3 by time point, indicating that thiazide prescribing
increased in a dose-response fashion, like thiazide discussion, at the index visit. No significant
clustering owing to physicians or clinics was observed; that is, the intercluster correlation coefficient
values were zero. The largest effect was seen in group C, with an adjusted odds ratio of 4.85 (95%
CI, 2.60-9.05) compared with control. The effect size was reduced to 2.50 (95% CI, 1.42-4.41) at 6
months and 1.58 (95% CI, 0.93-2.67) at 12 months. Thiazide prescribing in the control group
increased 2.5-fold (9.7% [19 of 196] to 22.5% [41 of 182]) during 12 months (Table 2).

The second primary outcome was attainment of goal BP. For reference, this outcome was similar
across all groups at the index visit, with 20.3% of group A (29 of 143), 24.2% of group B (31 of 128),
and 25.2% of group C (33 of 131) and 23.0% of controls (45 of 196) at their goal BP (P = .73). Because
of the time gap between enrollment of those not at goal and the index visit, some patients previously
not at goal were at their goal BP at the index measurement. For the control group, mean BP was
151.0/83.4 mm Hg at enrollment, 140.8/81.0 mm Hg at the index visit, and reduced to 137.7/79.3 mm

Table 1. Baseline Characteristics

Characteristic
Combined Intervention Groups
(n = 402)

Control Group
(n = 196) P Value

Age, mean (SD), y 62.9 (8.8) 64.1 (9.2) .51

Male, No. (% ) 395 (98.3) 193 (98.5) .58

Educational level, No. (%)

Grade school 198 (49.3) 98 (50.0)

.61High school 178 (44.3) 85 (43.4)

Beyond high school 26 (6.5) 13 (6.6)

Race/ethnicity, No. (%)

White 260 (64.7) 137 (69.9)

.01Other or unknown 137 (34.1) 54 (27.6)

African American 5 (1.2) 5 (2.6)

Blood pressure, mean (SD), mm Hg

Systolic 148.1 (13.1) 151.0 (14.0) .48

Diastolic 83.8 (10.0) 83.4 (10.6) .42

Smoking status yes, No. (%) 107 (26.6) 57 (29.1) .38

Diabetic status yes, No. (%) 100 (24.9) 44 (22.4) .43

High adherence per Morisky Medication
Adherence Scale–4 score, No. (%)

159 (39.6) 79 (40.3) .95
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Hg at the 6-month follow-up and 138.0/79.0 mm Hg at the 12-month follow-up; the mean decrease
in systolic BP was 13.0 mm Hg. For the intervention groups, greater reductions in mean BP were seen
from enrollment (148.1/83.8 mm Hg) to the index visit (139.8/80.6 mm Hg), the 6-month follow-up
(135.6/79.4 mm Hg), and the 12-month follow-up (133.3/77.8 mm Hg); the mean decrease in systolic
BP was 14.8 mm Hg (eFigure in Supplement 2). Unadjusted rates of attainment of BP goals increased
for the control group and all 3 intervention groups, but differences between groups were not
significant (Table 2). Adjusted odds ratios for the 6-month and 12-month follow-ups are presented in
Table 3. Although there was no significant intervention effect at 6 months, there was a significant
effect at 12 months for group C (adjusted odds ratio, 1.73; 95% CI, 1.06-2.83; P = .04). No significant
clustering owing to physicians or clinics was observed; that is, the intercluster correlation coefficient
values were zero.

The prespecified secondary process measure of interest was the rate of patient-initiated
discussion about thiazides. The discussion rate was 44.1% for group A (63 of 143), 56.3% for group B
(72 of 128), and 68.7% for group C (90 of 131) (χ 2

8 = 20.34; P = .004). Follow-up comparisons
indicated that each intervention group rate was significantly different from one another, indicating
that patient-initiated discussion about thiazides increased in a dose-response fashion as additional
pieces were added. Thus, the added financial incentive and telephone call from a health educator had
incremental effects on discussion rates.

Table 2. Unadjusted Results of Thiazide Prescribing and Blood Pressure Control at Index Visit, 6-Month Follow-up, and 12-Month Follow-up

Outcome and Groupa

Index Visit (n = 598)

Follow-up

6 mo (n = 572) 12 mo (n = 563)

No./Total No. (%) P Valueb No./Total No. (%) P Valueb No./Total No. (%) P Valueb

Thiazide prescribing

Control 19/196 (9.7)

<.001

31/186 (16.7)

.04

41/182 (22.5)

.43
Intervention A 35/143 (24.5) 31/138 (22.5) 35/136 (25.7)

Intervention B 33/128 (25.8) 28/123 (22.8) 33/122 (27.0)

Intervention C 43/131 (32.8) 37/125 (29.6) 38/123 (30.9)

Attainment of goal blood pressure

Control 45/196 (23.0)

.73

48/186 (25.8)

.57

50/182 (27.5)

.23
Intervention A 29/143 (20.3) 38/138 (27.5) 45/136 (33.1)

Intervention B 31/128 (24.2) 39/123 (31.7) 41/122 (33.6)

Intervention C 33/131 (25.2) 40/125 (32.0) 48/123 (39.0)

a Intervention A was a letter; intervention B, a letter plus a financial incentive; and
intervention C, a letter, financial incentive, and a telephone call encouraging patients
to speak with their primary care clinicians.

b χ2 Test of independence.

Table 3. Adjusted Results of Thiazide Prescribing and Blood Pressure Control at Index Visit, 6-Month Follow-up,
and 12-Month Follow-upa

Outcome and Groupb

Odds Ratio (95% CI)

Index Visit (n = 598)

Follow-up

6 mo (n = 572) 12 mo (n = 563)
Thiazide prescription

Control 1 [Reference] 1 [Reference] 1 [Reference]

Intervention A 2.94 (1.56-5.54)c 1.58 (0.88-2.82) 1.24 (0.73-2.10)

Intervention B 3.24 (1.70-6.18)c 1.59 (0.87-2.89) 1.23 (0.71-2.14)

Intervention C 4.85 (2.60-9.05)c 2.50 (1.42-4.41)d 1.58 (0.93-2.67)

Attainment of goal blood pressure

Control NA 1 [Reference] 1 [Reference]

Intervention A NA 1.04 (0.59-1.84) 1.33 (0.82-2.17)

Intervention B NA 1.30 (0.73-2.30) 1.32 (0.80-2.20)

Intervention C NA 1.05 (0.59-1.89) 1.73 (1.06-2.83)e

Abbreviation: NA, not applicable.
a Intervention A was a letter; intervention B, a letter

plus a financial incentive; and intervention C, a letter,
financial incentive, and a telephone call encouraging
patients to speak with their primary care clinicians.

b Models adjusted for race/ethnicity and baseline
blood pressure values (attainment of goal blood
pressure).

c P < .001.
d P = .007.
e P = .04.
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Discussion

This randomized clinical trial using a novel combination of 3 interventions based on the principles of
patient activation resulted in high rates of evidence-based treatment of hypertension and modest
achievement of BP goals compared with usual care. The first step in achieving these results was to
activate the patients to engage their primary care clinicians. A customized letter alone resulted in
almost half (44.1%) of participants engaging their primary care clinicians, with a financial incentive
(56.3% of patients) and telephone call (68.7% of patients) adding incrementally to rates of patient
activation. Application of this type of patient activation will be needed to augment other
components of interventions to achieve the new lower BP goals.12,26

After activation of the patient, thiazide prescribing also increased in a dose-response fashion
from 24.5% in group A (35 of 143) to 32.8% in group C (43 of 131) (P < .001) compared with controls
(9.7%). Although thiazides are just one of several primary agents recommended by guidelines,12,14

this rate was considerably higher than reported in an observational study of usual care in which only
19.5% of patients received drug therapy despite having uncontrolled hypertension.43 This difference
was sustained in our study at 6 months (P = .04), but the magnitude was reduced owing to increases
in thiazide use in the control group (16.7% [31 of 186]) and reductions in each of the 3 intervention
groups, likely because the drug was ineffective or discontinued owing to adverse effects. By 12
months, there was no significant difference, with the control group increasing to a 22.5% rate of
thiazide prescribing (41 of 182) and intervention groups at rates of 25.7% in group A (35 of 136),
27.0% in group B (33 of 122), and 30.9% in group C (38 of 123). This finding suggests that
intervention clinicians may have been “learning” to use thiazides through the patient activation
letters that other patients were bringing to them. This type of “nudge” could be applied to other
medication prescribing challenges.36 Additional analyses of the results will determine to what extent
contamination occurred, but since most clinicians only had 2 to 3 patients enrolled during 18 months
(the maximum enrolled was 15 for 1 clinician), the effect may have been minimal but worth exploring.

The second primary outcome, attainment of BP goal, is a quality metric and proxy for improved
clinical outcomes. At the index visit, there was no difference in attainment of BP goal, which was
expected as the intervention was intended to encourage prescribing at that visit. However, what was
surprising was that, despite all participants not being at their goal BP on their last 2 clinic visits,
almost one-fourth were now at their BP goal and thus would not need additional pharmacotherapy.
Across all 3 intervention groups and the control group, BP control improved during the 12 months of
the study, with more than 30% achieving their goal and group C having a significantly higher rate of
control in adjusted analysis (odds ratio, 1.73; 95% CI, 1.06-2.83). The mean BP at enrollment was
148.1/83.8 mm Hg in the combined intervention groups and 151.0/83.4 mm Hg in the control group.
By study end, both groups saw reductions in mean BP: to 133.3/77.8 mm Hg in the combined
intervention groups (14.8–mm Hg reduction) and 138.0/79.0 mm Hg in the control group (13.0–mm
Hg reduction). This 1.8–mm Hg systolic BP reduction is comparable to reductions achieved with audit
and feedback (0.8 mm Hg) and clinician training (1.4 mm Hg) reported in a recent meta-analysis but
not as great as the reduction achieved with team-based care with titration by nonphysicians (7.1 mm
Hg).26 This reduction would have meaningful long-term clinical benefits, and for the 65% of
participants whose BP was still not controlled, they were closer to their goal BP.

The finding of almost one-fourth of participants with uncontrolled BP achieving BP control at
baseline and only one-third achieving BP control at 12 months speaks to the variable nature of BP
readings and treatment effects and is expected in routine clinical care. The delay in improved BP
control in the intervention group until 12 months may reflect the clinical inertia that exists when
treating BP; this intervention may augment current practice and help overcome such inertia.

These results are noteworthy in that they were achieved with a relatively low-cost intervention,
used the patient as the agent of change, and can be used for other conditions and treatments. First,
the creation of the risk assessment letter was customized based on information extracted from the
electronic medical record and provided a tangible action plan (ie, specific medication for
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hypertension) to address a quantifiable cardiovascular risk. This type of risk stratification is
consistent with recommendations from the American College of Cardiology/American Heart
Association High Blood Pressure Clinical Practice Guideline to identify patients with the greatest
potential benefit, especially for those with a systolic BP of 130 to 139 mm Hg.12 These types of patient
activation letters could be readily generated by health care systems for other conditions, such as
hyperlipidemia and diabetes; for medication de-escalation for opioid use for chronic pain and proton
pump inhibitor use for gastroesophageal reflux; and for prevention programs for vaccinations and
cancer screening.

Despite the dose-response nature of the findings, the independent effect of the financial
incentive and telephone call remains unclear. For financial incentives, there is a robust literature on
how behavioral economics can incentivize health-related behaviors.44-46 Prior work describes
patient47 and primary care clinician48 perspectives on use of financial incentives for treatment of
hypertension. Although impressions were mostly positive, financial incentives to engage in routine
interactions with primary care clinicians may create an expectation for recurrent incentives and may
not be the best use of resources. The previsit telephone call by a health educator to remind patients
to bring the letter and postcard and engage their primary care clinician was relatively easy, involved a
health coach, and could be used in primary care to enhance other activities, such as medication
reconciliation and preventive care. Future work should consider moderators of the patient activation
effects, such as higher health literacy49 or a stronger predilection toward shared decision making
that may respond more effectively to this type of intervention.50,51

Limitations
This study has several limitations. First, BP recording used clinic sphygmomanometers with no
standardized recording protocol. We used this pragmatic approach to better reflect real-world
decision making for hypertension treatment. Second, the modest but feasible financial incentive was
small ($20) with or without a refund of the patient’s copayment for medication ($48) and was
provided only once. Prior qualitative work47,48 did not elicit a high level of enthusiasm by patients or
clinicians for such incentives for routine medical care and may not be as effective as prize-based or
larger incentives that have also been studied.52,53 Third, hypertension guidelines evolve over time,
making some recommendations obsolete. Regardless, the study addresses the general issues of
patient activation, achievement of a target BP, and evidence-based treatments. Fourth, study
recruitment was completed in 2008, with a delay in submitting the final results until now. Prior
published results described qualitative findings from patients47 and clinicians,48 but trial outcomes
have not been published previously, to our knowledge. Fifth, the study was performed in Veterans
Affairs facilities, which have a single medication formulary and copayments that might not be
generalizable, and 98.3% of the participants were male.

Conclusions

This novel and low-resource intervention used patient activation to encourage evidence-based
therapy and achieve improved BP goals compared with usual care and can be applied to other clinical
settings to overcome clinical inertia. The financial incentive, although effective, may have limited
value in routine clinical care, whereas customized patient activation letters and telephone calls may
be more practical elements. Engagement of patients may also have longer-term effects on
willingness to engage primary care clinicians in discussions and may have the added benefit of
encouraging evidence-based prescribing by clinicians for other patients. Future work should embrace
computer applications and other telehealth modalities to activate patients through non–face-to-
face interactions.
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