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• Non-Hispanic blacks in the United States are 
significantly more likely to have hypertension than 
other race/ethnicity groups

• However, disparities in hypertension prevalence 
among patients hospitalized for stroke and heart 
attack are less well-documented

INTRODUCTION

• We aimed to examine trends over a 10-year 
period in the prevalence of hypertension among 
stroke and heart attack cases, by race/ethnicity, 
from Texas hospitals

OBJECTIVES

• Data were from two hospital registry systems in Texas, one for stroke, “Get with the Guidelines®-Stroke,” and one 
for heart attack, “Chest Pain MI Registry”

• Texas hospitals agreed to share data with Texas Department of State Health Services as part of a legislatively-
funded data collection initiative. The number of hospitals participating varied each year and ranged from 21-50 in 
the stroke registry and 12-46 in the heart attack registry

• Prevalence was calculated for cases who had hypertension listed as a documented pre-existing condition in the 
medical record for the following race/ethnicity groups: non-Hispanic black, non-Hispanic white, Hispanic, and non-
Hispanic other

• The number of eligible cases included in the analysis was n=115,595 for stroke and n=64,095 for heart attack

• For the heart attack registry only, data from 2008 were excluded due to a small sample size of participating Texas 
hospitals. SAS v9.4 was used for all analyses.

MATERIALS AND METHODS

• Across two Texas hospital registry systems for stroke and 
heart attack, hypertension was a common pre-existing 
condition. Over the study period, hypertension among 
stroke cases decreased slightly and among heart attack 
patients increased slightly. For both conditions, non-
Hispanic blacks had the highest prevalence of 
hypertension

• Findings document persistent health disparities over 
time for this racial group in Texas and highlight the need 
for evidence-based prevention and management of 
hypertension for the black population.

CONCLUSIONS

RESULTS

• Among stroke cases, the overall prevalence of 
hypertension was 82%, and was common among all 
race/ethnicity groups but was highest among non-
Hispanic blacks

• From 2008-2018, the prevalence of hypertension among 
stroke cases has decreased among all race/ethnicity 
groups

• Among non-Hispanic black stroke cases, hypertension 
decreased from 90% to 87%, among non-Hispanic white 
stroke cases from 81% to 80%, among non-Hispanic 
other stroke cases from 87% to 80%, and among Hispanic 
cases from 86% to 82%

• Among heart attack cases, the overall prevalence of 
hypertension was 78%, and was highest among non-
Hispanic blacks and lowest among non-Hispanic other 
races

• From 2009-2018, the prevalence rate increased among 
all race/ethnicity groups. Among non-Hispanic black 
cases, hypertension increased from 78% to 86%, among 
Hispanic cases from 69% to 80%, among non-Hispanic 
whites, from 76% to 77%, and among non-Hispanic other 
races from 62% to 77%

Maria Cooper PhD, Karen Nunley PhD, Melissa Freeland MPH, Nimisha Bhakta MPH

Texas Department of State Health Services, Health Promotion and Chronic Disease Prevention Section

Racial and Ethnic Disparities in Hypertension Prevalence among Texas Stroke and Heart Attack Cases: Findings from Two Hospital Registries

50

60

70

80

90

100

H
Y

P
ER

TE
N

SI
O

N
 (

%
)

Black Hispanic White Other

Figure 1: Prevalence of Hypertension among Heart Attack Cases, by Race/Ethnicity Figure 2: Prevalence of Hypertension among Stroke Cases, by Race/Ethnicity
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Introduction

• Non-Hispanic blacks in the United States are significantly more likely 
to have hypertension than other race/ethnicity groups

• However, disparities in hypertension prevalence among patients 
hospitalized for stroke and heart attack are less well-documented

• We aimed to examine trends over a 10-year period in the prevalence 
of hypertension among stroke and heart attack cases, by 
race/ethnicity, from Texas hospitals



Methods

• Data were from two hospital registry systems in Texas, one for stroke, “Get with 
the Guidelines®-Stroke,” and one for heart attack, “Chest Pain MI Registry.”

• Texas Hospitals agreed to share data with Texas Department of State Health 
Services as part of a legislatively-funded data collection initiative. The number of 
hospitals participating varied each year and ranged from 21-50 in the stroke 
registry and 12-46 in the heart attack registry

• Prevalence was calculated for cases who had hypertension listed as a documented 
pre-existing condition in the medical record for the following race/ethnicity 
groups: non-Hispanic black, non-Hispanic white, Hispanic, and non-Hispanic other

• The number of eligible cases included in the analysis was n=115,595 for stroke 
and n=64,095 for heart attack

• For the heart attack registry only, data from 2008 were excluded due to a small 
sample size of participating hospitals. SAS v9.4 was used for all analyses.



Results and Conclusions

• Among stroke cases, the overall prevalence of hypertension was 82%, and was common among all 
race/ethnicity groups but was highest among non-Hispanic blacks

• From 2008-2018, the prevalence of hypertension among stroke cases has decreased among all race/ethnicity 
groups

• Among non-Hispanic black stroke cases, hypertension decreased from 90% to 87%, among non-Hispanic 
white stroke cases from 81% to 80%, among non-Hispanic other stroke cases from 87% to 80%, and among 
Hispanic cases from 86% to 82%

• Among heart attack cases, the overall prevalence of hypertension was 78%, and was highest among non-
Hispanic blacks and lowest among non-Hispanic other races

• From 2009-2018, the prevalence rate increased among all race/ethnicity groups. Among non-Hispanic black 
cases, hypertension increased from 78% to 86%, among Hispanic cases from 69% to 80%, among non-
Hispanic whites, from 76% to 77%, and among non-Hispanic other races from 62% to 77%.

• Across two Texas hospital registry systems for stroke and heart attack, hypertension was a common pre-
existing condition. Over the study period, hypertension among stroke cases decreased slightly and among 
heart attack patients increased slightly. For both conditions, non-Hispanic blacks had the highest prevalence 
of hypertension

• Findings document persistent health disparities over time for this racial group in Texas and highlight the need 
for evidence-based prevention and management of hypertension for the black population.



Developing a Data Map to Implement Community-Based Intervention for AHA Blood Pressure Cuff 

Loaner Program in Dallas, TX

Joshua Singleton; Maya Adams; Kennedy Steele; Nora Gimpel, MD

Hypertension is one of the leading causes of death in America, 

especially among African Americans. To control the negative 

effects of hypertension, patients must take proper lifestyle 

changes and be self-aware of their blood pressure. 

The American Heart Association (AHA) has implemented the 

Check Change Control (CCC) program, which is an evidence-

based hypertension management program that utilizes blood 

pressure self-monitoring to empower participants to take 

ownership of their cardiovascular health. 

• The primary method of analysis was excel, which helped 

organize the data set into graphs and a geo-map.

• The data consisted of 2387 enrollees. The time period of 

analysis was 2017-2020. The participants were 54% Male and 

46% Female. 

• The enrolled participants were examined based on three

categories regarding blood pressure: normal blood pressure

(systolic reading < 120.0 mmHg AND a diastolic reading <

80.0 mmHg), elevated blood pressure (systolic reading

between 120.0 – 129.0 mmHg AND a diastolic reading of

less than 80.0 mmHg), and hypertension (systolic reading ≥

130.0 mmHg AND/OR a diastolic reading ≥ 80.0 mmHg).

• The data set was also analyzed by age, zip code, ethnicity,

and the number of BP readings.

Introduction

Methods

Results Conclusion

References

The use of excel helped create a data map to identify areas of hypertension 

disparities. Our results demonstrated a need for further hypertension 

management in areas with high prevalence and disproportionate differences 

among African Americans with hypertension in Dallas. The zip codes with the 

highest number of blood pressure readings classified as hypertension were 

75287, 75238 and 75288. 

The Check Change Control Program acts as a database for 

participants to track and keep up with their blood pressure. CCC 

data from participants in Dallas, TX was analyzed for 

intervention. 

Based on the data the three zip codes with the highest number of 

hypertension blood pressure readings (75287, 75238 and 75288) 

would greatly benefit from the implementation of a blood pressure 

loaner program. 

The next step for intervention is to establish places to host the blood 

pressure loaner program and evaluate insurance coverage. Implementing 

this intervention in Dallas County can play a beneficial role in helping 

more needed participants with hypertension attain control of their blood 

pressure.

1. Check.Change.Control Toolkit for Implementation [PDF]. (n.d.). 

American Heart Association.

2. Jackson SL, Ayala C, Tong X, Wall HK. Clinical Implementation of 

Self-Measured Blood Pressure Monitoring, 2015-2016. Am J Prev

Med. 2019;56(1):e13-e21. doi:10.1016/j.amepre.2018.06.017

3. Task Force CPS. Self-Measured Blood Pressure Monitoring 

Improves Outcomes: Recommendation of the Community Preventive 

Services Task Force. Am J Prev Med. 2017;53(3):e115-

e118.doi:10.1016/j.amepre.2017.03.00

Hypertension Readings Geo-Map of Dallas, Texas 



Introduction

• Hypertension is one of the leading causes of death in America, especially among African 
Americans. To control the negative effects of hypertension, patients must take proper lifestyle 
changes and be self-aware of their blood pressure.

• The American Heart Association (AHA) has implemented the Check Change Control (CCC) 
program, which is an evidence-based hypertension management program that utilizes blood 
pressure self-monitoring to empower participants to take ownership of their cardiovascular 
health.

• The Check Change Control Program acts as a database for participants to track and keep up with 
their blood pressure. CCC data from participants in Dallas, TX was analyzed for intervention.



Methods

• The primary method of analysis was Excel, which helped organize the data set into graphs and 
a geo-map.

• The data consisted of 2387 enrollees. The time period of analysis was 2017-2020. The 
participants were 54% Male and 46% Female.

• The enrolled participants were examined based on three categories regarding blood pressure: 
normal blood pressure (systolic reading < 120.0 mmHg AND a diastolic reading < 80.0 mmHg), 
elevated blood pressure (systolic reading between 120.0 – 129.0 mmHg AND a diastolic 
reading of less than 80.0 mmHg), and hypertension (systolic reading ≥ 130.0 mmHg AND/OR a 
diastolic reading ≥ 80.0 mmHg).

• The data set was also analyzed by age, zip code, ethnicity, and the number of BP readings.



Results and Conclusions

Results
The use of excel helped create a data map to identify areas of hypertension disparities. Our results 
demonstrated a need for further hypertension management in areas with high prevalence and 
disproportionate differences among African Americans with hypertension in Dallas. The zip codes 
with the highest number of blood pressure readings classified as hypertension were 75287, 75238 
and 75288.

Conclusion
Based on the data the three zip codes with the highest number of hypertension blood pressure 
readings (75287, 75238 and 75288) would greatly benefit from the implementation of a blood 
pressure loaner program.

The next step for intervention is to establish places to host the blood pressure loaner program and 
evaluate insurance coverage. Implementing this intervention in Dallas County can play a beneficial 
role in helping more needed participants with hypertension attain control of their blood pressure.





Introduction
• DSHS supports administration of the MMMRC. 

DSHS and the MMMRC joint reports biennially with 

findings and recommendations.

• Findings informed the MMMRC’s development of 

recommendations to reduce the incidence of 

pregnancy-related deaths and severe maternal

morbidity in Texas. 

• DSHS works to translate the MMMRC’s 

recommendations into action through population-

based programming.

16



Introduction, continued
• DSHS is engaging 219 (98%) of birthing hospitals in 

Texas in TexasAIM.

• Hospitals participating in TexasAIM:

• Serve > 378,600 women every year

• > 99% of Texas births 

• 10% of nation’s births

• Hospitals are currently developing and integrating 

structures, systems, and practices to increase patient, 

provider, and unit readiness, recognition, response and 

prevention, and reporting and systems learning through 

implementation of the Obstetric Hemorrhage (OBH) 

Bundle. 

• We will soon be transitioning from the OBH bundle and 

will be kicking off the Alliance for Innovation on 

Maternal Health (AIM) Severe Hypertension in 

Pregnancy Bundle.

17



Alliance for Innovation on Maternal Health 

Severe Hypertension in Pregnancy 

Patient Safety Bundle

https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-

bundles/severe-hypertension-in-pregnancy-aim/

18

https://safehealthcareforeverywoman.org/aim/patient-safety-bundles/maternal-safety-bundles/severe-hypertension-in-pregnancy-aim/


Methods

• TexasAIM uses the Institute for Healthcare Improvement’s 

(IHI) Breakthrough Series™ Collaborative Model for 

Breakthrough Improvement as the foundation for the 

program.  

• IHI Breakthrough Series is a vehicle for identifying, testing, 

and spreading changes that are effective for improving 

care and outcomes for defined populations.

19



Results and Conclusions
• We’re starting to see positive data around 

implementation of the process and structure 
measures. 

• Qualitative data shows the positive impact 
of TexasAIM's collaborative spirit, sharing seamlessly 
and stealing shamelessly.

• Severe Hypertension in Pregnancy Bundle kick-off 
December 2020 and expected to last until September 
2022.

20

DSHS TexasAIM website: 
https://www.dshs.texas.gov/mch/texasaim/
Email: TexasAIM@dshs.Texas.gov

https://www.dshs.texas.gov/mch/texasaim/
mailto:TexasAIM@dshs.Texas.gov
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Community Intervention to Promote Self-Monitoring Blood Pressure 

Kennedy Steele; Maya Adams; Josh Singleton; Nora Gimpel, MD 
University of Texas Southwestern Medical Center, Prairie View A&M University

• With over 100 million Americans having 

hypertension. The racial disparity in hypertension 

has been recognized for decades with African 

Americans having greater risks than Caucasians.

• Less than 20% of African Americans who have 

high blood pressure are adequately treated.

• Studies have shown that community involvement 

is instrumental in spreading awareness and 

education on how to independently monitor blood 

pressure. 

• The Check Change Control (CCC), implemented 

by the American Heart Association (AHA), is an 

innovative evidence based-program that has 

increased patient follow up through self-monitoring 

and community interventions. 

•Literature was reviewed to explore community resources and past CCC 

partnerships. The databases utilized were Pubmed, Google Scholar, 

AccessScience. 

•The keywords for the initial search were: "blood pressure"; "community 

interventions; "check change control;" long term". 

• We closely studied an article, Community-Based Hypertension Control 

Programs That Work, written by Waine Kong, PhD, JD. 

Introduction

Results

Future Discussion References

• Studies have shown programs with community partnerships that have 

led to a substantial decrease in morbidity and mortality from 

hypertension. 

• The study saw improvements with African Americans continuing their 

treatment as well as with patient compliance increasing nearly 60%.

• A literature review was conducted to compare 

studies that demonstrated the community 

interventions that can support the CCC program 

specifically in the Dallas County area.

• Focusing on implementation in Dallas, we 

collectively selected community partnerships 

where African Americans congregate such as 

churches, barbershops, and school systems to 

incorporate optimal resources to promote 

sustainable self-monitoring blood pressure.

• In Dallas County, there is a lack of understanding of 

how to obtain and use health coverage, navigate the 

health system, and adhere to treatment plans and 

provider instructions. 

• Therefore, we strategized on ways to use different 

partnerships to promote health literacy, hypertension 

awareness, and self-management.

• Proposed initiatives include (1) collaboration with 

churches in the Dallas area that have a history of 

participating in community-based initiatives and would 

be a reliable resource for access to blood-pressure 

monitoring. (2) barbershops where African American 

males go to at least 10 times a year. During this time, 

there is a great opportunity to refer clients to doctors and 

spread hypertension awareness. (3) after school care 

and clubs for the youth where family education can 

engage in preventive measures. 

Potential community organizations identified where the CCC program can be 

expanded in the Dallas area are:

1)Inspiring Body of Christ Church

2)The Potter House

3) Friendship-West

4)Antioch

5) Concord

6) Dallas ISD

7) A Cut Above Barber and Beauty Shop

8) Plug'd N Executive Salon 

1. Check.Change.Control Toolkit for Implementation [PDF]. 

(n.d.). American Heart Association.

2. Kong, B. Waine. “Community-Based Hypertension Control 

Programs That Work.” Journal of Health Care for the Poor 

and Underserved, Johns Hopkins University Press, 25 Mar. 

2010, muse.jhu.edu/article/265411/pdf. 

Methods

Objective 

Conclusion

Contact:

steelekennedy4@gmail.com

Nora.Gimpel@UTsouthwestern.edu



Kennedy Steele
Maya Adams
Josh Singleton
Nora Gimpel, M.D.

Institution: UT Southwestern Medical 
Center, Prairie View A&M University

Community Intervention to Promote Self-Monitoring 
Blood Pressure



Introduction

• Less than 20% of African Americans who have high blood pressure are 
adequately treated. 

• Studies have shown that community involvement is instrumental in 
spreading awareness and education on how to independently monitor 
blood pressure. 

• The Check Change Control (CCC)

• increased patient follow up through self-monitoring and community 
interventions



Objective

• A literature review was conducted to compare studies that 
demonstrated the community interventions that can support the CCC 
program specifically in the Dallas County area.



Methods

• Literature and data were reviewed to explore community resources and 
past CCC partnerships.

• The databases utilized were Pubmed, Google Scholar, AccessScience.

• The keywords for the initial search were: "blood pressure"; "community 
interventions; "check change control;" long term".

• We closely studied an article, Community-Based Hypertension Control 
Programs That Work, written by Waine Kong, PhD, JD.



Results

• Studies have shown programs with community partnerships that 
have led to a substantial decrease in morbidity and mortality from 
hypertension.

• The study saw improvements with African Americans continuing 
their treatment as well as with patient compliance increasing nearly 
60%.



Conclusion

• We hypothesized that community intervention in studies will increase 
self BP monitoring in Dallas County

• we strategized on ways to use different partnerships to promote health 
literacy, hypertension awareness, and self-management

• Churches, Barbershops, School Districts  



If Northeast Texas were a state, it would rank 49th in Heart 
Disease (The Health Status of Northeast Texas, 2016). During 
2016, UTHSCT conducted an East Texas Community Health 
Survey in which more than 2300 individuals participated. 
Furthermore, almost 30% of those surveyed were diagnosed with 
high blood pressure and more than 35% of respondents reported 
high blood pressure as a health priority (East Texas Community 
Health Survey, 2017). The patient population at UTHSCT is not 
an exception to reported statistics. More than 17% of individuals 
visiting UTHSCT clinics during FY 2017 had a diagnosis of 
hypertension and of those 17%, 41% had blood pressure readings 
>140/90 mmHg (UTHSCT, 2017).

Hypertension is considered an ambulatory care sensitive 
condition (ACSC), thus meaning that it could be controlled and 
managed in an outpatient setting. With proper self-monitoring, 
management and assistance from a medical home, 
hospitalizations from hypertension could be prevented. The 
average hypertension hospitalization charge in Northeast Texas is 
approximately $28,000 (DSHS, 2017). 

Starting in March 2017, DSHS contracted with UTHSCT to 
improve hypertension by implementing a program focused on 
self-monitoring and management. Leaders from the Northeast 
Texas Center for Rural Community Health (The Center) and 
UTHSCT Clinical Operations collaborated to create a 
comprehensive program for patients with hypertension. 

Expansion of the program included hiring an additional full-time 
CHW and a Program Coordinator to provide a more in-depth 
approach for referral outreach and retention. 

INTRODUCTION

1. Create inclusive blood pressure self-monitoring program for primary 
care patients.

2. Implement blood pressure self-monitoring program across Northeast 
Texas primary care clinics. 

3. Reduce barriers to improve blood pressure rates across Northeast Texas.

4. Increase awareness and health literacy of blood pressure facts across 
Northeast Texas.

5. Sustain blood pressure self-monitoring program across Northeast Texas.

OBJECTIVES

Utilizing Community Health Workers to lower blood pressure for patients and community participants through self-monitoring,  education, 
encouragement and social support, and connection to community resources. CHWs document and tracks BP readings.

Strategy I:  Intensive Case Management Workshops

▪ Bi-directional referral for patients through EMR.

▪ Community participants can be self-referred through community outreach events and/or through family and friends.

▪ CHW initiates, builds, and maintains relationships.

▪ Orientation Session – Program requirements, guidelines, expectations, and IRB consent. 

▪ Participants are given a BP monitor and taught how to accurately measure their BP. 

▪ Participants collect BP readings twice daily and document in BP Passport.

▪ Bi-monthly workshops held over 12 weeks provide hypertension education and self-management tools and resources.

▪ Participants are provided incentives ($5 gas/gift card) for attendance in person and submission of BP readings.

▪ CHW makes home visits when/if needed.

▪ Offer hybrid workshops - teleconference calls through Microsoft Teams and/or in-person workshops.

▪ Practice Covid-19 safety guidelines.

Strategy II: Hypertension Tracking – 1 to 1 Check-In over 12 weeks with clinic patients

Strategy III: Lending Library – Clinic and Community Sites to loan BP monitors

MATERIALS AND METHODS

• Developed, adopted, and implemented self-measured blood pressure policies and procedures for UTHSCT primary care clinics.

• Developed CHW specific hypertension training focused on at-home blood pressure self-monitoring program.

• Trained all CHWs in UTHSCT primary care clinics how to accurately measure blood pressure.

• Successfully completed 8 cohorts with approximately 200 graduates since 2017.

• Developed and implemented a tracking system for patients unable to participate in the 12-week intensive case management program.

• Successfully completed tracking of approximately 500 patients since 2017.

• Developed and implemented BP monitor lending library in five primary care clinics, two community locations, and a mobile integrated health 
(EMS) program.

• Developed and implemented evaluation tool for blood pressure monitor lending library model.

• Created an environment of encouragement and empowerment for persons with high blood pressure.

RESULTS

CONCLUSIONS

Lessons Learned

• Support from clinical leadership is crucial to success.

• Communication and routine follow-up with participants are key 
factors in maintaining participant success.

• Incentives are recommended such as gas cards; however, 
guidelines must be developed, implemented and explained to 
participants in detail during orientation and reminded from time 
to time.

• Incorporating home visits for participants who are not able to 
attend workshops are necessary.

• Situational awareness plays a vital role in participant’s success in 
the program.

REFERENCES
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data. 

4. Texas Department of State Health Services. (2017). Potentially preventable 
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Introduction

• If Northeast Texas were a state, it would rank 49th in Heart Disease (The 
Health Status of Northeast Texas , 2016). During 2016, UTHSCT 
conducted an East Texas Community Health Survey in which more than 
2300 individuals participated. Furthermore, almost 30% of those 
surveyed were diagnosed with high blood pressure and more than 35% 
of respondents reported high blood pressure as a health priority (East 
Texas Community Health Survey, 2017). The patient population at 
UTHSCT is not an exception to reported statistics. More than 17% of 
individuals visiting UTHSCT clinics during FY 2017 had a diagnosis of 
hypertension and of those 17%, 41% had blood pressure readings 
>140/90 mmHg (UTHSCT, 2017).



Methods

Utilizing a Community Health Worker to lower blood pressure for 40 patients over a 12-week period through 
daily self-monitoring, bimonthly education, encouragement and social support. CHW documents and tracks BP 
readings.

Strategy I:  Intensive Case Management Workshops

▪ Bi-directional referral for patients through EMR.

▪ Community participants can be self-referred through community outreach events and/or through family and friends.

▪ CHW initiates, builds, and maintains relationships.

▪ Orientation Session – Program requirements, guidelines, expectations, and IRB consent. 

▪ Participants are given a BP monitor and taught how to accurately measure their BP. 

▪ Participants collect BP readings twice daily and document in BP Passport.

▪ Bi-monthly workshops held over 12 weeks provide hypertension education and self-management tools and resources.

▪ Participants are provided incentives ($5 gas/gift card) for attendance in person and submission of BP readings.

▪ CHW makes home visits when/if needed.

▪ Offer hybrid workshops - teleconference calls through Microsoft Teams and/or in-person workshops.

▪ Practice Covid-19 safety guidelines.

Strategy II: Hypertension Tracking – 1 to 1 Check-In over 12 weeks with clinic patients

Strategy III: Lending Library – Clinic and Community Sites to loan BP monitors



Results and Conclusions

• Results

• Developed, adopted, and implemented self-measured blood pressure policies and procedures for UTHSCT primary care clinics.

• Trained all CHWs in UTHSCT primary care clinics how to accurately measure blood pressure.

• Successfully completed 8 cohorts with approximately 200 graduates since 2017.

• Successfully completed tracking of approximately 500 patients since 2017.

• Developed and implemented BP monitor lending library in five primary care clinics, two community locations, and a mobile integrated health (EMS) program.

• Developed and implemented evaluation tool for blood pressure monitor lending library model.

• Lessons Learned

• Support from clinical leadership is crucial to success.

• Communication and routine follow-up with participants are key factors in maintaining participant success.

• Incentives are recommended such as gas cards; however, guidelines must be developed, implemented and explained to participants in detail during orientation and reminded from time to 
time.

• Incorporating home visits for participants who are not able to attend workshops are necessary. 

• Situational awareness plays a vital role in participant’s success in the program.

• Recommendations/Next Steps

• Continue routine follow-up with current and past participants.

• Expand program through health system and community.

• Explore additional opportunities to reduce hypertension.



• The American Heart Association (AHA) 
implemented the Check. Change. Control. 
(CCC) program, which is an online tool to 
help community members track their blood 
pressure, with a goal of reducing death from 
cardiovascular disease among Americans.

• While hypertension is largely managed in 
primary care settings, self-monitoring blood 
pressure (SMBP) has been recognized for 
producing more accurate diagnoses of 
hypertension, than in office blood pressure 
readings. 

• SMBP readings can predict the presence and 
progression of target end organ damage and 
the risk of a cardiovascular event.2

• SMBP when combined with counseling from 
a healthcare provider or other forms of 
support has shown consistent and 
significant reductions in blood pressure 
when compared to usual care.

Background

Examine educational and awareness 
initiatives for SMBP, improve hypertension 
self-management for patients participating 
in the American Heart Association’s CCC 
program.

Objective

• Literature review was conducted to find community-based interventions that utilized SMBP or a 
loaner model for distributing blood pressure cuffs in a community setting

• Utilized Databases: PubMed, OVID, and Google Scholar.

• Keywords Included: “Blood Pressure”; “Self-Monitoring”; “Hypertension”; “Loaner Program”; 
“Community Based”; “Participatory.” 

• Results: Fifteen peer reviewed articles from 2003 – 2020 were included in the final literature 
review. 

Methods

• There is a gap in resources that a blood pressure cuff loaner program could fill in underserved 
community:

▪ Based on a 2017 survey, 97% of US health providers utilized SMBP in their practice, however 
only 13% of respondents had a loaner program available to their patients.

▪ Focus group studies have shown that patients from under resourced communities have 
positive attitudes toward SMBP but do have concerns of the cost of purchasing a device, and 
adequate training on measurement techniques.

▪ Currently, Medicare Part B does not cover home blood pressure monitors and coverage is not 
required in Medicare Part C. Medicaid provides varying reimbursements for home monitoring 
equipment. 

▪ SMBP can reduce healthcare spending up to $166/patient based on a decision analytic model, 
by preventing the comorbid conditions that are associated with poorly controlled hypertension.

Results

Conclusions

• Based on the prevalence of hypertension in 
African American patients enrolled in the CCC 
program in Dallas, TX (83.1% in 2020), loaner 
programs should be implemented in areas 
where these groups live to increase 
accessibility.

• Each community location would receive a 
pool of validated blood pressure cuffs at a 
cost between $50 and $150 per monitor to 
distribute to patients.

• The loaner program would require the 
following training and education materials:

• Culturally appropriate materials to 
educate patients on managing their 
hypertension through accessible lifestyle 
modifications.

• A checklist and infographic on proper 
positioning before taking their blood 
pressure and common problems that can 
render in inaccurate reading.

• A designated staff to teach the patient 
proper positioning in person, how to use 
the device, and instructions on what to do 
if the readings show an abnormal reading.
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Future Directions

• Explore the possibility of AHA partnerships with churches, public libraries and community centers 
in Dallas, TX to promote the CCC program and implement blood pressure cuff loaner ideas.

• Develop culturally appropriate education materials to distribute to patients participating in the 
blood pressure cuff loaner program.
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Background

• The American Heart Association (AHA) implemented the Check. Change. Control. (CCC) 
program, which is an online tool to help community members track their blood pressure, 
with a goal of reducing death from cardiovascular disease among Americans.

• While hypertension is largely managed in primary care settings, self-monitoring blood 
pressure (SMBP) has been recognized for producing more accurate diagnoses of 
hypertension, than in office blood pressure readings.1

• SMBP readings can predict the presence and progression of target end organ damage 
and the risk of a cardiovascular event.2

• SMBP when combined with counseling from a healthcare provider or other forms of 
support has shown consistent and significant reductions in blood pressure when 
compared to usual care.3



Methods

• A literature review was conducted to find community-based interventions that 
utilized SMBP or a loaner model for distributing blood pressure cuffs in a 
community setting

• Utilized Databases: PubMed, OVID, and Google Scholar.

• Keywords Included: “Blood Pressure”; “Self-Monitoring”; “Hypertension”; 
“Loaner Program”; “Community Based”; “Participatory.” 

• Results: Fifteen peer reviewed articles from 2003 – 2020 were included in the 
final literature review. 



Results

• There is a gap in resources that a blood pressure cuff loaner program could fill in 
underserved communities:
▪ Based on a 2017 survey, 97% of US health providers utilized SMBP in their practice, however only 

13% of respondents had a loaner program available to their patients

▪ Focus group studies have shown that patients from under resourced communities have positive 
attitudes toward SMBP, but are concerned about the cost of purchasing a device, and receiving 
adequate training on measurement techniques

▪ Currently, Medicare Part B does not cover home blood pressure monitors and coverage is not 
required in Medicare Part C. Medicaid provides varying reimbursements for home monitoring 
equipment.

▪ SMBP can reduce healthcare spending up to $166/patient based on a decision analytic model, by 
preventing the comorbid conditions that are associated with poorly controlled hypertension



Conclusions

• Based on the prevalence of hypertension in African American patients enrolled in 
the CCC program in Dallas, TX (83.1% in 2020), loaner programs should be 
implemented in areas where these groups live to increase accessibility

• African American Churches have a long history of participating in community-
based initiatives and are trusted sources of information, therefore it is a viable 
location for a loaner program

• Each community location would receive a pool of validated blood pressure cuffs 
at a cost between $50 and $150 per monitor to distribute to patients 



Conclusions (continued)

• The loaner program would require the following training and education materials:

• Culturally appropriate materials to educate patients on managing their hypertension 
through accessible lifestyle modifications 

• A checklist and infographic on proper positioning before taking their blood pressure 
and common problems that can render in inaccurate reading

• A designated staff member to demonstrate proper positioning, how to use the 
device, and instructions on what to do if the monitor show an abnormal reading

• This community-based strategy could improve hypertension self-management and 
improve control of blood pressure among African Americans with hypertension in Dallas, 
TX.
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Introduction

• Psychosocial stress has been considered a contributing factor to the 

development and maintenance of hypertension. 

• “A Mindful Heart” is a group-based intervention developed for stress 

management in patients who are hypertensive or prehypertensive in 

primary care settings (Ogbeide, 2018). 

• This program was designed to address a gap in the field of cardiac 

psychology and behavioral medicine; specifically, the need for brief, 

group-based interventions for primary care settings. 



COVID-19 and Health Delivery Changes

• While this intervention was found to be feasible in the primary care setting as an in-
person intervention while also improving perceived health status – an indicator of overall 
health, the rise in telehealth and online intervention has grown, especially due to the 
COVID-19 pandemic. 

• As needs in health care change, web-based interventions can address barriers that many 
patient’s face when seeking care. 

• While telehealth approaches meet a need for some patient populations, it can still create 
barriers for patient who do not have access to broadband connections to sustain video-
based telehealth platforms.

• Self-paced, online interventions identify new opportunities: minimal-contact behavioral 
interventions where their efficacy is often comparable to face-to-face interventions. 



Next Steps

• In collaboration with Dialysis 
Patient Citizens (DPC), an 
organization focused on the 
improving care for patients 
Chronic Kidney Disease and 
associated conditions, the goal of 
this project is to transform the 
group-based stress management 
protocol to a self-paced online 
protocol. 

• This project will assess the 
acceptance and effectiveness for 
the transformation of “A Mindful 
Heart” into an online, self-paced 
program. 



Houston Food Bank

UT Physicians
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Adapting Chronic Condition Self-Management Program to Virtual Format

Adapting Self-Management Program to Virtual Platform
Natalia Williams, MPH, CHES; Christina Nordheim, M.Ed., CHES; Logan Thornton, DrPH, MPH, CHES, PCMH CCE, CLSSBB

UT Physicians 

Methods

1. Adapting the curriculum to a virtual platform     

a. Condensing content from 2 hours to 1 

hour. The virtual content focused on lesson 

objectives. 

b. Developing interactive activities through 

virtual presentations. Utilizing PowerPoint 

and online game templates to create drag and 

drop activities. 

c. Encouraging participation through 

discussion. Participants were less engaged 

virtually due to requests to mute 

microphones, turned off cameras, or poor 

internet connections limiting platform bandwidth.  

2. Collecting biometric data

a. Measuring intake and exit blood pressure and 

waist circumference without face to face 

encounters. The HFB provided blood pressure 

machines and tape measures for each participant.

b. Teaching participants how to properly 

measure their blood pressure and keep 

records of daily readings. Program facilitators 

track participant blood pressure readings 

during weekly phone call reminders.

3. Addressing lower tech-literacy

a. Implementing a “Session 0” to trouble 

shoot the technology and discuss 

“housekeeping items” (i.e. expectations of the 

program, application and survey that is to be 

completed, the process of picking up the BP 

monitors). This also as an opportunity to assess 

readiness to participate in the program - not all 

who registered for program were ready to attend 

all sessions.

4. Reducing food insecurity

a. Enrolling all participants in the Food Rx 

program through the HFB for the duration of the 

cohort. Participants are eligible to receive up to 30 

pounds of fresh fruits and vegetables and other 

healthy food items, such as lean meats, low-fat 

dairy items, whole grain products, low-sodium and 

low-sugar canned goods, for a total of 4 

redemptions.

Results

• As of November 11, 2020, three completed and one 

current cohort yielded 44 unique participants. 

• One cohort was conducted in Spanish, and three in 

English, with participants from five different UT 

Physicians clinics (International District [ID], Jensen, 

Greens, Victory, and Dashwood). 

C

Conclusions
• Virtual implementation of Core Connections was 

met with several barriers, most were resolved 

through collaboration and creative thinking. 

• Some challenges included working with 

participants’ lower tech-literacy levels, loss to 

follow-up, and collection of pre- and post-

surveys.

• “Session 0” and frequent telephone 

communication with patients helped with 

mitigate tech-literacy and loss to follow-up 

challenges, as well as ensuring all 

evaluation paperwork was completed.  

• Through qualitative responses after the 

program, many participants were pleased with 

the BP monitors, and continue to monitor 

regularly. 

• Next steps include improving access to virtual 

Core Connections through other platforms, and 

continuing to expand program reach to other UT 

Physicians clinics. 
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• A total of 42 blood pressure monitors were 

distributed since September 2020 for participants 

from all 5 clinics. Nurse/case managers and 

health educators at the respective clinics 

provided education on how to most accurately 

measure one’s blood pressure. 

• Results from pre- and post-surveys are not yet 

available for virtual cohorts. 

Introduction
In 2019, UT Physicians began implementing the 

Core Connections Network (CCN). The Houston Food 

Bank’s CCN program is designed to empower 

individuals with a chronic illness to participate in the 

daily management of their condition, learn skills to 

make lifestyle changes and facilitate a partnership with 

their healthcare providers. CCN health and wellness 

classes cover topics on action planning, self-

management (including BP monitoring), coping and 

stress management, nutrition, and staying active. The 

program also targets food insecurity, which includes 

lack of access to healthy food items. 

Since March 2020, with the beginning of the 

pandemic, we adapted Core Connections to the 

virtual/telemedicine platform, which required 

collaboration between UT Physicians community clinics 

and our partner organization, the Houston Food Bank 

(HFB). Transitioning the program to virtual setting 

brought about many challenges, including: 

1. Adapting the curriculum to a virtual platform, 

2. Collecting biometric data, 

3. Addressing lower tech-literacy, and

4. Reducing food insecurity. 

Objectives
• Recruit members of target patient population with 

access to internet and device (smartphone, 

computer, or tablet).

• Adapt curriculum to virtual platform, including group 

participation and interactive activities.

• Engage with participants and ensure they are 

equipped to connect and participate in virtual 

sessions.

• Provide blood pressure monitor and proper blood 

pressure measurement education to obtain 

accurate blood pressure readings at home.

• Encourage patients to practice self-management 

techniques by creating action plans to maintain 

healthy blood pressure and other health outcomes. 



Introduction

• UT Physicians began implementation of Core Connections Network (CCN) in 2019 through our 
partnership with the Houston Food Bank (HFB). 

• The chronic condition self-management program is designed to empower individuals with a 
chronic illness to participate in the daily management of their condition, learn skills to make 
lifestyle changes and facilitate a partnership with their healthcare providers.

• Participants are also enrolled in Food Rx, where they can receive up to 30 pounds of fresh fruits 
and vegetables and other healthy food items, for the duration of the cohort. 

• HFB evaluates program effectives through biometric data, specifically BP and waist 
circumference, as well as measuring patient readiness and confidence through pre and post 
surveys. 

• Our first CCN virtual cohort began in August. 



Methods

1. Adapting the curriculum to a virtual platform

a. Condensing content. 

2. Collecting biometric data

a. Providing BP monitors and waist measuring 
tapes.

b. Teaching how to accurately self-measure BP.

3. Addressing lower tech-literacy

a. “Session 0” to address technology issues.

4. Reducing food insecurity

a. Enrolling participants in Food Rx component. 



Results and Conclusions

• As of November 11, 2020, three completed and one current cohort 
yielded 44 unique participants. 

• One cohort was conducted in Spanish, and three in English, with 
participants from five different UT Physician clinics (International 
District [ID], Jensen, Greens, Victory, and Dashwood).

• A total of 42 blood pressure monitors were distributed since 
September 2020 for participants from all 5 clinics. Nurse/case 
managers and health educators at the respective clinics provided 
education on how to most accurately measure one’s blood pressure. 

• Results from pre- and post-surveys are not yet available for virtual 
cohorts. 
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National Center for Health Statistics (2017) estimated 
37 million adults in USA or nearly half of all adults have 
high blood pressure (HBP) [1]. HBP increases the risk 
for heart disease and stroke which are the two leading 
causes of death for Americans [1]. In 2018, over 37% of 
Veterans were diagnosed with hypertension, making it 
the most common chronic medical condition [2]. 80% of 
patients referred and enrolled in NTXVHCS Home 
telehealth program are related to HBP. NTXVHCS 
Home Telehealth department staff identified significant 
knowledge deficit about self-management of HBP at 
home among these patients and their caregivers and 
led to the idea of organizing a virtual educational 
symposium where pertinent information could be 
delivered on a single platform from the comfort of their 
home. 

Introduction

To increase awareness on prevention, treatment, and 
control of hypertension among the Veterans and 
caregivers via virtual learning event using the PDSA 
methodology of VA Health Care System which is Plan, 
Do, Study, and Act. 

To provide evidence-based initiative through virtual 
resources that aims to address high blood pressure by 
partnering with AHA and interdisciplinary team at the 
NTXVHCS to the Veterans and caregivers.

Objectives

Methods Results

The Virtual HTN symposium was an effective approach of learning 
event to educate, increase awareness, prevention, treatment, and thus 
to achieve optimal knowledge to control of HTN among Veterans and 
caregivers. The Graph indicates the Veterans gained knowledge 
especially on how to manage HTN with heart-healthy diet by 
understanding reading the food labels, choose foods wisely, quality 
nutrition from healthy food sources, differences salt vs Sodium, label 
language on the food packets and cans, tips and tricks for low sodium 
lifestyle, etc.   
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Virtual Hypertension (High Blood Pressure) Symposium for Veterans and Caregivers 

Overview of Hypertension High BP and Medication 

Nutrition: How to be sodium savvy

Using WebEx platform, Home telehealth team conducted three 
series of the Hypertension symposium for the Veterans and 
their caregivers by collaborating with interdisciplinary experts 
such as Pharm D, Dietician, and the AHA. Each series included 
interesting information’s, discussion, and Q&A sessions. Topics 
included overview on Hypertension, medications and nutrition. 

Illustrations on proper technique to check BP at home, 
infographics and PowerPoints were used in delivery of the 
information for the Veterans and caregivers. Pre and posttest 
were administered to the attendees to assess their knowledge. 
Their feedback was used to provide additional education to the 
attendees after each series. 

Methods

Summary of Conclusions

As a result of this symposium, the attendees gained knowledge and 
understand the topics, and able to make lifestyle changes. NTXVHCS 
Home telehealth continues to assess their knowledge and deliver high 
quality patient care to improve the Veterans health. Future 
considerations include virtual evidence-based symposium twice a year 
and include the new enrolled Veterans with hypertension. NTXVHCS 
Home telehealth continues to find new ways to control and optimize 
blood pressure that leads to decreased risk of cerebrovascular, 
cardiovascular deaths and incidences of heart failure/chronic kidney 
diseases. 

https://www.cdc.gov/nchs/data/nvsr/nvsr68/nvsr68_09-508.pdf


Introduction

• National Center for Health Statistics (2017) estimated 37 million adults in 
USA or nearly half of all adults have high blood pressure (HBP) [1]. HBP 
increases the risk for heart disease and stroke which are the two leading 
causes of death for Americans [1]. In 2018, over 37% of Veterans were 
diagnosed with hypertension, making it the most common chronic medical 
condition [2]. 80% of patients referred and enrolled in NTXVHCS Home 
telehealth program are related to HBP. NTXVHCS Home Telehealth 
department staff identified significant knowledge deficit about self-
management of HBP at home among these patients and their caregivers 
which led to the idea of organizing a virtual educational symposium to 
deliver pertinent information on a single platform from the comfort of their 
home. 



Goal: To educate, increase awareness of prevention , treatment to achieve optimal 

knowledge to control HBP using virtual learning approach. 

Problem Statement 

• Home Telehealth identified significant knowledge deficit and gap 

in the perception about self –management of HBP at home  

among the Veterans and the caregivers at the end of  six 

months period of their enrollment.

• Home telehealth coordinators educate the Veterans through 

phone. There is no option of other learning methods for the 

Veterans and the caregivers to assist them to motivate learning. 

• There is no visual learning taking place in the program.

• The information provided to the Veterans is not appropriate at 

the 7th grade level. 

Actions and Improvements

▪ Transform the nursing practice using advanced technology (Web 
Ex software), PowerPoints and videos to improve patient outcome.

▪ Partner with  various leaders and departments for the approval.

▪ Coordinate with highly skilled and experienced interdisciplinary 
experts and American Heart Association to share their expertise 
using PowerPoints on management of HBP based on the 
challenges and problems in their daily life, and videos on how to 
check BP using home BP monitor for the Veterans and caregivers 
at the 7th grade level. 

▪ Contact  the patients  and email flyer with the details to the 
Veterans and the caregivers and set  reminders  twenty fours and 
one hour before the session for the three series.

▪ Conduct  Practice sessions  for the Veterans and caregivers to 
check the barriers in connecting. 

Follow-Up Actions

▪ The Home health care coordinators will monitor blood pressure 

of the Veterans who attended the symposium and analyze the 

data collected for improvement and sustainability .

▪ A follow up will be done in a week,  three months to identify if 

Veterans need further educational materials. 

▪ Will continue to conduct symposium twice every year on 

hypertension. 

Improvement Results

• Conduct Pre and post polling for each series. .

• Develop Graphs of the results of the poll .

• Collect feedbacks from the Veterans and caregivers via email and 
calls. 

• Meet Veterans and caregiver requests for the PowerPoints and 
other visual tools as a keepsake and for future reference. 

Virtual Hypertension (High Blood Pressure) Symposium for 
Veterans and Caregivers

DO

ACT STUDY

Date 11/11/2020 NTXVHCS Home Telehealth  

PLAN



Methods

• Using WebEx platform, Home telehealth team conducted three 
series of the Hypertension symposium for the Veterans and 
their caregivers by collaborating with interdisciplinary experts 
such as Pharm D, Dietician, and the AHA. Each series included 
interesting information’s, discussion, and Q&A sessions. Topics 
included overview on Hypertension, medications and nutrition. 

• Illustrations on proper technique to check BP at home, 
infographics and PowerPoints were used in delivery of the 
information for the Veterans and caregivers. Pre and posttest 
were administered to the attendees to assess their knowledge. 
Their feedback was used to provide additional education to the 
attendees after each series. 



Results and Conclusions

• The Virtual HTN symposium was an effective approach of learning event 
to educate, increase awareness of prevention, treatment, and thus to 
achieve optimal knowledge to control of HTN among Veterans and 
caregivers. 

• As a result of this symposium, the attendees gained knowledge and 
understand the topics, and able to make lifestyle changes. VANTXHCS 
Home telehealth continues to assess their knowledge and deliver high 
quality patient care to improve the Veterans health. Future considerations 
include virtual evidence-based symposium twice a year and include the 
new enrolled Veterans with hypertension. VANTXHCS Home telehealth 
continues to find new ways to control and optimize blood pressure that 
leads to decreased risk of cerebrovascular, cardiovascular deaths and 
incidences of heart failure/chronic kidney diseases. 



Texas Hypertension Control Summit Series

• Free CME - Lifestyle: https://targetbp.org/tools_downloads/cme-course-lifestyle-
interventions-for-the-prevention-and-treatment-of-hypertension/

• Free CME - SMBP: https://targetbp.org/tools_downloads/cme-course-using-smbp-to-
diagnose-and-manage-hbp/

• To join a regional collaborative, contact Heidi McPherson, Heidi.McPherson@heart.org

https://targetbp.org/tools_downloads/cme-course-lifestyle-interventions-for-the-prevention-and-treatment-of-hypertension/
https://targetbp.org/tools_downloads/cme-course-using-smbp-to-diagnose-and-manage-hbp/
mailto:Heidi.McPherson@heart.org


Thank You, Planning Committee!

Texas Department of State Health Services
Nancy Eichner, Cymphoni Campbell, Nicolas Lopez, & Melissa Lamberton

Texas Cardiovascular Disease and Stroke Partnership
Leon Jerrels

American Heart Association
Lharissa Jacobs, Jenny Eyer, Emily Zhang, Sarah Mohmedali, Suzanne Hanshaw, Takiyah Wilson, Alison 
Smith (AMA/AHA), Stephanie Chapman, Stacy Christian, & Heidi McPherson.

American Medical Association
Sinead Forkan-Kelly, Katelyn Dean, Alison Smith (AMA/AHA), & Lauren Barbian



Texas Hypertension Control Summit Series

Register for our last Summit session today!

Thursday, December 3 – Celebrate Progress Across Texas

11:30 am to 1:00 pm CT

Join us for the statewide Target: BP awards ceremony!
Awards presented by Dr. Eduardo Sanchez, according to region.

The recording and presentation slides will be linked to the website: texashypertensioncontrolsummit.heart.org

https://ahahouston.ejoinme.org/MyEvents/20202021TexasHypertensionControlSummit/Register/tabid/1138968/Default.aspx
https://ahahouston.ejoinme.org/MyEvents/20202021TexasHypertensionControlSummit/Register/tabid/1138968/Default.aspx
https://ahahouston.ejoinme.org/MyEvents/20202021TexasHypertensionControlSummit/Register/tabid/1138968/Default.aspx
http://texashypertensioncontrolsummit.heart.org/


Thank You!
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2021 Target: BP Recognition Program

New Awards Preview



Evidence-based BP Activities

Equipment Calibration & Validation

1) Calibrate all BP measurement devices

2) Check to see if devices are validated

Staff Knowledge & Skills

3) Strengthen staff knowledge every 6-12 months

4) Test staff skills every 6-12 months

System of Care

5) Use a protocol to consistently measure BP

6) Post the red graphic next to every device
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2021 Target: BP Award Options
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