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One of the first things we learn when we 
start caring for patients is how to check blood 
pressure.  Still the evidence suggests that 
most health care workers measure blood 
pressure incorrectly.  Among the many rea-
sons for this problem is the unfortunate real-
ity that correct blood pressure measurement 
techniques are difficult to perform in “the 
real-world.”   

For example, the American Heart Asso-
ciation recommends that patients be posi-
tioned in a chair with back support, with their 
legs uncrossed, their feet flat on the floor, 
and their cuffed arm supported on a flat sur-
face at heart level.  Yet in many exam rooms 
the sphygmomanometer is mounted on a wall 
next to the exam table, forcing providers to 
position patients incorrectly.  Similarly many 
busy practices find it difficult to find time to 
follow other important recommendations 
such as inflating the cuff to 30 mmHg above 
the point where the pulse is no longer felt, 
deflating the cuff no faster than 2 mmHg/sec, 
providing patients with a resting period prior 
to measurement, and averaging the results of 
multiple consecutive readings.   

These issues are important because evi-
dence suggests that unreliable BP measure-
ments lead to delays in escalating hyperten-
sion treatment when blood pressure readings 
are high.  Evidence also suggests that subopti-
mal practices can hamper provider efficiency, 
since many PCPs end up rechecking a sizable 
portion of initial blood pressures obtained by 

their staff. 
Working with the JHCP performance im-

provement team, the Project 1 BP Measure-
ment work group redesigned the patient 
screening process to help clinicians follow the 
AHA guidelines while maintaining their produc-
tivity.  We also introduced a new BP measure-
ment device (the Omron HEM-907XL) to auto-
mate several steps of the process, making it 
even easier to obtain accurate BP measure-
ments.  Since April, we have implemented 
these changes at 5 sites: Wyman Park, EBMC, 
Greater Dundalk, Canton Crossing, and Green 
Spring Station.  In September we will bring 
these changes to White Marsh, the sixth and 
final site of this project. 

With each roll out JHCP staff provided 
useful insights and tips to help improve the 
work flow.  For example, Alex Emerson and 
other MAs at Wyman Park discovered they 
could leave the exam room while the Omron 
device automatically obtained 3 consecutive 
BP readings.  Now they can attend to other 
tasks, and they only return to record the aver-
age BP reading.  Building on this innovation, 
MA-PCP teams at EBMC and Greater Dundalk, 
like Goretti Samuels with Sadie Peters, and 
Emily Hylton with Tracey Shultz have paired 
up to record the BP.  There the MA starts the 
process, but the PCP records the final BP read-
ing so that their MA does not have to return.  
Other staff have found that the automated 
blood pressure cuffs allow them to multitask 
more efficiently, while completing corporate 
standards for standing orders and screening 
questions and obtaining the blood pressure.   

We greatly appreciate all suggestions and 
thank everyone at JHCP for their enthusiasm 
and ideas.  Preliminary data has begun to 
come in from the earliest implementation sites 
(Wyman Park and EBMC).  We hope to share 
these results with you, get your feedback  and 
provide you with updates on the care manage-
ment and provider education initiatives at one 
of your practice meetings in the upcoming 
weeks.  

The Blood Pressure 
Measurement Initiative 
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 Recently I was asked to give my opinion on the significance 
and value of “Community Advisory Boards” (CABs).  My first 
thoughts were, “Wow the CAB, the outside voices to the internal 
organizations, institutions, departments and communities.” Sec-
ondly I related it to the CAB I serve on at the Hopkins Center to 
Eliminate Cardiovascular Health Disparities. I understand the 
CAB as the external voices that are comprised of people with 
diverse experiences, wisdom, vision and resources whose pur-
pose is to advise the governing body, to be a vehicle for effective 
community input on programming, community service and im-
pact on overall community involvement. 
 Involvement as a CAB member affords members to act as a 
group of community gatekeepers coming together with the in-
ternal bodies that exist in a controlled environment to work col-
laboratively to deliver services that have a positive output for 
the targeted populations -- for the greater community good. 
CABs are vital as they reflect the current knowledge of commu-
nity sentiments and culture towards proposed projects. CABs 
assist with program and policy development to assure that mar-
keting and recruitment strategies reflect the trends and culture 
of the targeted communities. 

 Lastly, because CAB members have 
no financial investment, they are unre-
stricted in their expressions and their 
advisement is free of internal institutional 
pressures that often interfere with gov-
erning bodies’ (in this case, the research 
team’s) views of the whole picture to 
address the needs of the communities 
they seek to serve. The fidelity of the CAB is that it is an integral 
part of the process, acting without the political influences that 
impede clearly seeing tasks at hand and advising of potential 
pitfalls and successes. 
 Success requires active community voices that understand 
working together. Sharing together brings synergy of the high-
est quality of life, creating new untapped alternatives to carry 
out program goals and objectives. CABs, working with the gov-
erning or convening bodies, value and utilize their mental, emo-
tional and psychological abilities to give input from design 
through implementation, evaluation and development of pro-
grams and policies.   
 This is why I believe CABs are vital!  
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Welcome Katie Dietz 
 The Center to Eliminate Cardiovascular Health Disparities is excited to announce that Katie Dietz, MPH has accepted the posi-
tion of Research Project Manager for the System Level Quality Improvement Intervention (Project 1).  Katie comes to us from Pro-
Health, where she was a Clinical Research Interventionist for the Achieve Healthy Lifestyles Trial as well as the POWER Trial. 

  Katie has a Bachelors of Arts degree from the College of the Holy Cross in Worcester, MA and received her 
Masters in Public Health from the Johns Hopkins Bloomberg School of Public Health. 

 Katie’s role will include coordinating research interventions at the six JHCP clinical sites that the Center is 
targeting. She will work closely with investigators to implement the blood pressure measurement, provider edu-
cation, and care management strategies being developed. Katie will also work closely with investigators in the 
management and analysis of data being captured by the project.  

 We ask that you join us in welcoming Katie to our research team.  
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Initiative (Project 1)  
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Initiative (Project 1)  
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Patient, Family & 
Community  

Outreach Trial  
(Project 2)  
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Focus Groups 

= 
 

= 

Development 

CLINICAL SITES: 

CC = Canton Crossing 

EBMC = East Baltimore 

GD = Greater Dundalk 

GSS = Green Spring Station 

WM = White Marsh 

WP = Wyman Park 

 
= 

Implementation 

 
Pilot Study = 

*For more information on our research studies visit www.jhsph.edu/cardiodisparities/research 
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  This past summer I had the opportunity to participate in the Hopkins Center to Elimi-
nate Cardiovascular Health Disparities Summer Internship for undergraduate students. I 
was exposed to a wide variety of information pertaining to public health and cardiovascu-
lar health disparities over the course of six-weeks. The program revealed to me the total 
prevalence of cardiovascular disease in Maryland. I was stunned by the degree to which 
the disparities existed in minority populations. I learned that the factors that cause health 
disparities are not just limited to racial issues, but also include environmental, socioeco-
nomic, and cultural aspects. During the program, I was afforded the opportunity to 
shadow different organizations that are tackling health disparities in Baltimore at the re-
search, clinical, and community level.   

While participating in the internship, I was able to attend several community advisory 
planning meetings and was able to participate in the discussions.  I really enjoyed my com-
munity field experiences at Sisters Together and Reaching (STAR), the Baltimore City  Nee-
dle Exchange program, and Baltimore Medical System. The field experiences gave me the 
opportunity to interact with the community and see how the research is actually being 
translated into practices that improve health outcomes. My clinical rotations at diabetes 
and cardiology clinics allowed me to see how healthcare is carried out from the doctor’s, 
nurse practitioner’s and nutritionist’s point of view.   

I am really grateful to have had this enlightening and exciting experience. Every day I 
learned something new about several careers in public health and local community out-
reach programs. I’m glad I had the chance to interact with students from different majors 
and Hopkins team members, because I enjoyed hearing their perspectives on various top-
ics.  The Internship will have a lasting impression on me. The program helped me further 
define my career path and I left with my own desire to make a difference in reducing 
health disparities.   

I am extremely grateful for the tre-
mendous learning opportunities that I 
have been afforded as a Hopkins Center to 
Eliminate Cardiovascular Health Disparities 
Pre-Doctoral Trainee. Through this fellow-
ship program, I am receiving training 
aimed at understanding causes and identi-
fying sustainable solutions to cardiovascu-
lar disease (CVD) disparities through a 
multifaceted mentoring and research cur-
riculum. This includes completing an indi-
vidual research project, attending Center 
meetings and monthly seminars, and in-
teracting with an amazing team of faculty 
and staff who are passionate about ad-
dressing CVD health disparities and dedi-
cated to mentoring the Center’s trainees.  

My research project examines the 
extent to which racial-ethnic differences in 
the burden of CVD risk factors, such as 
diabetes, high blood cholesterol, high 
blood pressure, and obesity contribute to 
racial-ethnic disparities in living donor 
kidney transplantation for patients with 

end-stage renal disease. This project is 
important to me because end-stage renal 
disease, which disproportionately im-
pacts racial-ethnic minorities, has been 
demonstrated to be a CVD risk factor in 
the general population and a more pro-
nounced CVD risk factor in African Ameri-
cans. I invite you to join me as I share 
some of my findings from this work 
within an oral presentation during the 
2011 American Public Health Association 
Annual Meeting, the oldest and largest 
gathering of public health professionals 
in the world.  

I am also fortunate to attend the 
Center’s Project 2 meetings, which fo-
cuses on the development of a patient, 
family, and community-level intervention 
to improve blood pressure control in hy-
pertensive African Americans. Through 
my participation in these meetings, I am 
learning about novel mechanisms to pro-
mote patient self-management behaviors 
and problem-solving skills using princi-

ples of community-
based participatory 
research.  

Also, I enjoy the 
opportunity to meet 
with experts from 
around the world 
who present at the 
Center’s monthly research seminars 
about topics ranging from the develop-
ment of community-based interven-
tions to improve healthy food access 
for underserved minorities in East Los 
Angeles to research that addresses 
ethnic differences in blood pressure 
monitoring and control in South Lon-
don, UK. These experiences will be vital 
to my career development as a health 
services researcher dedicated to ad-
dressing chronic disease disparities.    

 
Pre-Doctoral Trainee Tanjala S. Purnell 
is a PhD Candidate in the Department 
of Health Policy and Management at 
the Bloomberg School of Public Health  
Drs. L. Ebony Boulware and Thomas 
LaVeist are her primary mentors. 
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Undergraduate Internship            Jasmyn Moore 

Pre-Doctoral Fellowship                      Tanjala Purnell 

Niajee Washington   

Cornell University  

Jasmyn Moore 

Delaware State   

University 

Max Brodsky 

Vanderbilt  

University 

2011 UNDERGRADUATE INTERNS: 



The Hopkins Center to Eliminate Cardiovascular Health Disparities is 

one of 10 NIH-funded Centers for Population Health and Health Dispari-

ties. The Hopkins Center’s mission is to improve health and eliminate 

cardiovascular health disparities among Baltimoreans through innova-

tions in research and training, clinical practice, and patient/community 

education.  The Center includes 23 faculty from the Schools of Medicine, 

Nursing, and Public Health, who are working in collaboration with Johns 

Hopkins Community Physicians and focusing initially on improving con-

trol of hypertension in African Americans, who are disproportionately 

affected. A 30-member advisory board composed of community mem-

bers representing patients, faith-based and community-based organiza-

tions, neighborhood associations, historically black colleges, practicing 

clinicians, and local public health agencies, helps guide the Center to 

achieve its research, training and dissemination objectives.  

Johns Hopkins School of Medicine 

2024 E. Monument Street, Suite 500 

Baltimore, Maryland 

Baltimore, Maryland 21287 

HOPKINS CENTER TO EL IMINATE 

 CARDIOVASCULAR HEAL TH DISPARIT IES  
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www.jhsph.edu/cardiodisparities 
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