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Welcome, everyone. I am Bern Melnyk. I have the privilege of
being chair of our National Forum. It is truly a pleasure to be with
you today, as we celebrate our 10th annual hypertension convening
each May. What began as recognition of World Hypertension Day,
observed globally on May 17, has grown into a powerful
opportunity to come together, reflect on progress, and accelerate
action, because the reality is clear: Hypertension remains a leading,
modifiable cause of death worldwide. And that means the work
that each of you is doing every day matters deeply. I want to give
all of you a big dose of vitamin G for gratitude.

Our meeting today, "Unleashing Prevention's Power: Hypertension
Takedown" is about action. It highlights strategies, showcases
progress, explores innovation, and charts a path to reduce the
burden of uncontrolled hypertension. Hypertension takedown is
more than a theme; it is our framework for action. It aligns
programs, strengthens partnerships, and mobilizes efforts to
accelerate progress nationwide. At the center of that effort is a
simple, powerful goal we can all champion: 130/80. This target
gives us clarity and a unifying call to action across clinics,
communities, and systems. It reflects what we know to be true:
Real progress happens when we move together with purpose,
urgency, and shared accountability.

Today, we are also celebrating that kind of impact. We are excited
to present our inaugural Hypertension Impact Award, recognizing
exceptional leadership and measurable impact in advancing blood
pressure control. We extend our sincere gratitude to the National
Board of Directors and team for their wonderful leadership in
planning this meeting, to our convening silver sponsor,
AstraZeneca, and to our contributing members, Amgen, Ardelyx,
AstraZeneca, and Medtronic, our silver members, Bayer,
Boehringer Ingelheim, and Novartis, and our bronze members,
Cytokinetics and Merck.

As we move through today's sessions, I encourage you to fully
engage, use the chat to connect, share insights, and learn from one
another. We will also post helpful resources throughout the
meeting. We will host Q&A sessions after both session one and
session two. Please submit your questions using the Q&A button at
the bottom of your screen.

Research shows that without timely application, most of what we
learn in a seminar or workshop is quickly forgotten, often within

days or weeks, and only a small fraction ever translate into
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meaningful behavioral change. That is why it is so important to act
immediately. Take at least one or two ideas from today and begin
putting them into practice right away. Thank you for your
commitment, your leadership, and your dedication to improving
the nation's health.

And now it is my pleasure to welcome a true leader in this space.
Please join me in welcoming John Clymer, our wonderful
Executive Director of the National Forum.

Thank you, Dr. Melnyk. Let me add my welcome to the National
Forum's 10th mid-year virtual convening. To begin the program, it
is my true honor to recognize an exceptional leader in one of the
most urgent areas of cardiovascular health: hypertension control.
Today, the National Forum is proud to introduce a new distinction,
the Hypertension Impact Award. We will present this award each
year at the mid-year convening to recognize outstanding impact on
blood pressure management and exceptional leadership in
advancing hypertension control.

Hypertension remains the leading modifiable risk factor for heart
disease and stroke. Progress requires more than clinical excellence.
It demands collaboration and innovation and a deep commitment
to improving health for everyone everywhere. The Hypertension
Impact Award reflects those values: evidence-based care, strong
cross-sector partnerships, and a relentless focus on improving
outcomes for all populations. It is especially fitting that our
inaugural award recognizes a leader whose career has embodied
these principles in every respect.

I am honored to present the first ever hypertension impact award to
Dr. Keith Copeland Ferdinand, the Gerald S. Berenson endowed
professor in preventive cardiology and Professor of Medicine at
Tulane University School of Medicine. Dr. Ferdinand has been
involved in the National Forums leadership for over two decades
and is a past National Forum board member and chair. Following
this inaugural presentation, the award will be henceforth named the
Keith C. Ferdinand Hypertension Impact Award in recognition of
his enduring contributions to the field. Dr. Ferdinand's career
exemplifies a steadfast commitment to improving hypertension
outcomes across diverse communities. This award reflects his
dedication to evidence-based care, strong partnerships, and
equitable health improvement, core principles essential to
preventing /audio drops out].
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Thank you so much, John. I have received this award and I have it
here in my office at Tulane and it is a beautiful piece of work. But
more important, I am pleased because it recognizes the impact that
all of us should place on blood pressure management. The most
prevalent and perhaps potent of all the cardiovascular risk factors.
And on leadership — I should say leadership and service — Martin
Luther King said all of us can be great because all of us can serve.
The National Forum for almost two decades has been a leader in
collaboration. Groups and people working together to decrease
heart disease and stroke. And we were one of the proponents of
team-based care, not just the 15-minute doctor's visit, but nurses,
nurse practitioners, pharmacists, nutritionists, epidemiologists,
public health officials, mayors, and everyday people working
together to collaborate to control heart disease and stroke.

It is close to my heart. I appreciate this honor and I will continue to
try to do all I can to advance controlling blood pressure and
decreasing cardiovascular risk for all populations, regardless of
race, ethnicity, sex, gender, socioeconomic status, geography,
ability, or disability. Giving the best for all patients is the goal that
I personally have had, and I am so pleased to work with the
National Forum to advance control of blood pressure.

Thank you, Dr. Ferdinand. Gosh, all those factors that you just
said, all those commitments to principle and to serving, you are a
genuine servant leadership and I cannot imagine any greater honor
for the Forum than to have your permission to add your name to
this award, which we will give year after year to people who are
following your lead in providing great leadership to improve
hypertension management and control. So, thank you very much
for that honor. Thank you for agreeing to receive the award.

I do have a couple of questions for you, Dr. Ferdinand. First, based
on your observations and your work on improving blood pressure
control at the population level, what concerns do you have today?

I am somewhat concerned that we do not have information readily
available to the public. I worked with the National High Blood
Press Education Program for many years, and you would see our
handouts and our posters. They were omnipresent in the
environment. But now, people can go on social media and get
misinformation and disinformation. So, we need the National
Forum to help people understand what is true and what is not about
evidence-based medicine.
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I am also concerned that as we develop new devices and new
medications that we make sure that they are available to all people,
regardless of insurance status and high copays, because it really
actually widens disparities if we have something that is new and
fantastic but certain people cannot get access.

John Clymer: That is such a valuable point. Thank you. And you may have just
provided a segue to my next question, Dr. Ferdinand, which is
what excites you the most about our joint or collective pursuit of
80 percent hypertension control population-wide and what we are
really driving for, which is the elimination of disparities in blood
pressure management and hypertension control?

Keith Ferdinand: It excites me very much that we have groups like the National
Forum who are committed to reducing disparities. They are
making sure that all people have the best medicines available, that
they embrace lifestyle and get the best information so that they can
make personal choices for their lives. The National Forum has
been a leader in the idea of collaboration: public health officials,
clinicians, epidemiologists, and others working together. So, that
really excites me, that you have continued this work, John.

John Clymer: Well, thank you very much, Dr. Keith C. Ferdinand.
Congratulations on this award. And thank you again for your
longstanding servant leadership, for improving cardiovascular
health for everyone everywhere, and to our National Forum.

George Mensah, a co-founder of the National Forum and the
Director of the National Heart, Lung, and Blood Institute Center
for Translation Research and Implementation Science, recently
posted that uncontrolled hypertension is not a medical mystery; it
is a systems failure we know how to fix. He added that countries
like Bangladesh, the Philippines, and the Republic of Korea have
proven that rapid progress is possible. The tools exist. The
evidence is there. What is missing is urgency. I could not have
framed our purpose in today's convening any better than Dr.
Mensah just did. It is to catch up on the latest tools, review the
evidence, and most importantly, raise the urgency to prevent and
control hypertension.

We will now begin session one: leveraging innovation using Al,
EHR, standardized protocols, and new treatments to improve
hypertension control. As we have discussed, hypertension remains
one of the most pervasive and preventable drivers of heart disease,
stroke, kidney disease, and cognitive decline. Yet despite the tools
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we have today, control rates remain far below where they should
be. This session is focused on how we change that, how we move
from fragmented, one-off efforts to scalable, system-wide solutions
that truly improve outcomes.

We are fortunate to be joined by three leaders who are advancing
innovation in very practical and impactful ways. For time's sake, I
will be giving extremely abbreviated introductions to our esteemed
speakers, so please refer to the program book that is online for
their biographical sketches.

First, we are going to hear from Dr. Paul Leeson, Professor of
Cardiovascular Medicine at the University of Oxford, who will
explore how artificial intelligence and data-driven tools can inform
how we identify and manage hypertension, helping us find patients
earlier and intervene more effectively. Next, Dr. Dan Lackland,
Professor of Epidemiology and Neurology at the Medical
University of South Carolina, will discuss the role of electronic
health record integration and clinical decision support in closing
care gaps, bringing hypertension management into everyday
workflows across care settings. Then Dr. Modele Ogunniyi,
Professor of Medicine and Master Physician at the Emory
University School of Medicine Division of Cardiology, will share
insights on standardized treatment protocols and emerging
therapies that are improving outcomes at scale.

After the presentations, we will have about 15 minutes of
discussion and questions and answers. So, please submit questions
at any time using the Q&A button on your screen so we can
incorporate your questions into the conversation. With that, let us
get started with Dr. Leeson.

Paul Leeson: Lovely. Thank you very much. Let me start by saying [ am very
grateful for the opportunity to come and talk at this National
Forum, which clearly has a huge significance for delivering
improved hypertension care across the US and as an exemplar for
the world. To give you a bit of a background, I am based in Oxford
in the UK and have had interest in hypertension for many years,
running the hypertension service here in Oxford for the
Oxfordshire region. And we see many patients across the age range
with different levels of hypertension, needing different levels of
hypertension care.

In parallel with that, [ have a research program which has been
particularly interested in how we apply Al and Al methodologies
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to different aspects of cardiovascular prevention, particularly with
a focus around imaging, because imaging is very widely available
in lots of the centers we work within and provides a very quick and
easy way of getting to understand what is going on with the
cardiovascular system of an

I see a future of hypertension and Al in which we can bring some
of these things together, whereby we can use advanced imaging to
better understand heart disease underlying hypertension or being
driven by hypertension, but also finding better ways of managing
and treating hypertension and also discovering new therapies for it.
I think we all are very aware now of Al being part of our everyday
lives. And in some ways, the advances in Al are not yet fully
making it through into medical practice. And so, there is a real
opportunity here for us to guide and drive how we use Al as a tool
within our medical care.

Why Al is so attractive right now is because of the changes in
availability of large sets of data on patients. And I am sur ewe are
going to hear about electronic health records as a source of
information. We also have new imaging drive measures of disease
practice, and we also have very powerful computational
approaches we can apply to these large data sets, which allow us to
look at it in different ways. The concept of automating how we
care for patients and using machines to better understand how we
care for patients is not new. It has been around for decades. But we
are at a really pivotal moment where we can start to really plug
into this to change how we manage hypertension.

I think one of the key things which I want to talk about — there are
three areas I am going to focus on. First of all is the opportunities
of Al in identification, the opportunities of Al in how we manage
and treat blood pressure, and then the opportunities around
personalization. And personalization is really one of those
interesting aspects of hypertension care. We have at the moment
thresholds which are hugely important for driving understanding of
blood pressure and understanding how we achieve a good outcome
for patients.

But each patient knows themselves that actually the blood pressure
alone is not what makes them understand their disease process.
There are things which are going on underneath their blood
pressure, including changes in organ function, organ structure, and
in how they are feeling which actually differentiates one patient
from another patient at exactly the same blood pressure. And also,
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the blood pressure patterns and how blood pressure changes during
the day, how it changes the individual, whether systolic or
diastolic, also varies by patient. And the beauty of Al will be to
allow us to better personalize how we approach it.

So, let me talk about identification. One of the opportunities of Al
is new ways of identifying the group of patients who we know are
not being treated appropriately for their hypertension or are not
even aware of their blood pressure problems. The kind of
opportunities that exist within this space actually come through
some of these aspects we have been talking about around how
people are accessing and using Al all the time to get information
from websites and others. With proper approaches to how we
provide that data and private information, we can provide very
effective tools for patients to be able to interrogate and start to
understand that they may have a blood pressure issue.

One patient might be attending for another medical test, such as an
eye test or a test on their — a blood test. And from this information,
we now know using large data and Al that we can pick out those
patients who are likely to have hypertension without even needing
to know what their blood pressure is at the time they carry out that
test. By flagging this to a patient, they then can then go themselves
to find out what their blood pressure is, and you potentially start to
uncover large tracts of the population who previously were not
having their blood pressure checked, but because of their
interaction with the health service in different ways, there it has
allowed to identify those patients.

When we think about treatment and how you manage blood
pressure, very often we work with complex systems of different
guidelines for how we might give different medications and we
have to make decisions based on blood pressure levels. Again, by
combining large information on how patients are responding to
different treatments and different medications and use guidelines in
an automated way sot the guidelines become adaptable by machine
learning processes, you can start to give a — provide Al-guided
decision-making to patients to in terms of what medications they
choose or indeed what medications or dosing they might want to
use, which can accelerate treatment.

But finally, the personalization, as I was saying, each patient has
very different patterns of blood pressure. And now, we know — this
is some work we have been doing, particularly in Oxford, with
very large data sets, which can combine imaging, genomics,
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epigenomics and other factors. We can actually start to now piece
together a much better understanding of the different types of
hypertension we are seeing and actually grouping people into
different patterns, different trajectories, who will potentially have
different outcomes in terms of whether they are likely to have a
heart or a stroke. And really, this is a new phase which we very
much hope will be coming in whereby we can start to choose our
medications and choose our advice we can give to patients in a
much more personalized way.

So, I am going to wrap it up. This has been a very quick overview
and I am very — we are looking forward to answering questions on
this as well. But I think AI has huge potential now in terms of how
we look after patients and make improved or better outcomes.
These Al needs to be validated, but I think in terms of identifying
patients in terms of better treating patients and providing more
personalization, we are now very well placed to deliver this Al

revolution.
John Clymer: Thank you, Dr. Leeson. We will now move on to Dr. Lackland.
Dan Lackland: Very good. Thank you, John. It is wonderful to be here. And this

whole piece — and I think the National Forum for this wonderful
opportunity. And certainly, it is a pleasure to follow Dr. Leeson, as
he was discussing.

So, we have some slides. This is kind of what we will talk about, is
actually to discuss a little bit what Dr. Leeson was bringing, and
also looking at the electronic health record. The way we look at
this, I think very nicely, as Dr. Leeson said, we use this and
employ these mechanisms to improve hypertension control and
management. And that is an important piece. So, it is not — it is
bringing in here how can we make this more efficient?

So, if we take the electronic health record, if we take the clinical
decision support that was described, it reduces the management
gaps and provides a real-life team and real-life evidence-based
type of approach that we are able to see automating and
centralizing the patient data, just as Dr. Leeson was describing. It
also is used in the management too by synthesizing this data across
the health care continuum, just as we were discussing, using these
different technologies to basically assist the clinician to identify
and address and control and close these gaps that we see in
hypertension management.
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How we do that — some little bit specifics in this area of what can
be done. Well, one, this new mechanism can provide alerts and
reminders for the different patients, keeping people up with an up-
to-date part, not what was seen maybe a year ago or whatever,
bringing it up-to-date, opportunities for that. It improves control by
facilitating this real-time data monitoring, automating these alerts
that you can provide, and also enabling this patient registry, which
also gives you kind of a comparison between how the different
patients are doing on different aspects and gives you kind of a one-
shop quick feeling for that and identification.

The systems also streamline the flow for the providers, allowing
better identification, tracking, and management of patients, often
through targeted alerts, ordering different sets, and patient portals.
It also very importantly provides something that is essential for
hypertension management, and that is standardized care, doing
things in a similar type of manner. This provides, for example,
evidence-based guidelines, whichever of that protocol that you are
using, these systems will allow you to put that in there and make
your system — make your patients' management following these
standardized guidelines. It reduces medication errors because it is
providing you in a very quick manner, allowing the computer to
generate what you need to know in the way that we are looking at
medications and treatment. And very importantly, it identifies
white-coat hypertension and masked hypertension, things that are
somewhat complex in identifying in the hypertension world. It
does this for you.

This enhanced information exchange provides a comprehensive
data access, just as Dr. Leeson was saying. It provides all of these
pieces together and puts it into more of a holistic review of the
patient's history, eliminating fragmented care where you have got
diagnosis over in this category, blood pressure measurements, over
here are the lab measurements, over here are some issues with the
pharmacy, different type of treatments, all kind of fragmented in
one sense that we see now. This allows us to put everything
together. And employing things like Al it gives you kind of that
dashboard. Where it would take hours before, now it takes seconds
to get you that type of information.

A very important key part is it also brings in improved
communication, and shared data ensures across all members of the
team now as we go with team-based care, improving that
communication. And here are the kind of key roles to kind of spell
it out in one additional type of sense. Looking at closing that gap,
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looking at the clinical — the first part, the clinical decision support.
This provides a timely patient-specific information to the
providers, provides alerts for high blood pressure, and also
recommendations on the treatment and the actual management,
again, lowering that concern about clinical inertia.

The EHR, the integration automation, it provides the data that is in
that electronic health record and puts it there so that you can also
include things like blood pressure monitoring out of clinic
measurements, measurements from all over the different clinics. It
allows the data to flow in a very nice way. Also, it provides you a
patient registry. Now, from what I do, population health, this
provides that type of information. But the EHR system can also
provide you a registry of all of your patients with hypertension,
kind of giving you a comparison. How are you doing? How are the
patients doing? It allows for improved patient monitoring like we
have been discussing in this other piece. The other piece, the last
one is such an important part. It brings in evidence-based care
alignment. It brings in the EHR, bringing that in and bringing the
care in that fashion. Thank you. It is great to be here.

John Clymer: Thank you very much, Dr. Lackland. Now we will move on to Dr.
Ogunniyi.

Modele Ogunniyi: Thank you for the opportunity to be here. I am supposed to be
talking about standardized treatments, protocols, and emerging
treatments of hypertension that improve outcomes at scale. So, we
all know why we are here. Why do we — why are we focusing on
high blood pressure? Why is the National Forum focusing on high
blood pressure? We know it is the prevalent, the most prevalent
and modifiable risk factor for development not only of
cardiovascular disease but of stroke, of dementia, and all-cause
mortality. We also know that it is a significant contributor to the
cardiovascular kidney metabolic disease.

But if you do not listen to anything I say today, what I want you to
take home and what has been emphasized today is that the
overarching blood pressure treatment goal is less than 130/80 for
all adults, but with a caveat that there are additional considerations
for special for special populations, like those who are
institutionalized care, have limited predicted lifespans, or are
pregnant.

So, again, blood pressure goal: systolic blood pressure less than
130 — ideally, if we can, less than 120 because we know that the
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lower, the better, and a diastolic blood pressure less than 1. In the
guideline, a class 1 indication. In patients who have confirmed
hypertension, using the PREVENT calculator, we say a systemic
blood pressure less than 130 — ideally less than 120 millimeters of
mercury with a diastolic blood pressure less than 80.

So, moving right along, because we have a lot to cover in five
minutes, these are just some examples of standardized protocols
and implementation strategies. We know that stepwise algorithm,
as exampled by the WHO HEARTS, helps to titrate medications.
Simple linear decision trees. It reduces a standardized treatment
and reduces provider variability. Examples of standardized
protocols: the Kaiser Permanente model has standardized BP
measurements as well as treatment algorithms. They also prioritize
team-based care with performance reporting, and that has led to
them achieving a whopping 90 percent blood pressure control. And
when you think about the US, where less than one in five people
have blood pressure control, these are some examples of
implementation strategies or standardized protocols that we should
think about scaling up.

You have heard today just in the first session about team-based
care, using our pharmacists, medical assistants, nurses, a
multidisciplinary team, which indeed was one of the top 10
highlights of the new blood pressure guidelines. We know that
pharmacy-led blood pressure management programs are
successful. We know that engaging our nurses, our medical
assistants, using community health workers, team-based care is an
example of a successful implementation strategy. And remote
blood pressure monitoring. We know that covering — we know that
self-measured blood pressure monitoring, not only that, but with
follow-up, either virtual follow-up, digital follow-up, but taking
actionable steps on that, these are examples of how we can
implement to move toward the goal of getting blood pressure
controlled.

Now, moving along, we are just going to highlight novel therapies.
There are lots. This is an exciting time for the treatment of
hypertension. There are a lot of clinical trials going on. There are a
lot of new drugs going — that are available and a lot of trials going
on to demonstrate can we control blood pressure? Also, in the
guideline, we talk about renal denervation. But in the guideline, we
say that all patients being considered for renal denervation should
be evaluated by a multidisciplinary team with expertise in resistant
hypertension. And when we contemplate renal denervation, we
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need to have that shared decision-making process initiated to
ensure that patients choose a therapy that meets their expectations.

So, I always say that I am solution-focused. We can identify
barriers to implementation, but can we come away with solutions?
So, this are just a few and I will look to this crowd to help us
generate solutions, or to offer some barriers that I have not listed
here. There is therapeutic inertia. And you have heard from the
previous speakers" Automated EHR alerts, implementing protocol-
based titration are some of the things that we can do to overcome
therapeutic inertia.

We talk about medication nonadherence. Combination pills.
Mobile health reminders. Dr. Ferdinand, who is one of my mentors
and a leader in this space, did a trial where they were saying "Text
to BP." They were texting patients reminders: "Have you taken
your medication today?" Those are examples of projects that we
can upscale to overcome the problem of medication nonadherence.

You have heard the words "social determinants of health."
Community health workers are well skilled to address the adverse
determinants of health that leads to inadequate blood pressure
control. Screening, embedding this in the EHR is also another
process. Fragmented care. Can we have registries? Can we share
care plans? And of course, addressing the issue of care.

So, as I round up, these are my take-home messages. We have the
evidence and we know the guidelines and the evidence align, so it
is time for systems, health care systems, governmental systems. all
systems to act now to achieve blood pressure control. With
standardized protocols and team care, we can achieve blood
pressure control. We have the evidence. We need to implement
evidence-based blood pressure management protocols. And in all
we do, it is important to center this in equity. And finally, we must
act now to control hypertension because the status quo of
uncontrolled hypertension is no longer acceptable. Thank you for
the time.

Well, I am sure that Dr. Mensah is smiling right now, Dr.
Ogunniyi, because you tied your comments right into his call for a
heightened sense of urgency. Certainly something that we share.
We are now going to move into our discussion and Q&A period.
This is an opportunity to connect the dots across what we have
heard: Al and data-driven tools, EHR integration and clinical
decision support, and standardized protocols and emerging
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treatments, and to explore how these innovations can work
together to drive meaningful, scalable improvements in
hypertension control.

We have already received a couple of excellent questions and we
welcome more. So, please continue to submit your questions using
the Q&A button on your screen and we will do our best to get to as
many of the questions as time allows. So, let us begin with a
question for Dr. Leeson. Paul, is Al ready for clinical use to
manage blood pressure?

Paul Leeson: Yeah, I think that is a brilliant question in terms of, I think — and
we address this in two ways. One is Al interestingly is being used
for clinical use by patients by using techniques which are available
on the internet already. So, I think that is something we have to be
aware of when you are looking after patients, is that they are
getting some information using Al technologies. That is something
we need to be aware of and wary of as well. I think at the moment
we have some really good tools emerging about how you can give
good advice using Al technologies, and they need to be got better,
they need to be trialed and brought into practice quickly because
what we really need is those techniques using AI which are
providing the best quality information for patients. And that is kind
of a piece of work which is moving rapidly.

There are Al tools that are available in practice in different areas,
particularly within imaging. So, if you are wanting to do some
further evaluation of end organ damage or things in patients with
hypertension, often those will already be Al-enhanced, the
techniques we have. So, it is coming through different spaces and I
would expect a lot more work to be done in that information space
and the guidance space relatively rapidly.

John Clymer: Thanks. And I have seen claims that Al can massively improve the
accuracy of diagnoses, Al integration, and reading imaging. Is that
accurate?

Paul Leeson: Yeah, and I think the interesting piece around that is that the blood

pressure leaves signals of its presence across lots of different parts
of the human body. So, you are looking at the retina or looking at
the heart or looking at other blood profiles. So, there are signals of
hypertension being an issue that can be picked up automatically
using Al systems, which can flag this to the patient or the doctor to
be investigated further. I think that sort of additional value that you
are getting from the application of Al is something that will
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provide benefit for us as we manage hypertension and importantly
identify patients at risk who currently do not realize they are at
risk.

John Clymer: Yeah. Yeah. Well, thank you, Dr. Leeson. Dan Lackland, we have
a question for you, which is do you need a sophisticated EHR to
properly manage high blood pressure?

Dan Lackland.: It is a brilliant question. It is a brilliant question from the global
aspects, from the national aspects, from the regional aspects, from
the local aspects. The answer is clearly NO. Capital N, capital O.
You want to implement your strategies those blood pressure —
standard protocol blood pressure measurement protocol with
validated devices, the team-based approach, things that we have
heard about very nicely about implementing a blood pressure
control program. Yes, you can implement that without Al, without
a sophisticated electronic health record, and sometimes the
complexities and the resources are just not available. So, we say let
us get in with the components of hypertension control and
management, implement that, and then let us work on these other
great resources that we have discussed that will help facilitate that
management, but implement that as soon as possible because half
the population needs these — this approach.

John Clymer: All right. Thank you. And Dr. Ogunniyi, particularly your closing
comments reminded me that I often think when we are trying to
increase the sense of urgency to detect and manage high blood
pressure to prevent hypertension and control it, that really, all we
need to do is have Modele Ogunniyi appear everywhere and say
what you said, because how can you not hear your message and
feel that sense of urgency? But we cannot. We cannot do that,
unfortunately, because you have patients to see at Emory, people
who are depending on you. So, there — another phrase that you did
not use today but you have at other times is that you have talked
about the lethality of uncontrolled hypertension. And that always
struck me as not just a pithy but a very powerful statement. So, I
am wondering, can we persuade the public in clinicians and
perhaps most importantly health care system decision-makers that
this lethal condition demands action now?

Modele Ogunniyi: Thank you, John, for that question. I think it is a three-way
approach. But I think from the patient perspective, one thing I have
found helpful is the power of storytelling. So, when you think
about tobacco control and the ads you see on TV, it is very
compelling, right? You would not want to pick up a cigarette. But
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if you have a patient, you involve a patient, or a patient whose
family has been affected by the complications of hypertension,
kidney disease, stroke, heart attack — so, I think that we do not do a
good job in the space of hypertension to employ that powerful tool
of storytelling of the patient with hypertension, telling their
journey, all the complications, all the difficulties they have with
managing blood pressure.

I think that with policy makers I have seen that happen as well. I
attended a hearing where Medicare was considering whether to
cover blood pressure monitors. And I think you were on that call as
well. A lot of organizations came. Clinicians came. They talked
about why this needed to be controlled. But at the end of it, a
clinician invited her patient and the patient talked about actionable
steps. She talked about how she measures her blood pressure,
sends it to her doctor, and her doctor makes recommendations.
And at the end of it, they summarized and said, "Bring more
patient stories."

So, it challenges us to think outside the box and consider using the
impact, the power of storytelling, the power of the effects of
uncontrolled hypertension, the early complications, the groups that
are disproportionately affected. And I think that that may be a way
to change the narrative and let people know that although we call it
the silent killer, it is killing people. Thank you.

John Clymer: Yes. And Modele, I am so glad that you just mentioned storytelling
because I think so many of us are accustomed to making decisions
based on objective data and we often overlook the importance of
storytelling and how powerful stories can be in persuasion. So, |
am glad you mentioned that. We have an important question from
Kristina Danhausen. She asks, "In many rural areas health systems
or struggling to even have modern EHRs. How can we create
equity in the US with regards to having the technology needed to
be working in the Al space and the EHR clinical integration
space?" Can we answer that in about one minute?

Dan Lackland: Okay. John, may I go first? I think it was very, very similar to what
we have had. It is a brilliant question. And again, from the World
Hypertension League standpoint, this is the major question. And
so, we have great resources and great evidence-based materials,
but you do not have the necessary resources to pay for it and to put
— and to turn around and do an implementation. And that can be all
aspects of it. What we have done with the World Hypertension
League is our recommendation is implement what you are able to
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implement now. Recognize blood pressure is essential to control.
Implement what parts you are there and then let us work with you
to gain these other resources and to implement them as they go.
But the first piece is taking that first step. Identifying blood
pressure is a top priority for you and implementing that system. So,
marvelous question.

All right. Thank you, Dr. Lackland. And Dr. Leeson, I am going to
throw the final question across the pond to you. Celina Gorre, the
CEO of WomenHeart, asks "As we know, women are often
underdiagnosed or misdiagnosed, undertreated, and certainly
under-controlled. What can patient organizations do to ensure that
the benefits of Al are realized for those that the system currently
leaves behind?"

I think it is a brilliant question. And this is kind of one of the areas
we are very keen to push, this concept of how we manage
cardiovascular disease for women, because at the moment we have
very, very standardized approaches across the population. And
there are some particular areas which we are just ignoring to a
large extent. I think in women in particular, there are some real
moments in, particularly in early life, where we have great
opportunities for prevention. And what springs to mind obviously
is a hypertensive pregnancy as a red flag warning sign in women
very early on that they have a hypertensive problem. We know
these women are at a particularly increased risk. So, we are
particularly interested in how we — how you drive that messaging
at that touchpoint with health care where you can start to
implement things which are going to really make a difference for
these women, which may prevent a lot of those later-life
complications right at the root.

And that is a unique opportunity in women that we do not
necessarily have in men, that we have an opportunity to create a
great piece of work around. And I think Al is relevant here in
terms of — I was struck by those other two comments in terms of
how you pick up early disease and tell a story where it is —
although the blood pressure number is hugely important, what is
going on underneath in terms of early development disease is
really important to capture. And so, the patients can understand
that it is not just about a number; it is about what other disease
patterns are emerging. And again, in women as well, understanding
how the heart might be changing, how there might be very female-
specific risks and diseases which are developing relative to their
blood pressure. Start to tell that story as well.
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Thank you, Paul. Very, very important question. We appreciate the
thoughtful answer. Dan Lackland, I think you would like to say a
word about World Hypertension Day. We can give you a moment
on that and then we will close out this terrific session.

It was a terrific session. I am honored to be with the two panelists a
great deal. May 17th is a day for everyone, and kind of fitting in
the parts like this: Do we have an EHR? Do we have AI? Do we
have implementation of the difficulties? Regardless, May 17th is
for all of us. World Hypertension Day. Recognizing it there. And
so, we encourage everyone to kind of participate and be a part of it
with the resources and the passion that you have and implement
that but recognize, very important, May 17th, World Hypertension
Day. Thank you.

Thank you, Dan. And thank you to audience members for the
thoughtful questions and to Modele Ogunniyi, to Paul Leeson and
Dan Lackland for a rich and practical discussion. What we have
heard in this session is clear. Innovation is not just about new tools.
It is about applying them in ways that are integrated, scalable, and
focused on improving outcomes. So, from Al and data-driven
insights to HER-enabled decision support, to very importantly, as
Dr. Ogunniyi said, standardized protocols and emerging
treatments, we have real opportunities in front of us to move the
needle on hypertension control.

The challenge now is ensuring these innovations are implemented
consistently and that they reach the patients and communities who
need them most. And that brings us right to our next session,
leveraging all the players, empowering health care teams to
implement evidence-based care and enabling patients to participate
in controlling their blood pressure. It is indisputable that team-
based care improves blood pressure control. Team-based care has
been a core strategy that has qualified practices and systems for
recognition as Million Hearts hypertension control champions. So,
how do we fully activate the care team and better engage patients
so that hypertension control becomes a coordinated team-based
effort rather than a series of disconnected or fragmented
interactions?

We are joined now by a group of insightful leaders who will help
us explore this from multiple perspectives. First, Dr. Krystalyn
Weaver, who is the CEO of the National Alliance of State
Pharmacy Associations, and she will discuss how we can better
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leverage pharmacists and the broader care team to expand access
and improve hypertension control. Next, Dr. Erica Spatz, Associate
Professor of Cardiovascular Medicine at the Yale School of
Medicine, will share health system strategies that integrate
multidisciplinary approaches and drive scalable team-based care
models. And then, Dr. Yvonne Commodore-Mensah, Professor
and Associate Dean for Research at the Johns Hopkins School of
Nursing and faculty member in the Bloomberg School of Public
Health, will focus on how we engage patients and advance
population health strategies to reduce disparities in hypertension
control. As with the previous session, I encourage you to submit
your questions throughout this one using the Q&A button. And
now, let us move to Dr. Weaver.

Krystalyn Weaver: ~ Well, thank you so much for the invitation to be here today. I have
already learned a lot just listening to the last panel, so I really
appreciate being part of the event today. Just a quick introduction.
I 'am Krystal Weaver. I am a pharmacist and also a lawyer. Do not
throw any tomatoes at me. Hypertension is so close to my heart. I
became a pharmacist in large part because I come from a family of
pharmacists, but decided to go down this road after watching my
very dear grandma suffer with extreme hypertension her whole
life, and she hated taking her medicines because they made her
tired and she was not compliant and I wanted to make a difference
for other people in that realm. Got into it and realized I am more
suited for the policy side, and so this is the perfect place for me to
bring my passion. So, really appreciate the invitation, John

So, I am going to talk about some opportunities with pharmacists
today. So, the real opportunity that we have with pharmacy is that,
as you all know, most Americans with hypertension are
uncontrolled. And that is not because there are not available
treatments that work. We have lots of medications that work, but
the bottleneck is really having enough access, follow-up, and
titrating those medicines to work optimally for our patients.

But we have nine in 10 Americans who live within five miles of a
community pharmacy, so we have a lot of infrastructure available.
And that is a workforce sitting right in plain sight with more touch
points than any other setting can offer. Patients walk into their
pharmacy multiple times per month, whether it is to pick up a
medication refill or to pick up something else that they need from
the convenience end of the pharmacy. So, there is a lot of
opportunity there to get pharmacists in front of patients to manage
hypertension.
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And when we let pharmacists manage hypertension, the model
really works. I have some stats up from one study, but there are
many, many studies on this topic showing that pharmacists can
make an impact. This study from JAMA, a pharmacist-led team
nearly doubled the rate of blood pressure control from 30 percent
up to 57 percent. And there are many studies that echo support for
pharmacies' involvement in managing hypertension across practice
settings and in different delivery models. So, this really is not an
experiment anymore. In pharmacy we love to do demonstration
projects showing how pharmacists can support patient care, but we
are really past the demonstration phase and we need to move on to
implementation and scale.

So, pharmacists can function in many different practice settings
and can support the health care team in each of those settings with
hypertension management. So, in one setting, pharmacists can be
embedded in primary care, working under collaborative practice
agreements or other types of arrangements to manage titration and
adherence between visits with their primary care provider, and that
is the highest touch model and shows the largest reductions in this
— in the literature.

I will just share — and this is real life in Washington State, where
they have had a collaborative practice authority for pharmacists to
manage medications directly for probably close to 50 years now. I
was going to say 40, but I think it was 10 years ago that we hit the
milestone for that. And so, it is really embedded into their culture
that pharmacists participate in these collaborative practice
agreements and are part of the care team. And our pharmacy
association there estimates that about 30 percent of the workforce
is embedded in these types of clinics and ambulatory care settings.
So, this is a real opportunity to spread to other areas of the country
too.

And then, of course, community pharmacist programs can reach
patients where they actually are, and there is a lot of opportunities
to provide screening services, MTM, and in a growing number of
states even independent prescriptive authority. And we can unlock
that setting if we reduce some different barriers to provide more of
that higher touch care as well. And then, there are also telehealth
models where we can have kind of a hub-and-spoke approach to
use telehealth to enable pharmacists to bring care to rural areas or
under-resourced systems that cannot have their own pharmacist
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embedded but the pharmacist can serve that setting from a
distance.

And of course, you all know hypertension is a team sport and
pharmacists also work best when they are paired with medical
assistants and nurses who are doing accurate in-clinic measurement
and onboarding with community health workers and pharmacy
technicians who can address social determinants of health,
transportation challenges, delivery of medications, and build trust
in the patient populations that they serve and with physicians and
nurse practitioners and physician assistants who set the treatment
plan and lean on the pharmacist to make those titration and follow-
up services happen after the fact. And the pharmacist can serve as
this connective tissue between each of these different layers of
care.

So, the real issue is what is holding us back? We have lots of data
that this works. What is keeping us from getting there? The first is
a big issue that pharmacists are not recognized within Medicare
Part B-as-a-boy as a provider, and so we cannot bill or be paid for
services that we provide in Medicare to a large extent. Scope of
practice varies widely from state to state, so what is allowed in one
state may not be allowed in another. And really, technology. One
of our speakers earlier talked about the importance of sharing data
through an interoperable EHR. Most pharmacies do not have that
interoperable access today, and so there are a lot of limitations
there in the data exchange realm.

Some opportunities for us to work together to make change.
Championing provider status. That tends to be a bad word that we
have stopped using because some groups take issue with it, but we
do have bills available in Congress right now that would recognize
pharmacists. I think there is a real opportunity with the rural health
transformation program to get pharmacies linked up through
EHRs. And then, of course, health systems can invest in
pharmacists now. If you are able to, invest in a pharmacist who can
serve on the team and help get hypertension under control. Thank

you.

John Clymer: Beautifully done. Thank you, Dr. Weaver. We will now move on
to Dr. Spatz.

Erica Spatz: Hi, everyone. I am glad to talk to you today about health system

strategies that integrate approaches that were described by Dr.
Weaver and seeing how they can play out in both small and big
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ways in your health system. So, as we all know, home blood
pressure monitoring is now a class 1 recommendation for both
diagnosing and controlling hypertension. And so, this is exciting
because we have data that shows that the blood pressures that we
get at home are better than the ones that we get in the office. We
know there is a lot of white-coat hypertension, up to 30 percent.

But when we try to do this for all of our patients, there is a really
heavy load on clinicians. So, the data may come in via MyChart
messages, they may come in on a stains napkin, but they are not
often delivered in a structured way. And a lot of times, if patients
are using MyChart or other kinds of patient portals, there is a high
in basket load. It leads to a lot of uncompensated and poorly
documented work that can take place after hours, and a lot of
clinicians do not have that extended care team to support them.

Moreover, what we are doing with home blood pressure
monitoring, even if we have wonderful home blood pressures,
many of them are not visible for us to ensure high quality within
our practices or to report out for quality measures. So, there is poor
documentation and they are not available for value-based care
programs. Moreover, we have challenges with remote monitoring
devices. When we do not have an established program, patients
may be using non-validated blood pressure devices, of which there
are lots of them on Amazon, that have not been validated through
AMA. Devices can be costly. There is variable connectivity and
variable insurance coverage. And I would submit to you that when
this is happening, when clinicians are doing home blood pressure
monitoring, despite there being codes, most of us are not billing for
this work that we are doing.

So, the case for remote patient monitoring, really, I think, needs to
go up one level, from the clinicians to the population health
approach of a health system. And in doing so we really can make
the case that we can achieve the quadruple aim: improving quality
of care, which means controlling blood pressure and improving
downstream health outcomes. Improving the patient experience.
Patients do not need to come into the office to get their blood
pressures taken again. They can be managed at home. And seeing
the blood pressures at home can help them to feel more in charge
of their health. They can see connections between their diet or
stress levels and find self-management techniques. They may see
that missing a dose of their medication results in an increased
blood pressure, so it supports more patient engagement and
empowerment.
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The clinician experience can be enhanced if we do things from a
population health approach, ensuring that clinicians stay in the
driving seat, setting goals with their patients, but getting help with
the care that is needed to deliver ongoing home blood pressure
monitoring without increasing in basket messaging. And then,
those value drivers that health systems really want to see. How do
we unclog our clinics and make capacity for new patients or sick
patients? How do we decrease acute care visits amongst our
chronic disease patients, including people with hypertension? How
do we get to shorter lengths of stay, reduced readmissions, and of
course better performance on our value-based care measures?

So, what are some key strategies that health systems can adopt?
One is to really start with aligning goals between your population
health teams, your primary care, and specialty care. This is
something that should not happen in silos. This really affects
everyone, and the more people you could bring around the table,
the better. Also, partnering with our digital health departments is
really important. Establishing some standards around device
acquisition and dispensing, managing incoming data, how we are
going to connect to the health record if we can, and then really
thinking about what are we doing with that data? Can we put up a
team-based approach to managing blood pressure?

I will tell you about a program that we started at Yale that started
small because I think it could give you some ideas of what you
could do now and then something that you could do more at the
health system level. So, within our digital hypertension program,
we decided that patients who had persistently uncontrolled blood
pressure would be referred to our program. The device, the blood
pressure device could be anything. It could be Bluetooth-enabled,
which then has an app, which is not so great. It could be cellular-
enabled and we could sync it with our medical records so that there
is no digital tech necessary, that blood pressure just seamlessly
flows through. It could also be that patients are manually inputting
their blood pressures in through their patient portal. We will take it
any way they come, but we want to get them in Epic. And then,
what we did was we engaged with our pharmacy team using
telehealth visits. They monitor the incoming blood pressures. We
use a collaborative drug therapeutic management contract and they
are able to prescribe medications.

We have — again, any way we will take the blood pressures. We
want the blood pressures to get into the medical record, as you can
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see here, just in a regular review flow sheet. And then our
pharmacists use care pathways where we have low-dose
combination pills to start with. These were modified from health
systems like Kaiser and Geisinger and our very effective protocol-
based strategies. Of course, pharmacists have the flexibility to
prescribe anything that is consistent with our guidelines, but these
protocols have been very helpful. And then, once the patient is
done with the program, they graduate. We launched this in
cardiology. We were able to extend it to our maternal fetal
medicine program for postpartum hypertension. We never got to
employee health, but we then did community screening, so more
proactive outreach.

We had a lot of wins and challenges, and here is where there is a
lot of opportunities. On the win side, we had — we got experience
establishing care teams. We onboarded clinicians, getting some of
those early adopters in, seeing what their experiences were, and
then those laggards were like "Oh, I want in now too," because
they could see the benefit for patients. We were able to improve
workflows to optimize patient experience, develop and implement
pathways for hypertension control, identify best practices for
referring, managing, graduating patients. And really, we came out
with high satisfaction amongst patients and clinicians.

However, there were several challenges that limited scalability.
Those included but are not limited to an unreliable source of blood
pressure cuffs, different types of connectivity that challenges you
with data collection and aggregation. We were not billing. We
were unable to scale to really all of our primary care practices
where we want this to live. And it was hard to track the impact and
outcomes and value at the health system level.

So, with all of these data in 2025, we did partner with a vendor that
can offer remote patient monitoring for hypertension at scale.
Importantly, this model is sustainable, meaning that it operates off
of reimbursement, and so it is something that our health system
was very interested in. And it is something that can be measured.
We can measure uptake of the intervention. We can measure how
effective it is in controlling blood pressure, the outcomes on acute
care utilization, and then cost. So, these are the different types of
strategies that I think can be available to you. And I hope that
wherever you are starting, you get started. Thank you.

Thank you, Dr. Spatz. Boy, I have a bunch of questions about what
you just presented. That is great. We need to move on to Dr.
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Commodore-Mensah. Before we do that, I just want to point out
that there are some great comments in the chat. So, if you have not
turned chat on, I urge you to do so and take a look at what some of
our fellow participants are saying. There are a lot of valuable
comments from important perspectives. Now, Yvonne, take it
away.

Yvonne C-M: Great. Thank you so much for inviting me to be here today. [ am
Yvonne Commodore-Mensah. And I am also really glad that we
are modeling team-based care today, having a pharmacist, a
physician, and now a nurse talking about how we can engage
patients. So, I will share our experiences conducting the LINKED-
BP and LINKED-HEARTS programs. And so, LINKED-BP and
LINKED-HEARTS are distinct trials. There are some similarities
but there are distinct differences that I need to point out.

Let us first start with LINKED-BP. I really appreciate that my
colleague, Dr. Ogunniyi mentioned earlier that normal blood
pressure is less than 120/80. But we know that we have patients
whose blood pressure may not be normal above 120/80 but may be
less than 140/90, and the traditional stance in some settings for
some clinicians or health systems may be to wait and see and that
is not acceptable. If we want to take down hypertension, we need
to do more to prevent that progression from elevated blood
pressure — stage one hypertension to stage two hypertension.

So, LINKED-BP seeks to do exactly that. We have already
recruited 470 participants from 20 primary care sites across the
Maryland and D.C. area and some of them are considered federally
qualified health centers. And in terms of the intervention, it
includes a community health worker, the use of home blood
pressure monitoring, and a mobile health application. And
LINKED-BP is funded by the American Heart Association.

And on the right side, we have LINKED-HEARTS. So, LINKED-
HEARTS focuses on people who are diagnosed with stage two
hypertension but also have other chronic conditions such as
diabetes or chronic kidney disease. We know that often many of
our patients do not just have hypertension; they are also diagnosed
with other chronic conditions that may make controlling blood
pressure even more challenging. So, here we have recruited 425
participants — so, they can be Black, White, and also Hispanic —
and also recruited across primary care sites in the D.C., Maryland
metropolitan area. And in terms of the intervention, the
components are fairly similar to LINKED-BP, but the main
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difference here is the inclusion of a pharmacist because, again, you
have patients diagnosed with multiple chronic conditions and that
study is funded by the NIMHD. Next slide.

And so, the evidence is clear. Home blood pressure monitoring is
one of the effective ways to improve blood pressure control and
maintain blood pressure control. Now, some may consider this a
bold idea, but every patient who is diagnosed with hypertension
needs access to a validated home blood pressure device to monitor
their blood pressure. But again, it is not enough for them to just
have access to the device. We need to find a way to share readings
with the clinical team. And now there are mobile health
applications. And the one we use for LINKED-BP and LINKED-
HEARTS provides a list of validated blood pressure devices that
are Bluetooth-enabled that sync with the app. And what I am also
grateful for is that this app is available in four languages, in
English, in French, Spanish, and Mandarin Chinese. We also need
to consider the fact that our population is getting more diverse, so
as we think about technology and tools, we need to make sure we
are reaching all patients. Next slide.

But we also need to consider that it is not enough to simply give
someone a blood pressure device. I think we have seen this. There
are people who have Pelotons or treadmills in their basements and
never use it, right? So, technology is important, but it is
insufficient. And so, the evidence is clear that in the case of home
blood pressure monitoring, patients need additional support, and
that support can come in the form of community health workers.
So, often you hear about trials and do not get to see the faces
behind the intervention, so I just wanted to take this moment to
highlight our amazing community health worker team. Two of
them are bilingual, again, to the heart of making sure that we are
reaching all patients. Because we are also recruiting Hispanic
patients, we wanted to make sure that we had bilingual community
health workers as well.

So, they meet with a patient at baseline at the site. They teach them
how to use a home blood pressure device. They tell them what to
do if blood pressure is too high or too low. They also show them
how to use a mobile health application and help them sync the app
with their blood pressure device. So — and they also assess social
needs at baseline. We have talked about the importance of
understanding social determinants of health. So, these community
health workers have been instrumental in both LINKED-BP and
LINKED-HEARTS.
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But in LINKED-HEARTS, we have the pharmacist. And I really
loved all of Dr. Weaver's comments. So, Samantha DeMarco is our
pharmacist. She has never met any of our participants in person but
has over the past two to three years provided support remotely and
has made a tangible difference in improving blood pressure. She
has helped people get on CGMs as well and has been a key
member of our LINKED-HEARTS team. Next slide.

So, I do not have blood pressure outcomes for you, but what I do
have is process outcomes as well. So — and Dr. Ferdinand
mentioned this, that 15 minutes is not enough for most patients to
really understand how to better control the blood pressure. So, our
community health workers are making a difference. You can see
the numbers. In terms of the baseline visits that are conducted, the
average length of the community health worker visit, the mean is
about 15 minutes. So, you have 15 minutes plus 15 minutes. That
makes a world of difference. You can see the number of visits that
each community health worker has conducted. Next slide.

And the pharmacist as well. Like I said, she has not met any of
them in person, but she is making a difference. The average length
of the baseline visit is about 40 minutes — again, answering
questions and also intensifying treatment appropriately. She is
using a treatment protocol to make sure patients are on the right
medications as well. Next slide.

And social determinants of health. That is the last thing I was
asked to speak to. So, if we want to control blood pressure, we
really need to address social needs. And you can see for LINKED-
BP and LINKED-HEARTS we had a lot of patients who had
challenges with transportation, food insecurity, poor housing
conditions. We will not take down hypertension if we ignore these
social determinants. And so, thank you so much for the opportunity
and I look forward to the questions.

John Clymer: Thank you, Dr. Commodore-Mensah. Really appreciate it. At the
end there, you are calling out the vital conditions for health and
well-being because, as you said, we cannot make progress without
strengthening those. People face a lot of barriers in their lives that
just simply make it impossible to keep up with health care in the
way that they may want to, but they do not have the means to do
so, or they have other alligators that are closer to the boat. So,
thank you very much for that.
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We have some great questions. We are going to try to get through
as many as we can rapidly. The first one, Krystalyn, you are going
to love this. "Is there anything we can do —" this is from Monica
Ferguson, by the way. "Is there anything that we can do to
advocate for CMS to recognize pharmacists as providers?"

Krystalyn Weaver: ~ Yes. Monica, thank you so much for asking. We have a bill in
Congress right now that is called the Ensuring Community Access
to Pharmacists Services Act. Yes, I had to cheat to remember that
whole acronym. We call it ECAPS. It is H.R. 3164 and Senate bill
2426. So, this bill, you might look at it and not see hypertension in
it front and center. It is a foot-in-the-door kind of bill. We had a
comprehensive try to get provider status for years and years and
the budget bill was just too big, so we contained it down into a
test-and-treat kind of services bill and this is our foot-in-the-door
attempt to get that problem fixed. Thank you, Monica.

John Clymer: Terry Anne Scott asks — or says, "We see many of the same
challenges that exist with hypertension in the National Diabetes
Prevention Program. One of the biggest issues is helping health
care systems and policymakers understand their urgency of
prevention before chronic disease develops or worsens. Programs
like the National Diabetes Prevention Program and blood pressure
self-monitoring can address hypertension, obesity, prediabetes, and
other chronic disease risk factors together through lifestyle change,
coaching, nutrition, physical activity, and accountability. So, how
do we better elevate prevention as a frontline strategy instead of
waiting until disease progression?" Dr. Spatz? And then Dr.
Commodore-Mensah?

Erica Spatz: This is a question after my own heart. [ am a preventive
cardiologist so I very much appreciate the question. There are
several strategies that are needed. Firstly, I think our societies are
doing an amazing job. Our new blood pressure and lipid guidelines
and diabetes guidelines are really pounding home how much more
effective we can be at preventing disease if we start early and are
more aggressive. | think there is a lot more attention to obesity as
being the earliest sign of risk for cardio-kidney-metabolic
syndrome and that really means that we need to start early.

I think that health systems are waking up to this idea that we need
to get on the ball and that we need to refigure our health systems to
achieve those goals. Right now, our acute care model is not
working. And so, I think trying different models and studying
those models, different kinds of health care system strategies to
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address — prevent and address chronic diseases like hypertension is
really important. So, I am excited about these new models,
extended care teams that we are talking about today. The role of
pharmacists and nurses and community health workers. I think that
any recipes for success is going to need a multidisciplinary team
that is addressing social determinants and really helping people
engage in lifestyle behaviors and then think about how do we use
risk-reductive medications appropriately when needed?

John Clymer: All right, thank you. Dr. Commodore-Mensah, if you have
anything to add, please do. If not, the next question is for you.

Yvonne C-M: I do.

John Clymer: So, fire away.

Yvonne C-M: Yes, I do actually.

John Clymer: Okay.

Yvonne C-M: So, we know May is High Blood Pressure Awareness Month or

May Measurement Month, but this is a special week. It is also
Nurses Week. And so, I would be remiss if I did not mention that I
am also here in my capacity as the President of the Preventive
Cardiovascular Nurses Association. So, I will just say that nurses
represent our largest health workforce, so we need to do more to
support the prevention of hypertension but also prevention of
cardiovascular disease. So, at PCNA we are about to embark on a
campaign to empower all of our members and chapters all over the
country to go out into communities to increase awareness of high
blood pressure and the dangers of not controlling blood pressure,
but also educating our community members. As Dr. Spatz said, a
lot of people may not recognize that obesity is a risk factor for high
blood pressure. So, I will say that our professional societies have a
critical role to play, but for all the nurses on this call, we have an
important role to play and there is strength in our numbers. Thank
you.

John Clymer: Well, thanks, Yvonne. And congratulations to you on your election
by your peers as president of PCNA. The next question is, I think,
a really simple one. Dr. Spatz, you talked about self-measured
blood pressure, home measurements being more accurate. Would it
make a difference in SMBP utilization if Medicare covered home
devices?
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Erica Spatz: I think it would make a huge difference. Currently, Medicare
covers for setting up a device. It covers for reviewing incoming
blood pressures and communicating with patients around
controlling blood pressure. It does not cover the device. And that is

John Clymer: The logic is a little tough there.

Erica Spatz: The logic is a little tough. And so, it is a challenge. And it leaves
people either to obviously pay for it on their own and then find the
cheapest model, so then it creates a lot of noise. Is this the most —
is this a validated cuff? Can I rely on these measurements,
especially when they are different from the office measurements?
And it actually can increase cost if then the patient needs to buy
another blood pressure cuff. It is also a major issue in our
prevention of preeclampsia. When we — we want women who are
delivering babies who either have a hypertensive disorder
pregnancy or who are at risk, we want them to leave the hospital
with the blood pressure cuff. And so, we do not want them to have
to go to the pharmacy or have any kind of lag period. The highest
risk 1s immediately postpartum or postpartum/post-delivery. So,
we need to get coverage of those blood pressure cuffs. They need
to be available in the moment that we need them so we can teach
people proper technique and get them measuring their blood
pressure.

John Clymer: Great points. Thank you. Dr. Commodore-Mensah, you referred to
those community-based programs, initiatives that Johns Hopkins
has going. Do you think Medicare coverage for validated home
blood pressure measurement devices would make a difference?

Yvonne C-M: Absolutely. I will say yes. And that provision of the validated
device should also come with additional support. As I mentioned
earlier, for instance, in the state of Maryland we just — there was a
bill that was passed to make sure that people diagnosed with
hypertension and other chronic conditions have access to a
validated blood pressure device. But where the bill fell short was
paying for that additional support from community health workers
and other clinicians to help improve awareness of blood pressure
but also self-management of blood pressure. So, I think it is an
important prerequisite, but I do think that we need to invest more
in supporting community health workers who are already making a
difference in terms of increasing the workforce to address
hypertension. So, I will say yes, and more support, more clinical
support.
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John Clymer: Yes, thank you. Dr. Weaver, the next question is for you. It comes
from Norm Linsky. And our friend Norm says when he goes into
his neighborhood pharmacy, which is part of a major chain, the
team almost always asks about or encourages him to get
vaccinated. And he says that is great; that is progress. And he is
wondering whether that approach could be applied, that same sense
of urgency, to encouraging walk-in customers to cuff up.

Krystalyn Weaver: ~ Yes, I would love to see that happen. And I think the real barrier
goes back to aligning the incentives for payment for those services.
So, vaccines and also the scope of practice issue. So, the vaccine
authority for pharmacists dates back to the '80s, but we really saw
a boom where it spread out to all 50 states after the HIN1
pandemic in 2009, I think, and then of course during COVID it has
expanded greatly. So, it is very consistent across state lines. It is
easy for pharmacy chains and independents to implement that
service at scale. And there are viable payment opportunities for the
service, so that we can invest in people to provide it. And it is
really what we are lacking with other types of services that
pharmacists and pharmacy technicians could be providing in the
community settings. So, it all goes back to the money, sadly.

John Clymer: Indeed. Indeed. And I am so glad you are making that point,
Krystal, because I think we often in these discussions focus on the
magnitude of the burden. We focus on the clinical and even public
health tools that exist and say, "Okay, we should —" we leave with
some expectation that people will put those tools to work. And it
just does not happen. Well, why not? You just put your finger on
it. It is because of the role of money in making decisions in
prioritizing. So, if we are going to add urgency to hypertension,
detection, management, and prevention, we also need to align the
incentives that direction, as you just said. So, I am so glad that you
just pointed that out.

Kayla Flores Tindall asks, "Are any of our speakers or your team
members affiliated with the American College of Lifestyle
Medicine?" She is wondering if any of you can speak to the power
of lifestyle medicine and how it is incorporated into your
successes, if at all. I see Yvonne nodding, so if you want to go
first?

Yvonne C-M: I am not a member. I am aware of this association. And in fact,
they are a part of the National Hypertension Control Roundtable.
So, I know we did not touch on this, but in the LINKED-BP and
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LINKED-HEARTS program it is emphasized that lifestyle
modification is a foundation really of blood pressure controls.
Lifestyle plus medications and in some cases renal denervation as
appropriate. So, our community health workers were trained before
they started the intervention not just about how to educate the
patient on changing their diet or physical activity, but also
motivational interviewing. In some cases, people know what they
should do, but I think we need to apply some of the skills in terms
of how to counsel people, understand where they are in terms of
stages of change. If someone is not ready, not willing, giving them
time until they are ready.

And so, this is something that is not only addressed by the
community health worker but our pharmacists as well. And it
always gives me so much joy when Samantha talks about the
importance of taking medications and lifestyle. And so, we have
also found that when our community health worker has a visit with
the pharmacist, it is even more powerful because they are both
singing the same song. And so, we did not talk about this earlier,
but absolutely, lifestyle modification is the cornerstone. And the
recent guidelines have emphasized the importance of promoting
lifestyle modification, but also considering that it is not enough to
tell people to eat five servings of fruits and vegetables, but we need
to make sure that people have food security, that they even have
food to eat. And so, we also need to balance that conversation
accordingly. Thank you.

John Clymer: Well, your motivational interviewing, I think that is very
important. You immediately brought to my mind with that
comment that last year one of our speakers had survived two
strokes and he said right in the meeting "Even though I am a stroke
survivor and that was awful, I still am not paying the attention I
need to to my blood pressure. I am not controlling it, doing the
things that I need to." So, that motivation is so important, and I
really appreciate in that context and beyond all the references that
you have made, all of you, to community health workers, who play
such an important role. Dr. Spatz, anything to add about lifestyle
medicine?

Erica Spatz: I love the question and I love Dr. Commodore-Mensah's
comments. I completely agree that this is the cornerstone and no
matter what is happening with medications, we need to support our
patients with lifestyle management. One of the things I love about
home blood pressure monitoring is that patients gain insights for
themselves. It is similar to diabetes care with CGMs. They can see
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the impact of a salty meal when they go out. If they have a dinner
outside of their home, they may see their blood pressure higher in
the morning. I like to give people really those smart goals of
exercise, both — we know that both cardio as well as resistance
training can decrease blood pressure.

And I show people how much blood pressure reduction we can
expect when they are eating a certain — when they have reduced
salt, eating more of a whole foods plant-forward diet that is more
of a Mediterranean-style diet. Websites to support culturally
appropriate recipes that are in line with the Mediterranean diet are
really important. Again, really discreet, but exercise goals that they
can achieve over time. And then, a real focus on stress
management. So, many of our patients are dealing with enormous
stress or history of trauma. Identifying that history of trauma and
supporting people with some biofeedback tools can also be very
helpful with blood pressure reduction.

Very good. Thank you. Love the references you made, Dr. Spatz,
to the quadruple aim. It is something I surprisingly have not heard
for a while, so I think that is a valuable reminder. And again, as we
are talking about aligning incentives so that health system
decision-makers can say, "Yes, we need to elevate the priority on
hypertension control," the quadruple aim plays an important role
there and helping them get to yes on that question.

Yeah, I think — oh.
No, go ahead. Go ahead.

I think this is pretty common, is that health systems are operating
not in abundance but in scarcity. And so, building that business
case is really important for these health system strategies and it
needs — the numbers need to work out. And there is a lot of
competition for health systems. So, patients happy, clinicians
happy, retaining our health care workforce. We know that there is
a tremendous health care worker shortage that is here now and is
only going to be growing. So, health systems need to have that
mission to maintain their workforce, keep clinicians happy,
endorse that team-based approach, which we know can improve
our own work-life balance and meaningfulness and purpose.

So, I really try to hit home on all of those four points whenever I
am in a meeting, because I never know who it listening and who

might be thinking "Ah, that is an issue that we are dealing with and
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I think that I could see this as being one of the solutions to the
problems that we are dealing with." So, I really try to bring
forward that quadruple aim in very concrete terms for our health
system leaders.

All right. Thank you very much. A little programming note here:
Our production team is working diligently in the background to
solve some technical issues, so that is going to result in our
deviating a little bit from the agenda that appears in your program
book. But I think it should not cause any problems for us. And so,
at this point, I went to say a huge thanks to Yvonne Commodore-
Mensah, to Krystalyn Weaver, and Erica Spatz for really great
comments. We appreciate you sharing your insights. This has been
a valuable session.

And we are now going to jump ahead, sort of leapfrog in the
agenda a couple of other segments and jump ahead to an
opportunity for some national foreign members to share what their
organizations are doing to take down hypertension. We are going
to begin with Celina Gorre, the Chief Executive Officer of
WomenHeart. Celina, are you onscreen? Do we have you
connected? I see you there and coming off mute. Celina Gorre.

Hi, John. And hi, everyone. This is — can I just say congratulations
to the National Forum? This has been a really wonderful
conversation. And as always, WomenHeart is honored to be
invited to the table.

So, I have been asked to talk about what WomenHeart is doing to
address uncontrolled hypertension. I would say there are sort of
three ways we think about this. We think about the system level
change that has to happen. And I am so grateful to the speakers
today who talked really about what the systems can do, must do in
order for us to be successful in controlling hypertension. The
second is community-based support. We heard so much already
about community health workers, pharmacists in the community.
But we also — I also want to make a plug for peer support as a
really important engine to provide guidance and just be there to
encourage others who are just needing some encouragement and
needing some motivation, some assistance to push along, to deal
with things that, if we have to admit, is really difficult to deal with.
And having that moral support, I think, is really critical. And then,
the other piece, the last piece for us is, importantly, patient-driven
education and patient-framed education.
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And so, with the system stuff, we are — WomenHeart is launching
this year something called the WomenHeart Care Network, which
is really a platform designed to help women in particular, because
that is our work, identify hospitals, health centers, heart centers
and clinicians who are committed to delivering gender-responsive
cardiovascular care. And we heard earlier from Dr. Leeson, who
talked about hypertensive conditions during pregnancy. This is one
thing that we want to make sure women know where they can go
to get appropriate care. And beyond that, there also — to sort of
think about women through the life course, we also know that
hypertension or the incidence of hypertension increases as a
woman goes through perimenopause and menopause. So, that is
another area where I think women struggle to find appropriate
care.

Many of you who know our work know about our WomenHeart
champions. These are our peer educators who are trained at the
Mayo Clinic. And really, this program bridges the gap between
clinical guidance and lived experience of uncontrolled
hypertension. And together this forms the basis for shared
decision-making, a concept that the National Forum has long
championed and we are really proud to be a partner to that work.

I guess the last piece is to think about the way WomenHeart as an
organization can advocate away from fragmented care pathways
that Dr. Modele talked about earlier, and of course gaps in
awareness that campaigns like the Million Hearts campaign and
others are trying to address, and then importantly, the inequities in
access to appropriate treatment and care. And that is something
that we work with our partners, whether it is the National Forum,
Mended Hearts or other organizations. We are so convinced that
we have to work in coalition with one another in order to move the
needle on uncontrolled hypertension. And so, WomenHeart stands
ready to partner with you all in moving this forward and making
sure that the patients that we all serve have access to the exciting
treatments that we know are coming our way. Thank you.

Celina, the work that WomenHeart does is so valuable, I cannot
count the number of times that I have been so impressed in
meetings at the White House or at briefings on Capitol Hill or at
the Food and Drug Administration or in other settings by the
WomenHeart champions, the patients who WomenHeart has
trained to be such articulate, such effective and persuasive
advocates for policy changes and for empowerment for women
who have heart disease to take control of their destinies, of their
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lives. And you really do great work. It is exciting to hear what you
are doing on the hypertension prevention and control front. So,
thank you for being here today. Thank you for sharing what you
are doing.

Celina Gorre: Thank you, John. Oh, can I just say one more thing? If anyone is in
D.C. on the 12th next week, we have a congressional briefing on
hypertension in women. Please come by. We would love to see
you. I would love to say hi.

John Clymer: Yeah, thank you very much for adding that information. That is not
just a plug. That is important. All right, so next we are going to ask
Brenda Chitindi from the Zambia Heart and Stroke Foundation to
share what you are doing. So, Brenda, are you — I think you are
ready to go? Is that right?

Brenda Chitindi: Thank you. Thank you very much.

John Clymer: You are onscreen. Take it away.

Brenda Chitindi: Sorry?

John Clymer: I said you are onscreen, so please proceed.

Brenda Chitindi: You can see me?

John Clymer: We are pleased to have you.

Brenda Chitindi: Thank you very much. The Zambia Heart and Stroke Foundation

with other medical institutions, we had a May Measurement Moth
program that was in 2017, 2018, and 2019. This was the first time
to conduct such a program. We did for the whole nation of Zambia
where we were screening the community on the hypertension. And
what we found there was quite challenging because most of the
participants that participated, they never knew that they had the
high blood pressure.

So, it was the — in this community, we went through a very big
challenge because the women, they never want to — when they go
to the clinics, they do not hide — I mean, they hide their ailments.
They normally refer them to traditional medications. That is the
most challenging thing that we found. But with this program, we
made sure that we had to screen almost about 10 million people
that were screened. And most of them, they were just living
without knowing that they had high blood pressure.
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And even myself also, I had the chance to participate in this
screening. I was living without knowing that I have high blood
pressure until I was screened in 2017, when [ was found — I had
stage two high blood pressure, which was difficult — I could not
believe it because even at the time I was going through this
process, I thought it was other diseases, but I did not know that it
was the high blood pressure.

And through this program, we have done a lot of sensitization to
the community, especially during the month of May. We have
continued conducting sensitization awareness during the May
Measurement Month, where we have also informed the population
of this risk factor of hypertension, because Zambia now is — people
are — it is getting worse now and a lot of people are dying silently.

So, we have made a lot of progress in this sensitization. And even
the policymakers have really appreciated us, that they have put this
May Measurement Month on their national health program, where
they have to do all the screening during the health week programs,
of which we are very happy and we have been committed for that.
That is what I can say right now because of the impact that we
have conducted in the nation of Zambia, because there was no such
activity done before. It was the first time that we did this May
Measurement Month screening of a large population.

But now, we still have the challenge because especially
medication, most patients now, they have that attitude of trying to
look at traditional medication. Or, we have a lot of problems now
on social media where they are saying they have the cure and a lot
of people now flock to these social media problems to get their
medications from social media. But you find a lot, again, they end
up going back to the hospital because their position or their
situation there is being deteriorated by this medication that they
source from social media and also the traditional healers.

So, we have a lot of work to do especially in the adherence. There
is a lot of adherence in these medications, so we have a lot of work
to do too since that is the population — since that is the patients
learning how to take these medications, not to stop taking
medications, and they should be always checking with the health
institutions to make sure that their position or their health situation
is not deteriorated. So, that is what I intended —
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Brenda Chitindi, it is really exciting, very exciting to hear that you
screened 10 million people. I mean, that is a staggering number,
very impressive. And then, the work you were just describing to
help people ensure that they are taking their medications as
prescribed, we all know how important that is and what a huge
impact it has. So, congratulations on the great work you are doing
and we thank you for cutting into your evening there in Zambia,
skipping your dinner hour to spend it with us. So, thank you very
much for being part of the National Forum and this convening.

Thank you very much. Thank you.

Thank you, Brenda. We are now going to hear from the
Association of Black Cardiologists, and their chief operating
officer, Niecey Johnson, is joining us. Niecey?

Hi. Hello, everyone. Thank you, John for such a great forum. So,
we are very pleased. As mentioned, my name is Niecey Johnson,
and I am actually Senior Vice President for Research and Global
Strategy here at the Association of Black Cardiologists, whose
headquarters is in Washington, D.C. Besides professional and
community education awareness and screenings, the ABC is really
advancing our initiatives to address hypertension and hypertension
control. One of our initiatives that we are most proud of is our
ABC hypertension certification program in partnership with the
American hypertension specialist certification program. Through
this effort, the ABC sponsors clinicians and physicians to pursue a
10-year designation as a certified hypertension specialist and as
practice providers and Pharm.D.'s or certified clinicians or
physicians. This certification promotes our efforts to strengthen the
expertise in evidence-based blood pressure management and
guideline-directed care.

ABC also advances community education through resources, such
as our ABCs of Heart Health, Women and Heart Disease, Seven
Steps to a Healthy Heart, Family Heartbeats Unmasked, and We
Are the Faces of Black Maternal Health. These resources
encourage individuals and families to better understand their
cardiovascular risk factors, including blood pressure management
and heart maternal health. Those resources are available through
the ABC's website. We will plug ABCardio.org and I will put that
in a chat in just a little bit.

We are also proud to participate with the American Medical
Association's Release the Pressure Initiative, focused on
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empowering all women of heart health equity through education,
community engagement, and culturally responsive care focused on
blood pressure management, as well as with the CDC's foundation
"Hypertension Bites" initiative, which you will learn about that a
little later today, so I will not steal their thunder on that one.

A major focus of ABC's prevention work centers on our cardiology
deserts program. This is where communities and cardio — where
communities will have a cardiovascular disease burden that is
higher than the norm and access to cardiovascular care is limited.
We take a two-pronged approach with the campaign, engaging
both communities and clinicians through education, health risk
assessment, screenings, and prevention focus outreach. We
recently expanded our community health advocacy training
program with programs in Melbourne, Florida and Cleveland,
Ohio, making a total of 11 sites nationally.

These advocates help to extend our prevention messaging,
encouraging and in some instances actually conducting blood
pressure screenings, lifestyle behaviors, and to connect the
community members to local health resources for follow-up care.
And I will say that these clinicians are both clinicians and
community health workers who are actually training through an
ABC very intensive training program.

Some of our upcoming activities will include ways to advance our
work with NMA, the National Medical Association's conference
that is being held in Puerto Rico this summer. And we will
participate in a hypertension-focused education and health risk
assessments through the program and other internal medicine
sections. And more recently, we are excited to share that going to
WNBA All-Star Weekend in Chicago, we will participate in
partnership with Scrubs to provide some fireside chats
focused on prevention and cardiovascular risk reduction, and the
health and wellness outreach event will continue with blood
pressure screenings as well. So, we are really excited about that.

So, together, all of these efforts reflect our commitment to
improving hypertension control and advancing cardiovascular
health equity, not only in the US, but we are looking at a more
global approach as well. So, thank you again for this opportunity.
And I will put in the chat ABC's website if you are interested in
our resources. Thank you.
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John Clymer: Niecey, thank you for that report. Very exciting work. Very
exciting to hear you are reaching the WNBA crowd. I think that
will be a powerful amplifier. You are doing not just that, but a lot
of terrific work. So, the National Forum is proud of its partnership
with the Association of Black Cardiologists and we appreciate you
being here to give us an overview today of what you are doing on
hypertension. Thank you. Next —

Niecey Johnson: Awesome. Thank you so much. And we do appreciate our
partnerships as well. Thank you.

John Clymer: Thanks. Next, we have Marissa Smith from the Maryland State
Department of Health and Mental Hygiene. Marissa, welcome.

Marissa Smith: Hi, everyone. Thank you. My name is Marissa Smith and I am the
Cardiovascular Disease Prevention Coordinator with the Maryland
Department of Health. I am based in the Office of Advanced
Primary Care where we lead and design implementation of the
state's primary care transformation initiatives in collaboration with
a number of state and federal partners. One of those initiatives is
the CMS-funded AHEAD model, which stands for Achieving
Healthcare Efficiency through Accountable Design. This model
focuses on incentivizing primary care practices to transition from a
fee-for-service model to a value-based approach with an emphasis
on improving quality outcomes and health equity.

In my role specifically, I support the implementation of the
National Cardiovascular Health Program. So, this is a five-year
CDC-funded initiative on implementing and evaluating evidence-
based strategies to prevent and manage cardiovascular diseases in
high-risk populations across the state of Maryland. A uniquely
rewarding part of my role is being able to provide direct technical
assistance to participating practices. I alongside other quality
improvement-focused members of the team work one-on-one with
care teams to optimize practice-level hypertension, heart failure,
and hyperlipidemia workflows. We use techniques like process
mapping, shared decision-making, and quality improvement tools.
We have found success in interventions focusing on addressing
SDOH factors and improving the structures of existing care teams.
These interventions can include things like modifying workflows
to better utilize clinical and nonclinical staff at practices, creating
resources to connect patients with local community-based
organizations, especially those focused on nutrition, or just
strengthening follow-up and care coordination protocols for the
referred patients.
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There are 500-plus practices enrolled through the Office of
Advanced Primary Care. And so far, in our CVD- and
hypertension-specific work, we have engaged with eight practices
coming from diverse backgrounds across the state of Maryland and
we will enroll more in the final years of this grant as well. We are
able to provide success stories, lessons learned, and best practices
across primary care practices and this has helped to spread
effective and sustainable strategies statewide.

So, if you have questions or would like to collaborate or share
ideas, please feel free to reach out. I can put the link to our website
in the bio. But thank you. Ad thank you to the National Forum for
such a great event.

Thank you, Marissa. Great to hear, and love, again, the emphasis
on team-based care. It is such a strong, sturdy arrow in our quiver,
and we all need to be firing it at hypertension a whole lot more so
that we can take down hypertension. Glad you are doing it in
Maryland. Thank you again for joining us.

We are now going to hear from our friend Qwamel Hanks at the
Academy of Nutrition and Dietetics. And Kenita Joseph at the
CDC Foundation, you are on deck. Qwamel, welcome.

Great. Great. Thanks, John. Can you hear me?
Yes.

Okay. Great. Great. Well, thank you. We are excited to be here
today. And we are excited, as always, to be a member of the
National Forum. So, the Academy of Nutrition and Dietetics is
actually headquartered in D.C. — or Chicago, but [ am based in
D.C., and I am our Senior Director of Strategic Partnerships for the
Academy. So, at the Academy, our unique action to address
hypertension is actually addressing one of the root causes, which is
diet, by positioning food and nutrition as a central pillar of
prevention and treatment.

And so, what we are doing is we are investing in and advancing the
evidence base for medical nutrition therapy. And we have been
doing this for a while, and we continue to build out the base for it
through rigorous systematic reviews and evidence analysis. We are
helping to demonstrate how tailored nutrition interventions, for
example, sodium reduction, dietary pattern improvements, and
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providing culturally relevant counseling can significantly improve
blood pressure outcomes. So, for example, in 2024, our
organization published a high-quality systematic review,
examining the effectiveness of medical nutrition therapy in
individuals with hypertension, really reinforcing its role as a
clinically impactful intervention.

Secondly, we are also advocating for the integration of evidence-
based nutrition care into healthcare and public health strategies.
And so, this includes elevating the role of registered dietitians as
essential members of the care team, as well as promoting policies
that expand access to nutrition services, including for populations
that are disproportionately affected by hypertension. So, overall,
by treating diet not just as an afterthought but really as a primary
driver of health, our work is helping to reduce the burden of
uncontrolled hypertension and improve outcomes that scale.

Qwamel, thank you very much. It is very exciting. We have heard
in previous sessions about the importance of nutrition among
different vital conditions for health and well-being and as part of a
complete therapy approach to preventing high blood pressure, to
managing it. So, we are so pleased to have the Academy as a
partner and you personally here today. Thank you for joining us.

Thanks, John. We are glad to be here.

All right. Well, next up is our friend Kinetra Joseph at the CDC
Foundation. Kenitra, the National Forum is really excited to be
your partner, one of your partners on the "Hypertension Bites"
campaign and we know you are doing additional very valuable
work on hypertension controls. So, please bring us up to date.

Thank you, John. I will say the feeling is mutual. We are very
pleased to have had the opportunity to collaborate with the
Hypertension Control Alliance that includes the National Forum,
as well as AstraZeneca, the American Pharmacists Association
Foundation, and the Preventive Cardiovascular Nurses Foundation
on the "Hypertension Bites" campaign. I will share that through
this campaign we are focused on engaging people living when with
high blood pressure, uncontrolled high blood pressure, and helping
them better understand why control matters, what the control goal
is, and how to work with their care teams to achieve it.

One thing we are especially proud of is that this campaign was
codesigned with people living with hypertension themselves. Their
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experiences helped shape not only the messaging but also the
resources. We are working to strike that balance between urgency
and empathy, acknowledging that the journey to control can be
difficult, but while also helping people see that progress is
possible.

We are continuing to expand practical tools and resources for
patients, providers and partners, including new Spanish language
materials that are launching this month. Before I close and share a
short video, I do want to let you know that you can join our next
webinar that is taking place next Thursday, May 14th at noon
Eastern time to learn more about a full suite of new resources. So,
you can register at HypertensionBites.org/register — I will put that
link in the chat — to learn more. But we will share this short video
that captures the heart of the campaign and the message that we
hope people living with hypertension will hear and feel.

[Video plays]

You have perfected the art of the shrug. The eye roll of
indifference.

Whatever.

The small stuff is that. Small. But high blood pressure, or
hypertension, is different. It is danger. It is a call to act because it
is slowly doing damage beyond what you can see. Hey, you have
been dealing with it the best you can, but you can always do better,
because hypertension is more than a heart condition. It can cause
heart attack, stroke, even dementia. Dealing with it sucks. But you
have been here before, so you will do what you have to do. You
will seek treatment, track your numbers, and make changes for a
healthier lifestyle to be there longer for the people who matter.
There is lots in life you can ignore, but not hypertension.
Hypertension bites.

[Video ends]

I want to call out the really excellent work that you and your CDC
Foundation colleagues did on messaging research. There is a lot of
value for all of this in what you learned. We appreciate how you
have shared it. And I would commend the tools that you all have
developed to help others of us who are promoting hypertension
awareness and control to take advantage of your good work.
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Thank you so much, John. I am looking forward to continuing to
share. It is all available and accessible, so it is a pleasure.

Great. Great. Thank you. And again, if you are not looking at chat,
take a look now because Kenitra has put those links into the chat.
So, they are there to make it one-click easy for you. All right.
Kenitra Joseph, thank you again.

Next up is our friend Sue Koob, the CEO of the Preventive
Cardiovascular Nurses Association, better known as PCNA. Sue?

Hi, thank you for including me last minute. I really appreciate it.
Great program so far. And thank you for having PCNA as a
speaker and our president, Dr. Yvonne Commodore-Mensah. And
I just wanted to share quickly that PCNA has a multi-pronged
approach to helping to make sure that we are looking at how to
control high blood pressure. We share education at our chapter
programs, in our virtual programming, and at our annual
symposium. We have free downloadable resources both for
patients and clinicians on our website — so, PCNA.net. And as our
president mentioned, we are embarking on a full campaign this
year to help support our chapters in implementing community
education and hypertension screening, which of course we are
doing.

We welcome other partners to join in on that and hope to have a
full toolkit available just in thinking about educational resources
and also how to implement at a community program. And thank
you to the CDC, as we are partners for the "Hypertension Bites"
campaign, and also to the National Forum. So, check it all out at
PCNA .net. And Happy Nurses Week to all. Thanks, John.

Happy Nurses Week, Sue. Thank you very much. National Forum
really values our partnership with PCNA.

As do we.

We appreciate you being here to share your good work.

Thank you.

All right. Thank you. We are going to move next to a conversation
with the acting Deputy Surgeon General of the United States, Dr.
Paul Jung. Dr. Paul Jung, Rear Admiral Paul Jung, we appreciate

you being here, sir. And I want to begin by mentioning that I
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believe it has been about five years since the Surgeon General's
Call to Action to Control Hypertension was released. So, from
your unique vantage point, how do you think the nation has
responded to the Surgeon General's Call to Action?

Thank you, John. It is great to be here with you and the National
Forum this afternoon. I really appreciate this opportunity. Yes, the
Surgeon General's Call to Action to Control Hypertension was
released about five years ago, and it was a great way to put a mile
marker down and let the public know where we stood as a nation
with regards to hypertension. But with regards to how the nation
has responded, I have to say — well, let me qualify my remarks. So,
the data from the National Center for Health Statistics shows that
between 2017 and 2023, there was no significant change in the
three domains of hypertension — that is, awareness of hypertension,
hypertension treatment, and hypertension control.

And that may sound disheartening, but we have to qualify this with
the fact that around the same time we entered the COVID-19
pandemic and that threw everything into a tailspin. And so, there
were bigger things that were front of mind for most Americans for
those years. And so, [ would have to say it is probably
understandable that hypertension may have taken a backseat,
although not something we want to happen, but just as an
explanation of where we might stand.

On the other hand, those three domains, they did not go down. We
did not reduce awareness or control. On the other hand, we also
know that the death rate from COVID-19 was approximately one
percent worldwide, but one in every five COVID deaths was
someone with a history of hypertension. So, we cannot ignore the
relationship between something like COVID and chronic disease.
So, now that the pandemic is behind us, there is an opportunity for
us to refocus our energies on chronic conditions like hypertension
that significantly affect our health.

Great. And that is very helpful context. Thank you. And yeah, |
think we can take "steady as she goes" as a plus because we saw
that there were other health factors that moved dramatically during
the pandemic, some plummeting, some spiking. So, that could be a
positive. Where have you seen other indicators of progress and
where do you think we have the most work still to do?

Sure. Well, the fact that we had a Surgeon General's Call to Action
on this topic, I think, is a big deal, personal bias aside. The surgeon
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general is the nation's doctor and having their stamp of approval on
an issue like addressing hypertension is a big step towards making
hypertension control a national priority. But we clearly still have
work to do. Obviously, we need to focus on those issues of
awareness, treatment and control. And I think the Surgeon
General's Call to Action, even though it is five years old, still
stands as an excellent blueprint for the work that we need to do.

Specifically for me, I think the key in the report is where it
discusses the need to have partnerships with communities, with
organizations, payers, innovators to engage in hypertension
control. In other words, it is not just the patient and the doctor in a
clinical interaction; it is everybody that needs to chip in to address
this issue. And I think that is where the money is.

John Clymer: Yeah, thanks. And that is a great way to tee up our upcoming
conversation with Mayor Booker.

Paul Jung: Yes.

John Clymer: Paul, you and I talked in the green room a bit about the KFF poll
that was released this week, in which 61 percent of American
voters say the cost of health care will have a "major impact" on
their midterm vote, and that includes 56 percent of those
identifying as MAHA. How can hypertension prevention and
control serve as a path to health care cost containment?

Paul Jung: Yes, absolutely. So, affordability, obviously, is a huge issue right
now. And as you mentioned, pocketbooks, pocketbook issues play
out in the voting booth. The call to action from the surgeon general
specifically calls out cost as one of the issues to consider with
uncontrolled hypertension. We need to — the quote is something
along the lines of we need to recognize the substantial economic
cost for uncontrolled hypertension.

Now, at the time, when I read that, I thought it was all about
private companies trying to reduce the cost of their health care
premiums for their workers. But as we all learned in Economics
101, everything is related. It is all connected. And so, it is not just
about the high cost of health care insurance, but it is $10.3 billion
per year from absenteeism from work for any company. It is
$2500.00 per year per person spent on health services related to
uncontrolled hypertension. That is a lot of money coming out of
your pockets, coming out of the pockets of your companies that
you are working for. And at times like these, every penny counts.
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So, it is obvious that chronic conditions like hypertension can
really lead to explosive costs, and that is going to have a negative
effect on people's economic situations.

John Clymer: So, if I am hearing you correctly, Dr. Jung, you are saying that
uncontrolled hypertension and the different conditions that it leads
to, the different chronic conditions, has the effect of being like a
hidden tax on everybody. Is that accurate? Is that an okay
summation of what you said?

Kinetra Joseph: If that gets more people to pay attention, then I am all for it.

John Clymer: All right. Well, with the things that have been discussed so far in
this convening and what you have seen, the data you gave from
NCHS and other sources related to our nation's response to the
Surgeon General's Call to Action, when we think about bringing
hypertension under control and increasing the urgency to do so,
where do you see the biggest opportunities over the next two to
three years?

Kinetra Joseph: Yeah, well, I think the earlier sessions at this convening, I think,
brought up some of those big topics. Session one was about
innovation. Session two is about leveraging teams. If we think
about innovation, one idea that I think will take hold is the new
Medicare ACCESS model from CMS. Access is an acronym and it
stands for Advancing Chronic Care with Effective Scalable
Solutions and it is a 10-year pilot program that is going to start this
July with original Medicare.

There was a discussion a little bit earlier about how Medicare does
not cover the cost of home blood pressure monitoring devices. The
ACCESS program may provide a way to do that through
technology-supported care. So, the way ACCESS will work is it is
a new payment mechanism that pays the provider based on your
control of hypertension. That means that the clinicians will be
incentivized to help you use, for example, a home blood pressure
monitoring cuff, keep your hypertension under control for longer
periods of time. And they could do that maybe with a third-party
organization that could send you a blood pressure monitoring cuff,
maybe download an app on your phone that collects the data from
the blood pressure cuff. Also, tracking your physical activity,
maybe the foods that you eat and whether you forgot to take your
meds for the last couple of days, all of that into a model that can
provide a much bigger picture of the context of your hypertension.
And with that information, the patient and the provider can work
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together to figure out ways to control their high blood pressure. So,
again, not a direct payment from Medicare to pay for the blood
pressure cuff, but a system and a model that would incentivize
utilizing and paying for those home blood pressure cuffs to reduce
the hypertension.

And then, secondly, with regards to leveraging teams, again, I
think the biggest point we need to emphasize is that hypertension
control is not just a matter of a patient and their doctor. It is
pharmacists, I think was mentioned, the entire care team, but also
communities, just like with the mayors, payers, innovators,
everybody, we all need to be all in on this.

John Clymer: Yeabh, there are a lot of recurring themes here.
Kinetra Joseph: Yeah. It is good.
John Clymer: Yes. Dr. Jung, we have framed this session, this conversation that

we are having, for those who checked the program book, we have
framed it as "Hypertension Control to Make America Healthy."
How do you see hypertension control fitting into that broader goal?

Kinetra Joseph: Right. If people saw on Tuesday, President Trump at the White
House proclaimed May of 2026 as National Physical Fitness and
Sports Month, and he brought back the Presidential Fitness Test.
And so, those of us who might be a little wiser, a little more senior
on this call might remember being 10 years old and trying to do
pull-ups at school to get a patch that said, "I passed the President's
Fitness Test." Somehow it went away, but we are bringing that
back as a focus on physical fitness across the country.

And of course, Secretary Kennedy at Health and Human Services
has the "Eat Real Food" initiative and the revised Dietary
Guidelines for Americans. And it is just another recognition of the
role that food and exercise play in people's health. And these are
the kinds of things that have a real impact on people's health and
they can address hypertension along with other chronic diseases,
again, without having to simply rely on the clinical visit between
the patient and the physician.

John Clymer: All right. Well, that is exciting. I think somewhere in my basement
in a scrapbook I have one of those President's Council on Physical
Fitness and Sports certificates, so glad to see that coming back.
And why — I think you may have already said this in other words,
but is there a way to boil this down to why getting hypertension
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control right is so pivotal, so central to improving our nation's
health?

Kinetra Joseph: Absolutely. Well, the simple fact that so many people have
hypertension, and that I believe that control of hypertension is
doable as national goal, those two things alone, I think, set up the
playing field for us to address hypertension as a chronic disease.
The message that I would have is that it is doable but we need to
do it right. And the way to do it right is what has been discussed
thanks to National Forum, that is, not only making sure that the
clinician and the patient have the right environment to do their
medical care, but also that communities create the right
environment to make people healthy.

And so, the message would be that nutrition and physical activity
are central to the health of Americans, just like the availability of
medical care is. People should not have to go out of their way to
get low-sodium foods or to get fruits and vegetables. They should
not have to go out of their way to get a diet that makes sense for
them. They should not have to go out of their way to be able to
exercise in their own neighborhood.

I think everyone will agree if someone were to say, "Access to a
physician is critical to controlling high blood pressure," nobody
would disagree with that. But people would not feel the same if
somebody said, "Having gym class, bringing gym class back to
your county's schools are important" or "Fixing the sidewalks in
your city is important" or "Bringing a decent grocery store to your
neighborhood." Those can also address high blood pressure. It is
just not a natural thing that the average person thinks of, I do not
think. Being a public health physician, it is important to me to
address all these things. One of the speakers earlier said, "Do not
forget the social determinants of health," and that is so true. As a
public health physician, these are the things that I think people do
not recognize or even forget about when they think about building
the systems that can help control hypertension.

John Clymer: Yes, absolutely. And all those social determinants or vital
conditions for health and well-being are things that the National
Forum through our Move with the Mayor initiative works with
local leaders, local policymakers to address by implementing
evidence-based policies, programs, and infrastructure changes
from the community guide.
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Kinetra Joseph: That is right. Those are the magic words to me: the community
guide. Yeah.
John Clymer: It is gold standard science, huh?
Kinetra Joseph: That is right. Science that is applicable at the population level.
John Clymer: Yes, absolutely. So, Deputy Surgeon General Jung, really

appreciate you joining us today and participating in the entire
convening. That is great. We really value your commitment. What
is the one message or call to action that you would like all of us
who are participating today to take with them? What should we do
differently after today?

Kinetra Joseph: So, number one, I would say the first thing is to keep doing what
you are doing. Keep doing — keep going. The work that you are
engaged in, absolutely it is essential to reducing hypertension. But
I would say number two, double down on the partnerships. Dr.
Weaver, the pharmacist, I believe she was the one that said
hypertension is a team sport. One hundred percent agree. We
started this discussion with the idea that this is not an issue that is
simply solved by clinicians and their patients in the doctor's office.
The Surgeon General's Call to Action makes a big point in saying
that it is an economic issue. It is a community issue. And we need
to ensure that places where people live, learn, work, and play
support hypertension control that can only happen when we have
partnerships and everyone agrees that this is something that we all
have to work on.

John Clymer: Wow, that was so well said. Absolutely. We need to have places
that are healthful and make it easy for people to make healthy
choices where, as you just said, where they live, learn, earn, pray,
play, and I would add where they shop.

Kinetra Joseph: Yes. Yes.

John Clymer: So, that is a perfect segue, Dr. Jung, to our next speaker, Mayor
Nathaniel Booker, who it the Mayor of Maywood, Illinois. And
Jen Childress, the National Forum's Director of Programs, is going
to talk with Mayor Booker next to gain some insights from his
leadership and experience working to improve health in his
community and to, yes, strengthen the social determinants of
health or the vital conditions for health and well-being. So, Jen,
please take it away.
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Thank you so much, Mayor Booker of Maywood, Illinois, for
joining us today. Can you tell us, was there a personal moment or
experience that led you to make health, especially heart health, a
priority for you and your community?

Thanks, Jen. Thank you so much for the opportunity. Well, I will
say it is a few different things that made me prioritize health for
our community. On the one piece, what led me to move back home
to Chicago back in 2017 was my father had a heart attack and
passed away at age 56. So, that was one of the biggest pieces that
made me want to focus on health as an overall.

When I fast forward from that move back home to today, I had
gained 40 pounds after [ became an elected official and just got so
involved with everything. So, of course, my health took a change
and I started feeling different. Of course, you are getting older, but
health is health, right?

The other piece was when I look at the Village of Maywood, we
make up — out of 40 communities in the western suburbs of
Maywood, we have the highest rate of heart attacks, the highest
rate of diabetes, the highest rate of strokes, the highest rate of
emergency room visits for mental health, and we also have the
lowest life expectancy. So, for me, it was if health cannot be your
priority when I am looking at elements of a healthy community, if
we can get our residents to just have an overall better balance of
health, then we would be a better community for it. So, it is an all-
encompassing answer of what led health to be the focus.

Absolutely. Well, thank you so much for sharing your personal
story and just the power behind it from what you experienced on a
personal level with your health, your father, and then taking a look
at that with the data and how cardiovascular health is being lived
as an experience within Maywood. So, can you share a story that
illustrates how residents, local businesses, and your local health
department have responded to the leadership that you have taken
on health?

So, last year, what we did to truly start responding to what is going
on with the health and getting everybody, like all hands on deck,
when we first launched with the Move with the Mayor initiative
focus, we turned our kickoff and our series into more of our
community meetings for the summer. So, it became those every
Tuesday 7:00 AM walks and it was just "Let us walk in different
parts of town and talk about what is going on in this area of town,"
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but it is also to get your body moving and getting health going,
right?

One of the other big pieces is we do monthly safe and wellness
meetings, and instead of having those be indoor we decided to
make them outdoors at each different park around town. And we
would have exercising and health fitness activities going on at
those different events. So, you can go to the different tables and
talk about what is going on in Public Works, what is going on in
Building and Code, what is going on in Community Engagement,
or you can do some Zumba. Or you can do some yoga. Or you can
do some cheer exercises for our senior population.

So, I think the illustration of getting local businesses and teams to
respond, this is the time of residents — we would get at minimum
100 of our residents to show up for these different events. So, it is
like "Let us have your questions answered. Let us talk about what
is going on in the community. But let us also focus on you at the
same time."

Jen Childress: Amazing. I love that approach of meeting people where they are at
and really plugging in from an individual perspective to a
community perspective and bringing that all together. That is
fantastic.

Nathaniel Booker: ~ Absolutely.

Jen Childress: So, what is one example of how your city is helping people take
control of their blood pressure or heart health within their everyday
lives?

Nathaniel Booker: ~ Yeah. So, we partnered with Loyola Hospital and every
community event that we have that is going to have 20 or more
residents, they are there with an actual team of people who are
taking blood pressure for every resident, tracking where they are.
They also have a specialist there who can give them healthy eating
tools, healthy exercising tools. And then we also have different
activities that they can do while they are there and get that
information directly from the hospital. And it is really just making
sure that you are taking better care of your health. They also offer
giveaways in regards to you being able to take your own blood
pressure when you get home at a later time.

The biggest piece that comes out of that, we also have a
partnership where we are doing "Food is Medicine." So, within our
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"Food is Medicine" opportunity, what we have been able to do is,
one, each week we provide 125 boxes of fresh produce to different
residents through a partnership that we have with Dion's Chicago
Dream. So, what it is, it is no different than an Amazon locker or a
UPS locker where you just go punch your code in and then you get
your fresh box of produce. In that fresh box of produce, there is a
QR code that can give you different recipes and different menu
options that you could take home and prepare for your food. So,
we have that at our Community Resource Center that our residents
come in, grab their box once a week and they go on with their day.
So, each day the company comes in and replaces that box in that
locker.

Also, with our "Food is Medicine" initiative, right now in the
village we are renovating a current building that the village owns
that is right along our Prairie Path. And if you know about our
Prairie Path, it is the — we are the first 21 blocks to a 62-mile trail
of walkability and health. What we are doing is there is a building
that sits on the Prairie Path. We are turning that two-story building
into a "Food is Medicine" cafe. So, right now in real time, we are
building out a community garden that will have 35 large eight-to-
10-foot beds. We also have the cafe that is being built out right
now that our youth will be able to work in, but it also comes with a
commercial kitchen that will be different cooking demonstrations.
So, we have partnered with the U of I, University of Illinois
Extension, and then UIC to come and help cook different things,
showcase food as medicine, work as our horticulture, and make
sure our vegetables are grown, our fruits are grown, and work with
our youth and work with our seniors and work with our residents
overall.

And then our biggest piece of "Food is Medicine" that we are
really excited about is we have been a food desert for over a
decade. And right now, we have under construction our grocery
store that closed back in 2009, 2008, so that facility will be
reopened by September as a full-service grocery store, truly
marketing "Food is Medicine" with a pharmacy, but not only with
the pharmacy, it is working on having built next to it a federally
qualified health center where the doctor does not have to prescribe
medication but can prescribe food and fresh vegetables for you to
go treat yourself. So, that is an all-around win that we are working
on to save lives and help everyday people.

Oh my gosh, that is incredible. I absolutely love how you are
providing education, but not only that, the screening services and
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wraparound to help support people when they are away from the
event. So, it is not just a once-a-week thing, it is not just a once-a-
month thing, but they really have that as part of every day and
living and this whole support network. So, kudos to you and your
team for that. That is awesome. And so, based on your journey,
what is one piece of advice that you would give our audience about
how to engage their mayors and elected officials to be champions
for community health?

Well, first I would say is just help them understand that there is a
Move with the Mayor initiative with the National Forum that really
can help revitalize and engage the community and there are
toolkits so that you do not have to recreate the wheel; you have just
got to get on board. The other piece I would just say is truly when
you are trying to get people engaged, try to find that story or try to
find that narrative that is going on in the community that truly can
pull the hearts of every person, like "Why would not you want to
do this?"

So, for me, when I look at our youth, when they are going to
school, instead of with Takis and cheese/meat products, now they
are going to school with fresh produce, an apple, an orange, a
banana. Understand what your why is. So, if you can get that
across to your elected officials and be the change you wish to see.
Kick off a walk and ask your elected official to come walk with
you. Kick off an experience going on in your community and just
say, "Hey, can you join me? Can you be a part of it?" And I think
once you just start with those — I tell people all the time it is the
little things that mean everything to electeds. So, if you are willing
to make the steps to get it started, I am sure if you tell that story
right and create that narrative correctly that any person is going to
jump on board because health is wealth.

And if you really have all elements of a healthy community as
prescribed by the US Department of Health and Human Services,
they have been focused on social determinants of health since the
1970s, right? Everybody wants to thrive in community. And
physical fitness, mental fitness, behavioral fitness, overall life
wealth leads to a better community. And that is just the story you
have to sell.

Amazing. Well, thank you so much for being such a guiding light
and champion. You truly walk the walk and we really appreciate
you leading by example. Where can people find out more about all
the great work that you are doing in Maywood?
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Nathaniel Booker:  Oh, absolutely. I mean, you can go to our Village of Maywood
website and that is www.maywood-il.gov, or you can follow me on
social media, on my Facebook, Mayor Nathaniel George Booker.
Somebody on my team or myself are posting something every
single day. And just get involved and get engaged. We have a
foundation called Healthy Maywood West Cook, where we not
only focus on the Village of Maywood but we partner with our
other mayors in our surrounding communities to truly inspire all of
the health is wellness. So, look out on that Healthy Maywood West
Cook website as well, which is www.healthymaywoodwc.org.

Just later this next month, we are doing a partnership where we are
supporting the Village of Broadview right next door as we kick off
the Move with the Mayor initiative. So, Mayor Thompson will be
at our event in Maywood and then we will be at hers over in
Broadview to showcase that this truly is something that regionally,
nationally is a thing that needs to be focused on, because again,
health is wealth.

Jen Childress: Amazing. Well, thank you so much, Mayor Booker, and we will all
follow you and continue to amplify your great work. Thank you for
joining us today.

Nathaniel Booker:  Thank you so much. And you have a great day.

John Clymer: Thank you, Mayor Booker and Jen Childress. Mayor Booker, your
leadership in Maywood is a powerful reminder that improving
heart health starts at the community level. Now, I am pleased to
introduce our closing keynote speaker, Dr. Tom Frieden. After
serving as Commissioner of the New York City Department of
Public Health and Mental Hygiene and Director of the Centers for
Disease Control and Prevention, Dr. Frieden became CEO of
Resolve to Save Lives where he is one of the world's foremost
experts and advocates for hypertension prevention and control. Dr.
Frieden?

Tom Frieden: As you all know, high blood pressure is the world's leading cause
of death. We know how to stop it, but we are not stopping it.
Progress in this country has stalled. Half of American adults, 124
million people have high blood pressure and half of them do not
have it under control to 140/90. That is 69 million people. And 80
percent of Americans with high blood pressure — that is 99 million
people — do not have it controlled under 130/80. And yet, Kaiser
Permanente in Northern California reaches 90 percent control. The
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gap between the best and the rest is not biology. It is not
technology. It is how we design our systems.

Now, there is a formula to improve health. I have written a book
about it. It is called The Formula for Better Health. And that
formula is "See, believe, create." It starts with "see." We need to
see the invisible. This is the superpower of public health. See the
trends, see the threats, see what works, see what fails, see whether
or not we are on the path to progress. High blood pressure is the
quintessential silent killer. No symptoms, no warnings, but every
single uncontrolled heartbeat of every single day pounds like a
battering ram on the brain, the heart, the kidneys, increasing the
risk not only of heart attack and stroke and kidney failure but also
of dementia.

To see the invisible, we also have to see why we do not act. And
one of those reasons is the prevention paradox, that small changes
across large populations lead to larger changes across the entire
population than anyone can see. There is a political corollary of the
prevention paradox, which is that costs are concentrated but
benefits are diffuse. That is the political reality that we have to deal
with and overcome. Prevention will always be the underdog. We
need to organize to succeed. See, believe, create.

After seeing the invisible, the next phase is to believe the
impossible, to shatter the illusion of inevitability. Past progress is
in fact the strongest argument that further progress is possible.
Between 1960 and 2010, public health and clinical medicine
reduced heart attack and stroke in this country by two-thirds.
Twenty million people did not die because of that progress. Teen
smoking in the last few decades has come from 36 percent to four
percent. Trans fats, which used to kill maybe a hundred thousand
Americans, are gone from our food supply. The fact is the world is
healthier today than at any time in human history and we have
better tools to further improve health than at any time in human
history. So, we have to see the invisible, and that means the harms
of hypertension, the failure to continue to control it, the pathway to
progress, and believe we can make more progress.

But then comes the really hard part of see, believe, create: to work
together to create a healthier future. And to do that, we have to be
organized, we have to simplify, we have to communicate
effectively, and we have to overcome barriers. I am going to talk
about three very concrete measures we could take as a society that
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would prevent millions of heart attacks, strokes, disability, and
billions in health care costs in the coming years.

One: potassium-enriched, low-sodium salt. Salt that has 25 percent
potassium can substantially reduce the risk of a heart attack and
stroke. It is safe for everyone except people with advanced kidney
disease and it is proven. Why are not we using it? We do not yet
have the aligned incentives. We need to do more to scale this up,
starting perhaps in clinical areas or community organizations. But
this should be a no-brainer to protect our brains.

The second measure after scaling up potassium-enriched, low-
sodium salt is one target: 130/80, or 120 if you prefer. I have high
blood pressure, which is really annoying because I do everything
right but still I have high blood pressure, and I am not satisfied
with my blood pressure control unless it is consistently less than
120. But at least we should try for 130 for every American with
high blood pressure. Right now, 100 million Americans do not
meet that target. That is pretty atrocious for a country that spends
twice as much per capita as any other country in the world on our
health care. We have to do better. SPRINT showed it; the current
guidelines confirm it: 130/80. So, for those clinicians who are
wondering what to do with their patient at 140, you need to treat
them better.

Third, statins. There is massive underuse of statins in this country.
Only half of the people with an indication are on statins. Only half
of the people who are on statins are on the appropriate dose. So,
think about that. For $4 trillion, we control blood pressure to
130/80 less than one time out of five. Eighty percent of Americans
with hypertension are not adequately treated. And of those with an
indication for a statin, 75 percent are not adequately treated.

Now, we know that potassium-enriched salts, effective
hypertension control, and statins together would save more lives in
this country than any other interventions. But we have to fix the
incentives. People talk about value-based health care. Well, let me
tell you, if you are in a health care system that makes more money
from a heart attack or stroke than from preventing the heart attack
or stroke, you are not in a value-based health care system.

Today, only places like Kaiser Permanente and other integrated
systems, where they have a long-term relationship with their
enrollees, where they are both the payer and the provider, have that
system. These are bright spots in our system, accountable care
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organizations where the doctors share in the savings if they keep
patients well. This is another bright spot. This is not a question of
politics. It is a question of our common interest in protecting our
hearts and our minds and our productivity.

But to succeed, we are going to have to address political issues
head on. Where is the aligned interest for prevention? Who wins
when we control blood pressure better with low-cost generic
medications? Who can decide to make those policy decisions that
will make prevention pay so that we stop talking about it and begin
doing it? Who are the most effective advocates and which can be
the most effective partnerships to make this happen? What is the
timing that is going to work at this? And pragmatically, what are
the things that we have to do to make progress?

Earlier today I was speaking with a reporter and they asked me a
fascinating question. They asked me, "Why is it that South Korea
and Canada made such progress with hypertension control and so
many other countries did not?" And I had not really thought about
that question before, but fundamentally it comes down to one or a
few people who did not give up, who demanded progress, who
worked strategically, who built partnerships, who insisted on focus
and accountability.

We can do this. This year, in this country, 1.6 million people will
be killed by heart attacks and strokes. Optimal treatment could
probably prevent half of those deaths. That is 800,000 people a
year. That is 15 preventable deaths in the 10 minutes it has taken
us to have this conversation. The question is not whether or not we
can prevent hundreds of thousands of heart attacks and strokes a
year. The question is whether we will be systematic and rigorous
so that we succeed. Good luck. Let us get it done.

John Clymer: Thank you very much, Dr. Frieden, for that powerful and
compelling call to action. You have reminded us that hypertension
is not just a clinical issue; it is a systems issue. And as you said,
the gap between the best and the rest is not about biology or
technology, but about how we design and align our systems. Your
framework, "See, believe, create," gives us clarity and direction.
And the message is clear. We know what works. The opportunity
now is to organize, align, and act with urgency. As you pointed
out, Dr. Frieden, part of the formula for moving the needle is
aligning incentives. If the system pays providers more for treating
strokes than preventing them, that incentivizes the wrong things.

Page 57 of 60



2026 National Forum Mid-year Virtual Convening
Unleashing Prevention’s Power: Hypertension Takedown™
Page 58 of 60

We have to fix the incentives. We are going to have to take the
issue, the political issues head on, as you just described. That is
where all of us who are here today can play a valuable role. We
can reach across silos and band together and advocate for, maybe
agitate for policy changes that will align incentives with
prevention. So, thank you, Tom, again, for your leadership and for
challenging all of us to move from conversation to action.

Now, I have another programming update. We are not going to
have sufficient time for the next segment that I had promised you,
the one where we are going to discuss a city that achieved a 50
percent city-wide increase in hypertension control. We promised
that this convening would end at the bottom of the hour. We
respect your time, your busy schedule, so we are going to stick to
that promise and we instead are going to move that conversation
about the Rochester model to a different session. We will get a
notice out to you right away after this session to let you know
when it will be so that you can get it on your calendar and record
or attend that. I know you are going to want to hear it because what
worked in Rochester is replicable in many other communities
across the country. Your community might be able to achieve a
similar enormous improvement in hypertension control.

Now, I want to turn to the month of May, which highlights several
key health observances related to heart disease and stroke
prevention, including high blood pressure education, May
Measurement Month, mental health awareness, stroke awareness,
and as Dan Lackland pointed out earlier, World Hypertension Day
on May 17th. Each month the National Forum emails a kit that
identifies the month's observances related to cardiovascular and
metabolic health, and each issue includes key dates and
observances, fast facts, calls to action, and ready-made
communication assets and resources designed to support your
organization's outreach and engagement efforts. You should have
received this packet for the May observances. If you did not,
please email Julie Harvill or me and we will get these resources to
you now and in every month ahead.

But what we have heard today is that awareness alone is not
enough. Important but not enough by itself. What we have focused
on today and what truly matters is action. So, as you leave this
meeting, [ urge you to carry forward at least one or two of the
ideas that you have heard and begin putting them into practice,
whether in your clinics, communities, or organizations. Your
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leadership has the power to move us closer to a shared goal,
helping more individuals achieve 130/80.

I also invite you to participate in two additional virtual convenings
that are coming up very soon. The first one is next Tuesday, May
12, "Unseen and Untreated: Confronting the Connections Between
Heart Disease and Kidney Disease." This session will focus on
jointly issuing a call to action for early diagnosis and management
of kidney disease alongside cardiovascular risk assessment. With
approximately 34 million Americans living with CKD, most of
whom are undiagnosed, and significant overlap with hypertension
and cardiovascular disease, this session will address critical gaps in
screening awareness and treatment and provide an opportunity for
you and your organization to play a role in solving that huge
problem of 34 million undiagnosed cases of people with kidney
disease.

And then, at the end of the month, on Thursday, May 28th, "From
Guideline to Action: Key Takeaways from the 2026 ACC and
AHA Guideline on Management of Dyslipidemia." This session
will highlight key updates and takeaways from the new guideline,
practical considerations for implementation across clinical, public
health, and payer settings, and opportunities to accelerate the
adoption and population level impact. We all know it takes about
17 years for new guidelines to be fully integrated into practice, so
how can we cut that time short? Well, one way will be to get these
key takeaways in this convening on May 28th.

Now, I want to thank our convening sponsor, AstraZeneca, whose
sponsorship made it possible for you to participate today without
any registration fee. And I want to thank the National Forum's
contributing members. Their support as well made your no-cost
participation possible. Our platinum contributing members include
Amgen, Ardelyx, AstraZeneca, and Medtronic. Silver members
include Bayer, Boehringer Ingelheim, and Novartis. And our
bronze contributing members are Cytokinetics and Merck.

And now, I want to call out Julie Harvill, the director of this
convening, our producer extraordinaire, John Bartkus, who just
wrestled a technical beast and won, and the National Forum team
members who contributed so much of the planning and preparation
for today's convening, Jen Childress, Whitney Webber, Sunny
Hsu, and Amanda Thomas. You will receive an email with a link
to the recording and summaries of today's convening. I ask you to
share it with people in your network who may be interested.
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Now, as we close today, [ want to return to where we began. We
know that hypertension remains the leading modifiable cause of
death worldwide, as Tom Friedman just reminded us, and that the
work each of you does every day truly matters. Today, we have
seen what is possible when we come together: sharing strategy,
showcasing progress, and advancing innovation through our
hypertension takedown framework. But it is what happens next
that matters most. Let us build on what we have learned and take
action to help more individuals reach 130/80 or better today and
for generations to come. Thank you for joining this convening
today. We are adjourned.

[End of Audio]
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