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Backgroundand Rationale

Over 75million (1 in 3)U.S.adults have high blood pressui@P), ohypertension (HTN), whidhk a

major risk factofor heart diseasgestroke, and kidney diseaskHeart disease and stroke are among the
most widespread and costly health problems facing the natieaounting for beveen$3166 and
$329.7billion in health care expenditures and lost productivity annua@ypntrolling high blood
pressure is thainglemost effectiveclinical interventiorin terms of lives savetibut currently, only

about half of those wittHTNhaveit under control* Selfmeasured blood pressure monitoring (SMBP)
also known as home BRonitoring or out-of-office BPmeasurementis an effectiveapproach to lower
BPand improve control amng patients with HTNout is significantly underutilized in tHgnited State$

In2017, the Amacan College of Cardiologhe American Heart Associatipand otherdssued a new
clinical practice guideline fdrypertension whichexplicitly recommendsut-of-office BP
measuremento confirm diagnosis of hypertension afw medication titration,in conjunction with
telehealth counselingroother clinical interventionsThe guidelindurther recommends using otaf-
office BAmeasurementteambased care, and telehealth strategies follow up and monitoring of
patients after initiation of drug therapy for hypertensiéhusthere is strong evidence and
justification for health care deliveryorganizations o start integrating outof-office blood pressure
measurement, also calle@8VIBP,into their standard of care for hypertension.

Overview: Thisimplementation guides designedo helpguide health care delivergrganizationgo
implementSMBHNto practice or optimizeéheir existing SMBP processasa systematic wayt
includeschange ideas, impmentation tips, and tools anaksources to set up SMBP successfully
basedonyour goals, environment, andbmmunitypartners/assets
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Applications:Theprimary focus of this SMBRplementation Guidés optimizinguse of SMBP in
managing hypertensigrnowever,SMBHs also recommended for diagnosing hypertension and is
effectivein increasingpatient engagemeng all critical stepsn blood pressure contrglsee diagram
below). The strategies and tools in this chgepackage may also laelaptedto other chronic
conditions where patiengjenerated health data plays a central role, e.g., weight and diabetes
management.

Steps to Identify and Control Hypertension

—>1 Employ SMBP —

Identify
Potential
HTN

Diagnose
HTN

_I Increase Patient Engagement IG_

How the Implementation Guidés Qrganized:This change package is organized into three sectjons
overview diagramsdetails of key change concepts and ideas, and tools/resources. The change concepts
and ideas are further arranged into three tables: key foundations, individual patient suppuits

population health managementThese three tables align with tools and strategies (€05/0QI

Worksheet3 that can be usd to enhance care workflows wiBMBRo optimizehypertension

management

How to Use this Implementation Guide
If you argjust starting your SMBP implementation
1. Focuson theOverview Diagrams for Planning SMBP. 5-9) to help put some structure
around whatyou want to accomplistyour scope, and staffing needs.

2. Reviewthe Overview Dagramsfor Implementing SMBRpp. 10-12) to get a sensef the main
foundational pieceshat need to be in place anthe important patient support and
population health componentsf a successfisMBHnitiative.

3. Considethe change concepts/ideas in the tablgp. 13-26) that provide details for
successful implementation and associated tools and resources.
If you arealready doing SMBP and are looking to optinyi@er approach
1. Review he overview diagramgpp. 5-12) to ensure you are addressing the major elemeots
implement SMBP successfully

2. Then dive intathe details(pp. 13-26) to shore up areas where yowpproachmost needs
attention.
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Acronyms

AHA  American Heart Associah

AMA  American Medical Association

BP Blood Pressure

BPSM Blood Pressure Sdiflonitoring (YMCA Program)
CCM  Chronic Care Management
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CMS Centers foMedicare and Medicaid Services
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HIT Health Information Technology
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OVERVIEWIAGRAMS FOR PLANNING SMBP

l. Planning yourSMBP Program Determining yourGoals and Target Population

How broadly shouldyou focus? Ideally everybodywith hypertension should have their own home blood pressmanitor, butin a resource
O2yad0GNIAYSR KSIftGKOFINBE SYg@ANRBYYSyds {#ekmiHoWwkd@youbestialign joarlSRIBP goaBwotiS | & A ¢
current environmentandwhereyou cando the most good? The following diagram is designed to taasis this first important step in planning

your SMBP program. The ideas below do not represent an exhaustive list of possible SMBP goals and population targees, éng maended

to serve as a laungbad to help you think about ways to get the masit of SMBP
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Leverage Existing Organizational Structures and Goals

where SMBP could Support or Integrate Easily Possible Goals

4 ) Use SMBP to enhancd
services for existing
Align SMBP with Existing Chronic Disease Efforts or Programs chronic disease
o N . . programs/populations
For example, perhaps your organization has an iniative for diabetics, many of whom
have HTN OR a program in place to assist patients with adopting healthy lifestyle AND
behaviors that could serve as a natural pilot group to implement SMBP Use SMBP to improve
patients' self
\_ ) management skills
P
Leverage SMBP to Accelerate Use of Digital Pat@&eherated Data Use SMBP to strengthe
Focus on HTN patients who would be good candidates for testing Bluetooth monitors capabilities to leverage
with apps or other electronic modes of patient data transmission. patient-generated data




Use Data to Determinén which Populations you
can achieve the Most Impact Using SMBP

Risk Stratify your Uncontrolled Hypertension Patients

Consider factors like whether the most recent office BP was Stage 2: Sydtélwr
diastolicz 90 mm Hg and/or HTN patients have multiplernorbidities, such as
diabetes or hypercholesterolemia.

Target Newly Diagnosed Hypertension Patients
Did many of your patients receive a HTN diagnosis in the last 6 months?

Target Patients with Potential Undiagnosed Hypertension

without a diagnosis of HTN?

OR are many of your patients coded with elevated BP without a diagnosis of HFN
786.3 or ICEL0 R03.0)?

Target Hypertension Patients with Office Visit Barriers

Would certain HTN patients benefit from less frequenbffice visits (i.e., have
restricted numbers of visits from their payer (e.g., has Medicaid as an insurer) OR

- J

~N

Do many of your patients have multiple elevated BP readings in the past 12 months

transportation barriers OR are frequent no shows?

(ICD

L A 4 £

Possible Goals

Use SMBP to help the
highest risk patients
achieve BP control

Use SMBP to engage al

help titrate medications

for newly diagnosed HT
patients

Use SMBP to improve
timely and accurate HT
diagnosis, including

ruling out white coat
effect

Use SMBP to engage

HTN patients who are

better served out of the
clinic

\ J
Target Hypertension Patients with Medication Adherence Challenges | Use SMBP to engage a
Use a seifeported tool like the Morisky scal¢o assess medication adherence amang help titrate medications
HTN patients or work with pharmacists/payers to obtain prescription fill data that can for HTN patients with
help with calculating measures like the medication possession ratio or proportion of medication adherence
days covered. J barriers
\ .

J

1. Morisky DE, Ang A, Krousd&lood M, Ward HJ. Predictive Validity of A Medication Adherence Measure in an Outpatient Setiimgl of clinical hypertension (Greenwich, Ca2®()8;1@5):348354.
2. Crowe M. Do you know the difference between these measurs?macyrimes, July 5, 2015ttps://www.pharmacytimes.com/contributor/michaetrowe-pharmdmba-cspfmpa/2015/07/do-you-
knowrthe-differencebetweenthese-adherencemeasures Accessed June 28, 2018.
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[I. Planning forSMBP¢ Outlining Scope, Staff, Support Activities, Data, and Community Linkages

Thereare manyconsiderationsn setting up a successf8SMBHmplementation Answering thequestionsbelowwill help ensure yourSMBRmodel
meets important goals efficientlyn your practice environment. Your answers provide a roadmapddding solidfoundations andeengineering
care processsto address keysMBPactivities

SMBP Scope

Who is your target population?
(see previous diagram)

Home BP Monitors

O will monitors be loaned or
provided to keep? OR, will
patients be asked to purchase
them?

O How many monitors are
needed?

O Where will funding for
monitors and additional staff
time come from?

U Do local insurers cover
monitors?

O If loaned, how long may
patients keep monitors?

U What controls are in place if
patients do not return
monitors?

U How are monitors inventoried
and managed and where are
they physically stored?

*See diagram on 8: Aligning SMBP | (i A Sy (i

S5AF ANy & tHYaRFRESAIY

Key SMBP Staff

SMBP Coordinator

O Does she/he have the
authority, time, and skills
to coordinate all aspects of
the program? If not, how
will you address?

SMBP trainers

O Do you have enough
trainers to be available
daily?

SMBP Clinical Champion

O Do you have a champion
for every implementation
site?

O Do they have the time to
invest to facilitate program
success?

0 Is he/she open to change
and new ideas?

O s he/she a key influencer
to others?

¢NI} AYAYS

SMBP Patient Identification/

Support Activities

Patient Identification

O How will patients be identified?
Registry queries and outreach
calls? And/or at the point of care
based on selection criteria?

O How will you know if appropriate
patients are being identified and
offered SMBP?

Patient Communication

L Who on the care team
recommends SMBP?

O who will provide outreach support
for SMBP patients?

SMBP Training and Follow-up

O Who trains the patient on SMBP?

O How will the patient connect with
the SMBP trainer (e.g., warm hand-
off, follow-up visit)?

O s the initial follow-up appointment
a telephone encounter or a face-
to-face visit?

I LILINE | OK
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SMBP Data
Management

How will SMBP Data he
Recorded, Transmitted,
and Managed?

0  How will patients
record/share data
back with the care
team?

O Do providers want
SMBP averages only
or individual BP
readings as well?

O Who is responsible
for preparing and
managing SMBP
data?

O  Where will staff
document SMBP
data? EHR?
Population health
management
system?
Spreadsheet?

YSe vdzSaiAazya

Community Linkages

What role could
community partners play
to support or optimize the
efficiency/capacity of your
SMBP efforts?

0  Supply funds to

purchase home BP

monitors?

Provide SMBP trainers?

Conduct outreach calls?

Supply SMBP support

programs?

Supply Lifestyle

management

educators/ programs?

O Coordinate or supply
transportation
resources?

0 Coordinate or supply
food security
resources?

O 0OCOOC



ll. Aligning SMBP PatierirainingApproach tooy” S b&al Environment
One key aspect of SMB®patientorientation and trainin® 5 SGSNXA Y Ay 3

GKSUKSNI {a.t

(BFFYAFERYOO @k

recommending provider to an SMBP trainer at the same appointment or takes place at a separataufpb@pointment should be decided
thoughtfully, considering patient, practicand environmental factors.

The diagranbelowshows several factors to consider when deciding how to design your staffing and administrative processes around training and
orienting SMBP patients and offers suggested approaches depending on whether the factor applies to your organizatifactdir ib@ot
applicable, then you could consider offering either saday or followup appointments for SMBP training/orientatieqor both.

Factors to Consider

Transportation is a
barrier in my community

Daily staff coverage for SMBP
training is a challenge in my
organization

SMBP orientation will be
integrated into lifestyle education
classes, group visits, etc.

5AF3INIY oY 5Sairayiy3da {a.
Applicable?  SMBP Training Process
Offer same-day SMBP
training/orientation
- YES ("warm hand-off"
approach) ‘
Offer follow-up
— YES appointments for SMBP

SMBP patients are
engaged and identified
through outreach

training/orientation

t I
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Analysis

Limits number
of visits a
patient needs
to begin SMBP

Preempts
patients not
returning for
SMBP training

Allows SMBP
to occur at set
times with
select staff

Allows pairing
SMBP training
with education
classes, group
visits, etc.

Requires daily
staff coverage
and flexibility

Does not allow
pairing SMBP
training with
education
classes, group
visits, etc.

@ Requires a
second visit for

patients to
begin SMBP

Patients may
not return for
SMBP training



IV. Optimizing Support for SMBP Tasks

Some SMBP tasksust be done by a licensatlinician and somenust be doneby the patient. However, there argeveral tasks shown in the
centercolumn ofthe table below that can be completedy a norntlicensed personMostfall under SMBP enroliment, training, andtreachshown
in the Individual Patient Support Activities diagrdmalow (Diagram 6)The tasks table can help your team think through optionsSiuiBPrelated
responsibilitiesand how the expanded care teaamd external partners can play a role in optimizing your SMBP model. Sequence the initial design
and testing of your SMBP model inside of your organization first; these tests will reveal gaps or tasks where extermalqmartheollaborate to
provide specift assistance to optimize the efficiency or capacity of your SMBP model.

5AF3ANIY nY
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Can Be Done by a Non-licensed Person

LR (e L L7 6 A (A (e.g., medical assistant, local public health department, community

Must Be Done by Patient

Clinician health organization, community health workers)
1. Diagnose hypertension 1. Provide guidance on home blood pressure (BP) monitor selection | 1. Take SMBP
. Prescribe medication(s) 2. If needed, provide home BP monitor (free or loaned) measurements
. Provide SMBP 3. Provide training on using a home BP monitor 2. Take medications as
measurement protocol 4. Validate home BP monitor against a more robust machine prescribed
. Interpret patient-generated | 5. Provide training on capturing and relaying home BP values to 3. Make recommended

SMBP readings

. Provide medication
titration advice

. Provide lifestyle
modification
recommendations

care team (e.g., via device memory, patient portal, app, log)
. Reinforce clinician-directed SMBP measurement protocol
. Provide outreach support to patients using SMBP
. Share medication adherence strategies
. Provide lifestyle maodification education

© 00 ~N ®

lifestyle modifications
4. Convey SMBP
measurements to care
team
5. Convey side effects to
care team

Optional Tasks — Can be Done by a Non-licensed Person

1. Reinforce training on using a home BP monitor

2. Reinforce training on capturing and relaying home BP values to care
team (e.g., via device memory, patient portal, app, log)




OVERVIEW DIAGRAMS FOR IMPLEMENSVMSBE

The following threeoverview diagrams outline critical foundational stgjskeyindividual patient support componeni3$l), andpopulation health
management activitieglll) for implementingSMBP

I. Key Foundations

Toimplement SMBRuccessfullysolid groundworko supportnecessary care proceshanges must be in place. Teepsin the diagranbelow
represent the main care delivery, infragtture, and people foundatianthat need to be in placprior to offering SMBP tpatients. BEch step
representsa change concept that is further broken dowrio change ideadescribed latein the Key Foundational Stepable below, whichalso
contains links to tools to help you with these steps.

Diagram 5 Key Foundational Steps

4

Prepare Care Teams
to Implement SMBP

4

Develop Policies and
Processes to Leverage
Community/Public

4

Develop Policies and Health Resources to
Processes for _ Support SMBP and/or
. Engaging Patients in HTN Self-Management
Develop Policies and SMBP

Processes to Support
SMBP Data Collection,
Develop Policies and Management, and
Processes to Identify Response

Candidates for SMBP

Make SMBP a
Practice Priority

10



lI. Key Individual Patient Support Activities

Becawse successful SMB®lies as much on the patient as the care team, theresaneeral keystepsto identify, engage, prepare, and support
individual patents to use SMBP, as well as equip care teanieviage the pattern of datdrom SMBP for better and timelier care decisions.
SMBP pilat have surfacedssential indivdual patient support activies summarizedéh the Key Individual Patient Support Activities diagram
belowand detailed in théndividual Patient Support Activities tabli an organization igsing a model where home blood pressure monitors are
loaned to patients, inventorying, cleaning, and validating devédes becomes aritical step. Similarly, if SMBP is paired Withstyle or self
management support programs, this referral componerdy also become a key activity.

5AFANY¥SE clYYRADGARdzZE £ t I GASY

Optional Activities Based on
Model Design

Patient uses home Provide outreach
BP monitor in their support to patient
usual environment using SMBP

Pre-visit planning —
flag patients
identified as SMBP
users

Leverage SMBP
data for care
decisions

11



[ll. Key Population Health Management Activities

There are two main change concepts under population health management that are important to plan faddress so thaBMBP candidates
can be identified, prioritized, tracked, and managed, and to ensure SMBP processes and related outcomes can be evaltiatédiatadto

drive improvement. Because standardized measures do not yet exist for assessingspsolike recommendation/referral for SMBP and SMBP
use, you should establish and agree upon specifications for these metrics and related goals. This change package inBludeastiB that
have been tested inift implementations(seeAppendix BNACHC, Million HeaftsAccelerating SMBP Project Measure Specificafions

SMBP Overview Diagram Bey Population Health Management Activities

Use Registries to Identify, Track, and Manage Patients for SMBP

: : . . ] Implement a registry report to track patients who are currently
Implement a registry report to identify candidates for SMB using or have previously used SMBP

Use Data to Drive Improvement

Use metrics (e.g., track recommendations for and use of S Regularly provide care teams and leadership with a dashbogrd
to guide QI efforts with SMBP goals, metrics, and performance

12



DETAILED SMBP CHANGENCEPTEhd DEAS

The followinghree tablesdescribeevidencebased and emerging best practiceschange concepts and change idéashe areas of Key
Foundations|ndividual Patient Supports, and Population Health ManageniEm. tables also includdetailed implementation pearls/tipgor
successnd associated toalsesourcedor offering effectiveclinicbhasedSMBRPTheSMBP guidance and tools calsobe applied ircollaborative
modek for SMBRFenabled hypertension managemethtat include community partners

CHANGE

CONCEPTS

CHANGEIDEAS

TABLE 1. KEY FOUNDATIONS

IMPLEMENTATION PEARIRS FOR SUCCESS

TOOLSAND RESQIRES

Make SMBP
a Practice
Priority

Consider funding to
support acquiring
home BP monitors
and staff time
required for program

1
f

Chechwith insurers, HRSA QIAs, and othersgi@nt opportunities

Check with local public health department and other local sources for seed fundin
and/or possiblgpeopleresources to assist i non-clinical SMBP activitidsee
Diagram 4:SMBP Essential and Optional Tasks by Role)table

9 Attend community expos and functions for health cdeadershipto meet with

potential funding source organitians

9 CMS, New FOHC Care Managemen
Serviceg payment update

9 American College of Physicians,
Chronic Care Management Toolkit:
What Practices Need to do to
Implement and Bill CCM Codes

 CDC, Selfleasured Bod Pressure
Monitoring ¢ Action Steps for Public
Health Practitionerg p. 8, Apdx.A,B

Ensure leadership 1 Leadergnust allocate sufficient staff and resources to achieve the program goals | See Check/Reinforce Foundations in
prioritizes SMBP f Make SMBP part of organizati@uality Improvement Plan, integrate into existing || w{ G@d® to Improving Care
activities programs and standardize axss all sites Processes and Outcomes
{1 Designatesxecutive, clinical, and care teamR NA S NAR ¢ (2 f $Fedch
care delivery site
9 Ensure champiasare able to devote appropriate timand be present on site
) 9 Ensurechampionsare versed irchange managemen8MBP is a departure from the
Designate SMBP office-based reading as the reference standard and requires a different level of
Champion(s) partnership with patients
1 Considerlinical andhon-clinical staff as well agxternal personnefe.g., from
community organizations
1 Consider gatient champion as implementatiamfolds to help engage peer patients
15STAYS | yR Odzh vith GihiciaSs, cark Bamsinid sty to fostefull 1 See Check/Reinforce Foundations in
engagement with SMBP activities I w{ GWdk to Improving Care
Ensure care team 1 UseSMBP chedistsand process mapspecific to each rol® clarify Processes and Outcomes
gr&ﬂgggsrgfrr;?nf'%g responsibilitesivho does what, when 1 Appendix AHRHCareSMBP Program
hypertension(ang 9 1 Have staff membexparticipate asan SMBRpatient to create buy-in/identify RoIeSpem_flc Quick Guidexample)
collaborating with refinements _ _ _ _ i NACHC Vide&elfmeasurement: Ho
comimunity partners 1 Make S_MBP part a_iSS|gned c_itles a_nd peffor_mance incentives N Patients and Care Teams are Bringin
for SMBP supporif 1 Check in regularlwith teams; if applicablejnvite community partnerso participate Blood Pressure to Conti(@&nglish)
applicable) 1 Schedule re=ngagementind retrainingactivities routinely
9 Communicate informion aboutSMBRo all providers, even those not paeipating

in an initial pilot¢ yields a consistent message and broader sharirigfofmation

13
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https://millionhearts.hhs.gov/files/MH_SMBP.pdf
https://millionhearts.hhs.gov/files/MH_SMBP.pdf
https://millionhearts.hhs.gov/files/MH_SMBP.pdf
http://bit.ly/qiguide
http://bit.ly/qiguide
http://bit.ly/qiguide
http://bit.ly/qiguide
http://bit.ly/bloodpressurecontrol
http://bit.ly/bloodpressurecontrol
http://bit.ly/bloodpressurecontrol

CHANGEJ

CHANGEIDEAS

IMPLEMENTATION PEARLS/TIPS FOR SUCCESS

TOOLSAND RESQRES

CONCEPT

1 Ensure full care team understandsganizaton goals for implementing SMBP Appendix BNACHC, Million Heafts
1 Definemeasures and targets for care team SMB&ommendatiois and patient use Accelerating SMBP Project Measure
Establish Practice | Establistcare teamincentivesandreward recogniz achievements Specifications
Goals and Incentives| { Foster a collaborate culture of excellenctroughtransparency in progress toward
around SMBP goals down to the care team level
1 Consider refining SMBfelated goalgo reflect learning and resuliafter a few
months of implementation
Make SMBP 1 Include established practice goals and incentives 1 AppendixC White House Clinics,
a Practice 1 Ensure the scope &MBP initiativés defined in writinggeeDiagram 2SMBP Model Protocol: SMBP Program
Priority Design Checklist and Questidns 1 Appendix D Affinia HealthcareSMBP
(Continued) Beain drafting a smal T Review protocotiraft with champion team and with entire staff Patient Criteria and Workflow
pgl?cy/pritocgl?h at i Createt.eaching manuaand/or scriptsfor .provide.rs/staﬁ as part of protocpinclude | 1 Appendix EARcare/}_(entuckyC_are,
definesoverall Markgtmg depar'gmentcbr b_rochurgz andmgngge ideas and placement SMBP Workflow Swim Lane Diagran
approach 1 Considedeveloping materials to informroviders/staff about SMBRNnd thatcanbe
given to patients(e.g., brochures, checklisigpsterg
1 Obtain feedback from providerstaff, and patientas SMBP implementatiaimfolds
1 Include tke Quality and Operationseghartmentsto avoid duplicatingprocesses whe
adding SMBP tpractice protocols
9 Fully develorselection and exclusion criterfar overall policy/protocolsing 1 AMA/Johns Hopkins Medicine, SMBH
evidencebased resourcesconsidering the following: Program: Engaging Patients in Self
o Define clearly how patients will be identified (efgam a registry, previsit Measuremenj Patient Selection
planning report, chart reviews? By outreach or at the paifitare or both?) And Criteria for a Blood Pressure Monitor
by whom (by providers? case managers? pharmacists? others?) Loaner Program, p. 10
Develop Establistpatient 0] Consi(_jer piloting SMBP witlr_n existin_gaatient_c_ohort - o 1 AMA/AHA TargetBP, Patient
. selectioncriteria o If loaning out home BP monitgrsonsider additional prioritization criteria measured BP; ldentify Patients for
E?gglc ol and identification 0] Determine how to assess whether staff are identifying patients appropriately § SMBP
Section on proceduresfor can|stentI_y _ _ _ - 1 Appendix FAffinia Healthcare,
PIOCEsSEsto SMBP i Cpns'lder a patient readiness assessment, but avoid _overly strict subjeg:tlve selecti Counseling/Educational Factors
Identify criteria; take the time to s&ss the valuef SMBP, provide great expl'angtlon about
Candidates for how to do it and why monitors need to be returned and patients will rise to the
SMBP occasion more often than not
9 Plan for how a patient may refer friends/family for SMBP or other healthy lifestyle
offerings
Develop registry 9 Adapt query criteria on existing hypertension registries
report to identify
SMBP candidates
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https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-3/
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-3/
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-3/

CHANGEJ

CHANGE IDEAS

IMPLEMENTATION PEARIRBS FOR SUCCESS

TOOLS AND RESOURCES

CONCEPT
1 Engagesite-basedSMBReams in overall workflow design and iadaptingand 1 See Appendix CWhite House Clinics,
integratingworkflows intosite and care teanspecific preferences/procedures Protocol: SMBP Program
9 Make the process for discussing SMBR\pgitients as easy as possible 1 See Appendix Diffinia Healthcare,
Develop/modify 1 Design opportunitiegor multiple staff at various point in the encountgy discuss SMBP Patient Criteria and \Wdow
workflow for how SMBRwith patients 9 See Appendix E:
Develop SMBP candidates will T Createa checklist ofSMBP selection criteria ARcare/KentuckyCare, SMBP
Policy/ be proactively 1 Sequence SMBP recommendation and initial engagement depending on whether| Workflow Swim Lane Diagram
Protocol identified and provider is running behind; when practical, use time after patient is roomed and
Section on | engaged at the point |  Wwaiting for the provider to introduce, orient/train, and educate patient (e.g., show
Processe$o | of care How to use your Home BP Monitor Video
Identify 1 Chooseeasy to see/recognize items to cue providers to discuss SMBP with identifi
Candidates for patients, e.g., heart magnet,laminated cardor a small sticker osimple red heart
SMBP RN} 6y 2y G KS$Planhihgpdp&woikQa LINS
(Continued)
Configure previsit 1 Ensure previsit planning report displayat least the past @ffice BPreadingsuse Appendix GWhitney M. YoungJr.
planning report to color codingo flagelevated readings these are potential SMBP candidates Health Center, Azara Présit Planning
identify SMBP 1 Integrate SMBP candidate identification into existing-pist planning reports Report
candidatesat point of
care
9 Baseguidance to patients on latest evidence for SMBP data needed to be clinicall] § Highlights from the 2017 Guideline
actionable (number of readings over what timeframe) for the Prevention, Detection,
9 Establish clear protocol feecommendedumber ofdaysreadingsto do SMBP vs. 1 Evaluation and Management of High
De\_/elop minimumdaygreadings for sufficienfor clinical action as well ashe follow-up Blood Pressure in Adulgsnew blood
Policy/ appointment timeframe, e.g.: pressure targets and tegment
Protqcol 0 2 measurements each AM and RtM 7 consecutive daysguideline recommendations
Section on | - ich when and communicated to patient 1 AMA/AHA TargetBP: Patient
Processes to| | " ften patients 0 2 measurements each AM and PM for at leasbBsecutivedaysg guideline measured BR How It Works
gk‘ﬂpé’gréata take home BP communicated to clinistaff to defined dza SMERF _ | 1 CDCselMeasured Blood Pressure
; readings 1 Have patients begin their home BP readiagteasta week to 10 days prior to their Monitoring: Action Steps for
Collection, next visitto help ensure minimum SMBP use criteria is met and provide recent dat  CliniciansAppendix A: Proper SMBP
mggﬁgaend 1 Include when and how often patients take home BP readingsein SMBP Preparation and Technique, p. 20
Resp’onse agreem_ent{contract the_lt is signed both by clinic staff anq patient 11 Append|x HNACHC, Sample Approa
1 Allow clinicians to modify SMBP schedule based on patient factors, but ensure clif  for Using SelMeasured Blood
meaningful pattern of dia is still obtained Pressure Monitoring Data to Control
High Blood Pressure
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https://www.youtube.com/watch?v=BAdYc-_5uc0&feature=youtu.be
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-2/
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-2/
https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf
https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf
https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf

CHANGE

CONCEPTS

CHANGEIDEAS

IMPLEMENTATION PEARLS/TIPS FOR SUCCESS

TOOLSAND RESQRES

Establish methods for
patients to
communicate SMBP
readings back to the
care team

1 Incorporatemethods/options for patients to communicate SMBP readings back to

the care teaminto enrollment information andSMBRprotocol
Communication method should factor in individual patient preferences and barrier
Use technologybased options to increase SMBP data validity and reliability
Bluetooth connectivity optioafor transferringdata betveen the home BP monitors
andclinicsdecreases patientvorkloadand enables readings to be transferred to the
care team via aqrtal ahead of the appointment

1 If usingBP monitor memory as@ata collection method, ensure patieig the only
user @ ensuremonitor has settings to accommodate multiple users

If using paper logs, ensure it offers sufficient space to record all SMBP readings
Consider data management options outside the practice, such as state/regional h
information exchange porta

f
f
f

=a =4

T AMA/AHA Target BP: Patient
Measured BP Tools and Downloads
(e.q., see BP recording log)

1 Welch Allyn Home App: Directions
for Use

1 Welch Allyn Home Clinical Portal:
User Manual

1 Appendix IOpen Door Family
Medical CentersHome Blood
Pressure Log

1 Appendix JWhitney M. Young, Jr.
Health CenterHixny Patiat Portal

Develop
Policy/
Protocol
Section on
Processes to
Support
SMBP Data
Collection,
Manage
ment, and
Response
(continued)

Establisksystemgo
document/track
SMBP datand how
SMBP readings are
averaged

9 Useautomated approahes when possible, e.g., population health management
systemweb-based programor spreadsheetinstead of manual calculator

9 Centralizegrackingof SMBP data if implementing at multiple sites

9 Have expanded care team members average home BP readings prior to provider
encounter, if no automated process is in place to average readings

9 If storing SMBP averages in a spreadsheet, consider Hidlisfes

9 Spreadsheets can allow for AM/PMroparisons, and serve ag@ol to showpatients
their BP measurements over time

1 Consider exporting or receiving BP readings from the home moinitoatches (e.g.,
7 days) and average each batch; transmit/doaminhome BP averagetimthe EHR,
but also to have individual readings available to providers, if desired

1 AMA/Johns Hopkins Medicine, SMBH
Program: Engaging Patients in Self
Measurement Documentation, p. 14

9 Target BPBlood Pressure Average
Calculator

9 TargetBP: Patienineasured BR
How It Works

Configure HIT systen
or other tools to
capture SMB#felated
data elements

9 Usestructured data fields withitEHRand population health management systetos
ensure all pertinent information idocumentedand to allow for tracking/reportingif
necessary, work with HIT vendors to configure

1 Think ahead about hat you want to measureral be sure you can retrievénait data;
it might not be in the ER¢ you may need to custom configure structured fields

1 Distill data capture down to essential data elements to increase fidelity to
documentation protocol and simplify data capturquirements; additional helpful
elements can be added as SMBP experience and success build

1 Appendix KHealthEfficient, SMBP
EHR DocumentatiogeClinicalWorks
from Million Heart§ SMBP
Intervention Configuration Guide

1 Appendix L White House Clinics,
SMBP Average EHR Documentation
NextGen fronProtocol:SMBP

Program

Define care team
responsibilities for
collecting, averaging,
interpreting, and
documenting SMBP

1 Define staff responsibilities and expectations arowtodtumenting the initial SMBP
patient encounter AND the followp data review encounter(s)

1 Detail SMBP data protocol in writing (e.g., WHata will be recorded? All home BP
readings? Just the average? Will data be batched? How will the provider be notifie

See Appendix HNACHC, Sample
Approach for Using Sd\fleasured Blood
Pressurévlonitoring Data to Control Hig
Blood Pressure

Establish process to
communicate SMBP
data to provider for
clinical action

1 Createa script to inform povider of patient SMBP stas and elicit provider action
1 Establish process faxtremely high or lovhome BP readings to be communicated
with urgency to provider

Appendix M ARcare/KentuckyCare,
SMBP Staff to Provider Communicatio

Script
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https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021947LITPDF.pdf
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021947LITPDF.pdf
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021948LITPDF.pdf
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021948LITPDF.pdf
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf
https://targetbp.org/tools_downloads/7-day-recording-log-template/
https://targetbp.org/tools_downloads/7-day-recording-log-template/
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-2/
https://targetbp.org/blood-pressure-improvement-program/patient-measured-bp/how-it-works-2/

CHANGE

J CHANGE IDEAS

IMPLEMENTATION PEARLS/TIPS FOR SUCCESS

TOOLS AND RESOURCES

CONCEPT

Develop policies and
procedures for
offering SMBRo
patient candidates

Policies and procedures for offering SMBP to patients should:

1 Align with scope andoals of the SMBP implementation

9 Ensure shared decisienaking is built into SMBP discussions with patients

9 Ensure patients meet selection criteria before being offering SMBP; limit except
to providers and capture reasons to inform potential criteefimements

1 Ensure patients understand SMBRdg just an opportunity for afreec . t

AY 2y SQa

monitor, but acommitmenttoA y @S & i KSIFftdK

medication as needed

See Appendix:@Vhite House Cligs,
Protocol: SMBP Program

Establishaction/
documentation step
that will initiate
SMBPactivities for
patients who agree
to proceed

If possible, make SMBP initiation step an activity within a health IT system, such as
SMBP referral or order/flag in &HR, to enable easier tracking and referral

See Appendix:KealthEfficient, SMBP
EHR DocumentatiogeClinicalWorks
from & SMBP Intervention
Configuration Guide

Establish thresholds
and process for how

1 Developclear policies and procedures for how patients should resporties BP

The British Jouriaf General Practice
Patientselfmonitoring of blood

orientation/monitor
training (e.g.how to
operate BP monitor,
how to take accurate
SMBP reading$iow
to record BP
readings, how often
to measure, what to
do if there are very
high readings, etc.)

Develop readings, includingvhat to do ifBP readings are much higherlower than .

Policy/ elevated SBMP expected and whether/when/how to setitrate medications pressure and sefitration of

Protocol readings are handled | Ensure relevant patient education materials include contact information for SMB} medication in primary care (2013)

Section on | Py patients at home team and provider (journal article)

Processes | (€.9.,selftitration of

for medication, seeking

Engaging emergency care, etc.)

Patients in ; ~ - - AR v ey . -

SMBP Establistprocesses 15S@St2LJ Iy {a.t SyNRWNdfANEE YEIFNNQ & &FA {1 AMA/Johns Hopkins Medicine, SMBH
for patient 1 Ensure process is in place for SMBP orientation/trgisoon after provider Program: Engaging Patients in Self
enroliment/ recommendation. Measurement Patient enroliment

o If possible, ensure multiple staff are trained and available every day to
orient/train patients on SMBP to enabidesamedayd g | NI 2KFIFy¥ER | F
SMBP recommendation &» maximize patient options for followp visits

0 58SFAYS LI NF¥YSGSNRE TF2N a2 &totradk fidéli§ NJ
to protocol o
T9yadaNB GNFXrAYyAy3a NR2Y KFa F LXIFOS T2N

and feet to be supported

9 Congder shifting sequence of intake/rooming procedures so that blood pressure
measurement is last, enabling the patientrist for 5 minutes to aligwith
guideline recommendations and patiemstructionsfor home readings

9 Consider staff who aady have aapport with hypertension patientso be SMBP
trainers and/or consider expanded care teaoommunity organizatioipublic
health departmentstaff (e.g., YMA Healthy Heart Ambassadoos)volunteers
(e.g., pharmacy studentso assist with SMBP orientati@md nonclinical support
tasks (sediagram 4SMBP Essential and Optional Tasks by Role)table

LIN2POS&aaxs Ll wmwm

9 See Diagram 8bove Designing
SMBP Patient Training/Orientation
Approach

9{SS a[ 2 ySNI I LILINF
following next below) for examples
of loaner agreements

1 AppendixN: ARcare/KentuckyCare,
SMBP Patient Enroliment and
Followup Process

AppendixO: Finger Lakes, Patient

Enrollment Form
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3662454/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3662454/
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3662454/
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CHANGE

CHANGE IDEAS

IMPLEMENTATION PEARLS/TIPS FOR SUCCESS

TOOLS AND RESOURCES

CONCEPTS

Develop
Policy/
Protocol
Section on
Processes
for
Engaging
Patients in
SMBP
(continued)

Develop/adopt/adapt
patient materials to
support SMBP

9 Develop brochures about SMBP; distribute in both medical and atreas
throughout your facility

1 Place posters illustratingroper techniquefor measuring BP at honie exam rooms
and in SMBP orientation/training rooas visual reminder

1 Build patient tesimonials about SMBP benefits into media materials

1 Be mindful of literacy and language barriers: provide materials in languages spok
by patients, be brief and concise, use pictures, and/or enlarge and simplify mater
provided by associations and otherganizations

1 Since many patients might not be literate in their native language, use videos tha
SELX LAY {a.tQa AYLRNIIYOS | yR K2g (2
voice overin LJI G A Sy (languaggd: G A @S

91 Make SMBP videos available on waitingm media and on organization website

9 Develop instructions and visual materi&ds patientsto help them understand when
their BP readings are or are not in the normal rangeen they may need to contact
the care teamandwhat to do if theyhave high or criticadhome BReadings

1 Consider putting seifare goal®n patient SMBP materials

1 Consider preassembling pocket folders for SMBP trainers/educators that organizg
patient materials

1 NACHideo:How to Use your
Home Blood Pressulonitor
(Englishiand (Spanish

9 NACHC Vide@&elfmeasurement:
How Patients and Care Teams are
Bringing BloodPressure to Control

1 AMA SMBP Training Vidéenglish)
and(Spanish)

9 AMA/Johns Hopkins Medicine, SMBIH
Program: Engaging Patients in Self
Measurement pp. 1312

§ Target BPPatientMeasured BP
Tools and Download®.g., sehow
to measure BP accurately)

1 Appendix PAffinia, Blood Pressure
SeltManagement Program Brochure

1 Appendix QARcare/KentuckyCare
Stay in the Green

9 Appendix RHudson River
Healthcare Hypertension Action Plan

1 Appendix SWhitney M. Young, Jr.
Health Center: Hypertension Zones

9 AppendixT: Open Door Family
Medical Centers: SMBP Program
Patient Orientation Slides

9 AppendixU: Health Quality Partners
of Southern Californidslow Do |
Take My Blood Pressure?

9 Appendix VOpen Door Family
Medical Centers, InfographiBlood
Pressure Measurement Instructions
(English and Spanish)
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http://bit.ly/millionheartssmbp
http://bit.ly/smbpmillionheartssp
http://bit.ly/bloodpressurecontrol
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CHANGE

CONCEPTS

Develop
Policy/
Protocol
Section on
Processes
for
Engaging
Patients in
SMBP
(continued)

CHANGE IDEAS

If using a hom@&P
monitor loaner
approach, establish
procedures to
manage the
monitors, including
for cleaning,
calibrating, and
inventoryingthe
devices

1 Create inventory control system ensuring cleaning between patients, especially i

IMPLEMENTATION PEARLS/TIPS FOR SUCCESS

high-volume clinics with a relatively low inventooy home BP monitors

9 If usinga decentralized process (multgsites), clearly define hotkacking willbe
done in each clinic sihe overallSIBP Coordinator haa master inventory

{ To track home BP monitors, credte f 23 aKS S & A (K minkds |
serial number, issued andtten dates, and cleaning status

9 Label home BP monitors with the clinic name and phone number

9 Upon return, clear daté&rom the monitor; then wipe monitowith antisepticwipes,
allowing it to dry beforeeturning to plasic storage bag or box

1 To calibrate the monitor the patient is using, have the them take readings on it ar
compare to readings on an office BP device before they leave the clinic

9 Establish a process to verify cleaning and calibration is being done

1 For patents overdue in returning a loaned monitor, limit follayp ¢ e.g., two phone
calls and a letteg to avoid creating a barrier to caré reminders do not yield a
returned monitor, consider the device lost; reinforce in patient communications th
their relationship with the practice/care team is not adversely affected

9 Consider using clinigenerated tracking numbers for home BP monitors that are
simpler and easier to read

1 Consider having staff test the returned home BP monitors against an automatic K
machine using their own BP measurements

9 Consider incentives to promote patient compliance in bringing back home BP
monitors to followup SMBP appointments

TOOLS AND RESOURCES

1 CDC, Selfleasured BloodPressure

Monitoring: Action Steps for
CliniciansAppendix C: How tBhecla
Home Blood Pressure Monitor for
Accuracy, p. 24
| CDC, Guideline for Disinfection and
Sterilization in Healthcare Facilities
p. 11¢ Definition of Nonditical Items p.
83-84 Recommendations for Disinfection
and Sterilization in Healthcare Facilities,
and Selection and Use of Lawvel
Disinfectants for Noncritical Patieare
i Target BP Patierdfleasured BP Tools
and Downloads:
o Device accuracy test
0 Loaner device agreement
0 Inventory management
1 Appendix WOpen Door Family
MedicalCenters, Blood Pressure
Monitor LoanAgreement/BP _chart
(EnglishEpanish)
9 Appendix XFinger Lakes, SMBP
Patient Loaner Agreement
1 Appendix YWhitney M. Young, Jr.
Health Center, SMBP L oaner Policy
Procedureg Cleaning of Home
Monitor BP_Cuffs

Establish intervals for
patient followrup
visits for care team to
review and act on
SMBP data

9 Establish clear protocol for followp appointment timeframe

1 BP responses to medication changes can take time to stabilize; these factors shg
inform the followup timeframe and whether the patient repeats SMBP use

9 Determine what timeframe works best fadherence based on patient feedback an
actions and practice capacity (e.g., number of monitors)

9 Establish clear protocol for appointment scheduling processtiépt cancels
appointment, build ira way to reschedule them at the time of cancellation

Se Appendix QNhite House Clinics,
Protocol: SMBP Program

See Appendix HNACHCSample
Approach for Using Sd\fleasured Blood

Pressure Monitoring Data to Control Hi
Blood Pressure
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https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf
https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf
https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf
https://www.cdc.gov/infectioncontrol/pdf/guidelines/disinfection-guidelines.pdf
https://www.cdc.gov/infectioncontrol/pdf/guidelines/disinfection-guidelines.pdf
https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://targetbp.org/tools_downloads/device-accuracy-test/
https://targetbp.org/tools_downloads/loaner-device-agreement/
https://targetbp.org/tools_downloads/inventory-management/

TOOLSAND RESQRES

Chisict CHANGEIDEAS IMPLEMENTATION PEARISS FOR SUCCESS

CONCEPTS

Appendix ZHudson River Healthcare,
Outreach Letter Template for SMBP

9 Develop plan for patient outreach soon after SMBP enrollment/training visit to:
ensure patient feels comfortable usimghome BP monitoand is able to adhere to

Developprocedures
for conducting

SMBP plan; ansay questions; confirm follow upppointment
1 Engage=xpanded care tearrfront desk staffor community resources such as local
public health depement to conductoutreach

Develop outreach tocheck in 9 Alignoutreach scriptsvith thosealready inuse for other purpose

Policy/ with patientswhoare |t N2 A RS 2dziNBIF OK &0l FF 6AGK WCtegd Q i

Protocol using SMBP pose/address within a script issues that patients may raise

Section on 1 Ensure patient preference for mode of communication is determined and used

Processes 1 Consider uimghealth center patient portabr secure patient communication softwar

for to communicate witiSMBP patients

Engaging

Patients in | Develop methods to | § Offer a welcome bag or kit to go withe SMBP thaiight include reipes, exercise | AppendixAA Whitney M. Young, Jr.
SMBP incentivize and/or ideas, neditation/relaxation ideas, etc. Health CenterCertificate of

(continued)

celebrate successfully
completing a cycle of
SMBP

9 Offer other incentives for participation and compliance, igift, cards, coupons,
fithess center memberships, healthy food vouchers, stkedls,anditems to
prevent injury and promote physical adty, e.g, agardening kneepad

1 Brand incentive itemwith health care organization name

i Consider graduationcelebration, e.g., évelop a ceificate or provide some other
token of completion to SMBP patients

Completion

Develop 9 Sequence building external partredips into your SMBP model after completing
Policy/ foundational work and testinmternal SMBRrocessesthis will help reduce
Protocol program setup complexity and reveal gaps that community resources can help fi
Section on ) 1 Leverage existing relationships, when possible

Leveraging dentify and neet 1 Research insurance company disease management pragitaah align with SMBP
Community with community 1 Reach out tgublic health(e.g., state/locahealth departmen} andcommunity
Resources organizations to health organizationge.g., YICA to explore oferings that could spport SMBP

to Support fgggg?te/ Integrate 1 Be creative and stay open &@apting to available resources

SMBP capacity/resources 1 Definepartner responsibilitiegarly in collaboration to avoid confusitmmpetition
and/or Self pactly 1 Communication and patience akeY LJ2 NI | y U X U | {inersonaitdto 0 2
Manage understand expectationand optimize collaborative approach

ment 1 Consider whether patient population hasrriers(e.g., transportation, money for
(Optional) fees)to accesimg external resourceand how they could be mitigated

20
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CHANGEIDEAS

IMPLEMENTATION PEARIRS FOR SUCCESS

TOALSAND RESQIRES

CONCEPTS

Develop a protocol
that outlines policies
and procedures for

1 Hold regulameetings with community partners

9 Establishreferral systenwith local conmunity organization(sfor patients who
would benefit from seimanagement/lifestyle managemesupportprograms;
ensure approach includes crosschéalconfirmreceipt of referrals

9 Develop a tool to trackommunity progranreferrals, enrollmentscommunication

YMCA Blood Pressure Selbnitoring

(BPSM) Program

Appendix ABGateway Regional YMCA
and Samuel U. Rodgers Health Center

Develop everagin 1 Jintly developan community progranmenrollmentletter to add to patient record YMCA Blood Pressure Sbnitoring
Policy/ comm%mi?yresources 1 Develop a decision matrfer use bycommunity organiations to guide actions to | ClinicalCommunity Protocol
Protocol to support SMBP respond to e_Ievated Bmeasgred duringommunity programs; gablish
Section on and/or self communication procedures in the event of a true emergency
Leveraging management 1 Consider arranging for community representative to have office hours on site at t
Community clinic forcommunity program enrollment or program delivery
Resources 9 Consider arranging for community programs to be delivered in other sites
to Support frequented by patients (e.g., houses of worship, libraries, beauty/barber shops, e
SMBP
and/or Self | Establish criteria for | Find out what eligibility criteria community organization programs (e/ldGCX Blood |1 Highlights from the 2017 Guideline
Manage referring patents to Pressure Selfonitoring Program) have and incorporate into referrppaoach for the Prevention, Detection,
ment communitySMBP 1 Focus on patients motivated to engage in additionals&hagement support Evaluation and Management of
(Optional) | and/or self 1 Consider referring patients whose BP is between-139 mmHg systolic or 889 High Blood Pressure in Adugsew
(Continued) | management support |  mmHg diastolic (2017 Stage 1 Hypertension criteria) to healthy lifestyle program{ BPtargetstreatmentrecommendations
programs before initating medication therapy f See Appendix Diffinia Healthcare,
{l Consider communitprograms as sefihanagementesources that can be leveraged SMBP Patient Criteria and Workflovy
before, during, and/oafter successful completion ofa hefélt OSy &t SN a |1 See Appendix E:
SMBP process ARcare/KentuckyCareSMBP
Workflow Swim Lane Diagram
1 After engaging care team in developing the SMBP protocicate the full care 1 Appendix ACARcare/lentuckyCare
teamon ittogether (include administrativand call centestaff) Staff Checklist for SMBP Training
9 Ensure that staff members are enthusiastic ab8MBP and wellersed in its (training of SMBP patients)
benefits so they can effectively encourage and support patient participation 1 Appendix ADARcare/KentuckyCare
Prepare 1 Create a checklist to help staff remember and execute key SMBP steps StaffTraining Manuat Using
Care Teams | - .- evaluatestaff | 1 Use multiple modalitieo train and validate staff competency in and adherence i2iTracks to Support Million Heatts
to on SMBP protod 9 Reinforce prtocol during routinemeetings (quality, operations, clinical) 1 AMA/AHA TargetBP: Measure
Implement 1 Incorporate SMBRducation and promotiotinto routine new hire orientation
SMBP Accurately

1 ReexamineReeducatédiscuss program witlstaff periodicallyto sustain
momentum enhance programand keepup-to-date with the latest evidence

1 Evaluate staff BP measurement execution and training technigndselated SMBP
activitiesas part of regularly scheduled competency assessments

9 Welch Allyn Home App: Directions
for Use

 Welch Allyn Home Clinical Portal:
User Manual

Prepare for
Productive
SMBP Visit
Before
Encounter

Contactpatientsto
confirm upcomiry
appointments and
instruct SMBP users o
how to prep for visit

1 Use ascript or checklisto contact patients currently performing SMBP beddheir
follow-up appointmentto remind them about the appointment, t@ng/transmitting
readings prior to the visit as discussed, bringing in the monitor, etc.

1 Clearly identifypersonresponsible for reminder call

9 Use patientpreferred method for outreach
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http://www.ymca.net/blood-pressure-self-monitoring/
http://www.ymca.net/blood-pressure-self-monitoring/
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/wp-content/uploads/2017/11/Hypertension_HighlightsTPB.pdf
https://targetbp.org/blood-pressure-improvement-program/control-bp/measure-accurately/
https://targetbp.org/blood-pressure-improvement-program/control-bp/measure-accurately/
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021947LITPDF.pdf
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021947LITPDF.pdf
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021948LITPDF.pdf
https://www.welchallyn.com/content/dam/welchallyn/documents/sap-documents/LIT/80021/80021948LITPDF.pdf

TABLE2. INDIVIDUAL PATIENT SJIPPQRTS

CHANGE
CONCEPT

CHANGEIDEA

IMPLEMENTATION PEARIRS FOR SUCCESS

TOOLS AND RESOURCES

Prepare for
Productive
SMBP Visit
Before
Encounter
(continued)

Leveragere-visit
planning anccare
team huddles per
SMBP protocdio
identify new
candidates and
returning SMBP users

1 Ensure care teams have a copy of eligibility criteria easily accessible and
following it to identify SMBP candidates

9 Ensure visits for returning SMBP users are prepped per protocol

1 Home BP monitor availabilitymay be a limiting factoin teeing up new
candidates] SSLI I Q@I AGAy3IQ f A & inot@daher LI {
monitors available when patientisa good candidate

I Utilizeexpanded care team embersto set up SMBP surveys and
eduational materials as part of preisit planning to reduce enroliment time

See Appendix @vhite House Clinics,
Protocol: SMBP Program

Receive/process
home BP data for
current SMBP users

I Take great care to ensure daaacuracyintegrity, especially for any manual
handling (e.g., calculations, transfers from afega source to another)

1 Receiving/processing home BP data can happen at various times, e.g., p
to or during an office visit depending on patient preferenaes SMBP
protocol; ensure protocol workflows are followed for each circumstance

9 Ensure all staff (front desk, call center, pharmacy, behavioral health, etc.)
are aware of avenues patients may use to communicate readings to the
health center if multiple methods are offered in the SMBP protocol

{ SS C2dzyRI (i 'DRWIbptPolitiE®
Protocol Section on Processes to Suppo
SMBP Data Collection, Managent, and
Responsé

Address
SMBP as Part
of Intake/
Rooming

Provide SMBPRatient
education and
promotion materials
in waiting rooms and
exam rooms

9 Use multiple modes of communication for SMBP promotion and educatio
e.g., dsplay information in waiting and exam roonpasmd on bathroom
doors;use videos on waiting room TV monis@nd/or tablets and have
portable materials, like brochures and other paper handouts

9 Assess patient use of and response to materialgpiimize their uptake and
value

{ S Bevélop/adopt/adapt patient
YIFOSNRAIf A& 02 adzLJLi2 NJ
resources

Provide cues that
remind care team
members to discuss/
recommend SMBP to
identified patients

9 Identify a care team member to provide the care team with a verbal
reminder of SMBP availability during morning huddles

1 Some information (e.g., SMBlated orders, documentation templates)
can ke teed up as part of the huddle

9 Consider noftechnological cues like door magnets or laminated cards

7 All of the change concepts and ideas in Tables 2 and 3 should be executed per the SMBP protocol developed as partdattidvesionark
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Provider takes next
steps onengaging
new SMBP
candidates

1 Recommendation from provider can be strongestatetinant in
recruitment efforts

1 Use shared decisiemakingwith new SMBP candidates

91 SMBP can help assess more rapidly and flaéyinterplay between lifestyle
changes and Bmform patients that lifestyle changesay help them
decrease the nuimer and/ordose of medications for hypertensipand
possibly wean off medications &tigether

1 Encouragescriptuse (from SMBP protocoles Foundationsin
recommending SMBP to ensure it is offered uniformly and comprehensivg
modify script as needed

1 Use achecklistfor steps toinitiate SMBP upopatientagreement e.g,
having nurse escopatientto the SMBP trainef 2 NJ | haindsoff,&\avd
completingEHR documentatiosuch asSMBP referral or order/flag

1 Encourage use @ comprehensive SMBficounterdocumentation
template (see Foundationdp record and monitoiSMBRJatafrom different
encounter types, e.gphone messages arreturn appointments

Address
SMBP during
Provider
Encounter

LeverageSMBP data
for care decisions
(and retrieve
monitors, as
appropriate) with
current users

1 Share SMBP data witirovidersbased on theipreferencegpolicies (see
C2dzy RFdA2ylf NRgsa F2N a550St2L) t 2
{dzLILI2 NI {a.t S5FdF [/ 2ftf SOGyezySMBR | V
averages only, also individual readings, only outliers, etc.

1 If possible, have care team prepare SMBP data for provider interpretation
and action prior to provider encounter (i.e., if received digitally through a
portal, data can be prepared before the visit; if received via the monitor
memory or a paper log, data cée prepared when patient is roomed)

1 If SMBP averages are high, notify provider faxéace to ensure clinical
action ator prior tothat visit; method of communication about SMBP data
with the provider is important to ensure they see it before the patikraves

1 Seek ways to minimize manual data entry and averagorg by staff to
save time and minimize errors; i.e., use a Bluetooth blood pressure monit
that exports data automatically, ideally, directly into the EHR

1 Use SMBP data in shared decision imglapproach to modify treatment
plan as neded, to determine need for further SMB&)dto cultivate
deeperpatient engagement/empowrment from the SMBP experience

9 As part of loaner monitor return process, supply patient with a list of
validated home BP onitors they can purchasend local storéwvebsite
sources

AMA/AHA Target BP: Patiekteasured BP
Tools and Download®.g., see BP

recording log)
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https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP

CHANGE

CONCEPT CHANGEIDEA IMPLEMENTATION PEARIRS FOR SUCCESS TOOLS AND RESOURCES

If part of SMBP 1 Follow SMBP protocol regarding referral of SM&Rents to external AppendixAE Whitney M. Young, Jr. Health
protocol, leverage partners for additional selfnanagement support/healthy lifestyle resources| Center, H-TNCommunity Health Worker
community/public or home visits (e.g., hypertension patients with Stage 1 hypertension coul Home Visit Referral EHR Screen Shot and
health resourcesor initially be referred to healthy lifestyle resources along with SMBP, while | Form AND YMCA Community Referral For
SMBP and/or self patients with Stage 2 hypertension use SMBP to help titrate medication fir
management support |  For patients being referred to external partners, tinmerh referral to
programs contactshouldideallybe short, e.g.48 hours or less
1 If community partneiis having trouble connecting withpatient, the
partner should contact the referring facility for patient follow up; sometime
patients need extra encouragement from artadished relationship
9 For SMBP patients whtave been working with external partners, review
any informationfrom themand leverage in assessmégsian
fConsiderusing a.t G2 3ISG LI GASYGaQ of 22
to lifestyle management programs that can help sustain improved outcom

1 Strive for sameday enrollmentand training e.g, offer optionfor provider to | See tools and resources in Kéyundations
R2 dagantiayT ®Ke ¢ A U K d{riag ah alréablyl-séhgd8ledlvisit table.
9 Useexpanded care tearar community organization staff (e.g., YMCA
Healthy Heart Ambassadora$ SMBP trainers
1 Plan forsufficient timefor orientation/training
1 Orientation/training should include demonstrating how to use the BP
monitor and cuff, ensuring thpatient can operate the monitor before they
leave (each back)demonstrating and stressing proper technidfos
accuracy, and how to transmit/communicate BP readings back to the clini
fTexho &SR 2y LI GASyGQa fSEFENYyAy3a &ai
Complete 1 If patient or care team daot have time for SMBP enrollment/training
Followup on | enroliment/training during scheduled visit, ensureqvider sends iroffice SMBP referrge.qg.
SMBP after for interested telephone erounter, in some EHRS) smon aftervisit as possible
Provider candidates (during 9 If patient has to returndr subsequent SMBP enrollment/trainingetérmine
Encounter same day or optimal timingwith the patientand schedule the return visit
subsequent visit) 1 Provide patient with easy to understan®/8P materialge.g.,one-page
quick reference guideand/or access via the portal (e.tp,avideo)
9 Remind patient that all BP measurements valtord
fLYOfdzRS |y dzZLJRFGS 2F {a.t LI GASYQ
9 Consider using Bluetooth BP monitéesallow SMBP readings to be
transmitted to the care team without the patients having to schedule a visi
0 Be sure patients are abl® set up andnaintainBluetooth
connectivity; patients may ndtavereliable cell servicer may change
phones frequently R
0 Ensurethat Bluetoothmonitoris syncedi 2 | LJ G A Sy (G Q:
(using app) beforéhey leave the clinic
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Conduct routine 1l Contact patients after they initially take the BP monitor home to check in
outreach to ensure on any barriers or questions to performing SMBP and again before their

patient is able to do follow-up appointment to remind them about the appointment and to
SWIEIP SVl bring in their monitor

= 2322?;?:2('%1 ss 1 Address social determinants of health issues for patients, as available,

ollowu i i i

on SMBE’ titration needs, including transportation needs

after medication adherence

Provider and lifestyle

Encounter Use web portaénd/or | 1 Bluetooth devices may offer a web portal that enables accessing patient| 1 Appendix AFWelch Allyn BP Home

(continued) | other channels per data between visits; other options include health care organization or Clinical Portal Screen Shots
protocolto monitor health information exchange pats, where patients may manually enter |  SeeAppendix JWWhitney M. Young, Jr.
SMBP readings and their data and choose to shareviiith their care team Health CenterHixny Patient Portal

conduct targeted
outreach and
medication titration

Provide additional 1 Incentivize patientsvith lifestyle change suppodpportunities (e.g.free
clinical supports: exercise classes and nutrition seminars)

text/email/patient 1 Consider using automategppointment reminder systemgbpulation health
portal messages texting programsapps for keeping touch witBMBP patientthroughout use

focused on SMBP use,
healthy lifestyle,

medication
adherence, etc.
Communicate with 1 Ensure consistency of materials being distributed to patiéetsveen
communitypartners health care delivey and community organizations
regarding each
glls/lpé)grt LI dASyaQa |
Unrelated to | N SMBP and/or self
Visits management support

programs and other
relevant patient health

information

Conduct routine 1 SeeCDC, Guideline f@isinfection and
inventory, cleaning, Sterilization in Healthcare Facilitigs 11
and calibration of 1 SeeTarget BP Patieri¥leasured BP Tools
home BP monitors for and Downloads:

loaner program o Device accuracy test

o Loaner device agreement
o Inventory management
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https://www.cdc.gov/infectioncontrol/pdf/guidelines/disinfection-guidelines.pdf
https://www.cdc.gov/infectioncontrol/pdf/guidelines/disinfection-guidelines.pdf
https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://targetbp.org/tools-downloads/?type=all&topic=Patient-Measured%20BP
https://targetbp.org/tools_downloads/device-accuracy-test/
https://targetbp.org/tools_downloads/loaner-device-agreement/
https://targetbp.org/tools_downloads/inventory-management/

CHANGE

CONCEPT

CHANGEIDEA

Usea registry

TABLE 3. PORJLATIONHEALTH MANAGEVIENT

IMPLEMENTATION PEARLS/TIPS FOR SUCCESS

9 Considerexpandng populationof SMBP candidates in phases to include others

TOOLS AND RESOURCE

SeedDevelop registry report to

S

report to identify beyond those initially targeted identify SMBI? candidlatés NB ¢ T
i registry report example
Use a Registry céal\;llg:gates for gistry rep p
to Identify,
packand  |Usearegisty |1/ NBF @S GRdzyYsé /tc O2RSa (2 ARSyGATe
SMBP report to track T If partner communit_y organizations are usirggistty reportsto trackand contact
Patients patients who are patientscurrentlydoing SMBP, e.g., for outreatthhassess adherence, answer
currently using or questions, and provide support as needetisure patient materials obtain the
have previously LI GASYyGQa LISNX¥YA&ZAAZY
used SMBP
Use mérics (e.g., |1 Regularly asess SMBP uptake and effeaisg learning to improve SMBP program | SeedEstablish Practice Goals and
counts of efficiency, effectiveness and overall value Incentives around SMBP NR ¢ T
recommendations | 1 Ensure keySMBRmetrics are beingnterpreted and documentedtonsistently as SMBP measure specifications
for anduse of intended in the specificationg=or example, if a patient takes a monitor home two | examples
SMBRand separate times, is that two uses of SMBP or are they counted one time for using
related impact on SMBP once or more in the past year? Is recommendation documented to capture
Use Data to BP controto h(_)w many patients the provide_r off_ers SMBP to or how many actually sagyes (
Drive guide QI efforts triggering a referral or other action in the EHR)?
Improvement

Regularly provide
to care teams and
leadership a
dashboard with
SMBP goals,
metrics, and
performance

9 Use dashboards to asseSkBRperformanceand directincentives to accelerate
progress toward goals

1 Consider ways to leverage dashboards to smliaboration anchealthy canpetition
amongcare teans

9 Consider SMBP progress in light of broader efforts to manage hypeneastb
improve BP control

1 Show how SMBP impacts other quality outcomes
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Appendix A;SMBP Program Roi8pecific Quick Guide

Source: Hudson River Healthcare

HRHCare

COMMUNITY MEALTH

Self-Measured Blood Pressure Program
Role Specific Quick-Guid
Role: Patient Navigator (initial visit!)

The clinical team will discuss the program and
review certain documents before sending the
patient off to finish their enroliment process
with you!

1. Complete SD 5/5A (Device Loaner
Agreement/ Participation Agreement)

2. Start the web-enabling process with
the patient and explain next steps to
the patient:

a. You will receive an e-mail
from HRHCare with your
temporary password, please
log in and create a new
password.

3. Ensure that the patient completes the
Pre-Survey via Survey Monkey Link!

4. If the patient is part of the LOANER
program:

a. Assign monitor & fill out SD 6
(Device Loaner Log)

b. Demonstrate how to use the
cuff (use PD 1 Hypertension
as a reference)

S. Review the following documents in
depth:

a. PD1-Hypertension

b. PD 2-5 Facts/5 Benefits

¢. PD 3 -Home Monitor Quick
Guide

d. PD4-Paper/ Wallet BP Log

e. PDSHTN Action Plan




Appendix B Million Heart$ Accelerating SMBP Project Measure Specifications

Source: National Association @dmmunity Health Centers

Measure Type

Measure Name

Measure Definition

Numerator

Denominator

Short-term
Outcome

Recommendation of
SMBP

% of patients with a diagnosis of
primary/essential HTN and a

recommendation to use SMBP in the pas
12 months

Number of patients in denominator who
have a recommendation to use SMBP
documented in the past 12 months.

Patients ages 18 to 85 with a diagnosis of]
essential HTN recorded in the EHR as an

encounter assessment or in a structured fi
on the problem list anytime during or prior
to the measurement period and seen for at
least one medical visit in the past 12 mont
Excludes pregnancy and ESRD.

Short-term
Outcome

Referral to
Community SMBP
Support Program

% of patients with a diagnosis of
primary/essential HTN and a referral to
community SMBP suport program in the|
past 12 months

Number of patients in denominator who
have a referral to a community SMBP
support program (e.g., the YMCA BPSM
Program) documented in the past 12
months.

Patients ages 18 to 85 with a diagnosis off
essential HTN recorded in the EHR as an

encounter assessment or in a structured fi
on the problem list anytime during or prior
to the measurement period and seen for at
least one medical visit in the past 12 mont
Excludes pregnancy and ESRD.

Intermediate
Outcome

Use of SMBP among
HTN Patients

% of patients with a diagnosis of
primary/essential HTN who used SMBP
the past 12 months. Individual
measurements will be averaged to
generate a mean systolic and a mean
diastolic SMBP reading.

Number of patients in denominator who
supplied at least 6 SMBP measurement
the health center in the past 12 months.
The 6 measurements must have occurrg
over a continuous 3-day period with ong
measurement in the morning and onein
the evening (2 per day total).

Patients ages 18 to 85 with a diagnosis off
essential HTN recorded in the EHR as an
encounter assessment or in a structured fi
on the problem list anytime during or prior
to the measurement period and seen for at
least one medical visitin the past 12 mont
Excludes pregnancy and ESRD.
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Appendix CProtocol: SMBP Program

Source: White House Clinics

Protocol: Self -Measured Blood Pressure  Monitoring Program

Application:  All Health Help, Inc. Clinics

Effective Date: /2017 Date of Last Revision: /2017
Purpose:

The purpose of this protocol is to outline guidelines for enrollment and managementin Whi t e Hous e
self-measured blood pressure monitoring (SMBP) program. The SMBP program willbe used to help in the
diagnosing and management of hypertension in the adult patient population across White House Clinics.

This protocol is not meant to be an exhaustive process for management of patients with hypertension or to

replace the organizaton 6 s agreed upon clinical guidelines. Addit
Guideline Clearinghouse, the following guidelines are not intended to supersede clinical judgment of the

provider for specific patients.

Protocol:

Referral:
1. Referral into the SMBP program will be at the discretion of the care team, using the following
guidelines:

a. The patient has a measured blood pressure > 140/90 mmHg on the first and subsequent
readings during an office visit.

b. The patient has elevated readings persisting for two or more subsequent office visits.

c. The patient has a diagnosis of hypertension, is being ruled out for a diagnosis of
hypertension, or has white coat hypertension.

d The practicebdbs device has a cuff size appropr

Recommended cuff sizes for accurate measurement of blood pressure:

Arm circumference Cuff size

22t0 26 cm 12 x 22 cm (small adult)
27 t0 34 cm 16 x 30 cm (adult)

35t0 44 cm 16 x 36 cm (large adult)

e. The patient has the aptitude to take an accurate measurement and willingness to take blood
pressure readings consistently. The patient must also be capable of documenting the readings
if the loaner device does not have memory storage capability.

f. The patient meets the above criteria and has expressed a desire to take blood pressure
readings at home, but is unable to purchase a home blood pressure device AND/OR the
clinician feels home measurement will only be needed for a short period of time and patient
purchase would be unnecessary. Additionally, the patient agrees to return the blood pressure
monitoring device.

2. The provider or other designated staff member will discuss with the patient the loaner program and
expectations on actively participating in self-measured blood pressure at home.
3. The provider will refer patients to Enabling Services for enrollment into the SMBP program.
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a. Order a Follow-Up appointment with Enabling Services
@18 QHIN @DM  (Dcap | &

Specialty ¥ Family Practice Visit Type v Office Visit

R ] il‘ - —mmlm WIWI-

Labs | Diagnostics Referrals Office Procedure sment/Plan | Procedure: | Order Management

_— ————
& (e Guidelines | Global Days | Quick Note:  Apply  Save (_Follow Up ) Panel Control: (=)|Toggle (=) | Cyce |

b. Check the follow up box. Order the follow up
the reason. Enter the timeframe requested, and submit the order.

8B Whc Ord Timeframe Details

Follow up timeframe
follow-up visit with Services * Enabling

ollow u

w'rth:l Services * Enabling

( F‘.easnn:l SMBP }
Time: limit: Timeframe:; |

[T onor aﬂerthlsdate:l I Phone numher:l( ¥~

4. The Health Educator will educate the patient on proper use of the blood pressure monitor.
a. Choose the appropriate monitor
i. Measure the patientds arm to ensure correc
i. Determi ne patient 6s -lidkedsévicesor memoryistomgeBldvioee t 0 0 t
1. If Bluetooth -linked device is chosen, download the free Welch Allyn Home app
from the Google Play Store or the App Store, following instructions included
with the device: APair your smartpbdone
2. If memory -storage device is chosen, educate patient on the importance of
writing down readings or not allowing others to take readings on the device
due to its single-user memory storage.
iii. Complete SMBP Monitor Loan Log
b. How to measure blood pressure accurately
c. Functionality and use of the blood pressure monitor
d. How to read and understand the digital display
5. The Health Educator will orient the patient to the SMBP program:
a. Educate the patient on high blood pressure. Visit details will be documented in an Enabling
Services encounter.
b. Complete the SMBP Agreement (attachment 1) and have the patient initial and sign the
agreement. The patient will take a copy of the signed agreement with them.
c. Keep the duplicate of the agr eemedicatrecerd be sca
d. The Health Educator will provide the following handouts and review with the patient:
i. Enabling Services Blood Pressure Flyer
ii. **Self-Measured Blood Pressure at home: Patient Information**
iii. **Self -Measured Blood Pressure Technique**
iv. **BP log wallet card**
6. The Health Educator will order a follow-up for Enabling Services, to be completed approximately one
week prior to t-tpevithghe providen.t 6s f ol | ow
a. The Health Educator will remind the patient of their enrollment in the SMBP program. The
Health Educator will remind the patient to bring their paper log and loaned BP monitor with
them to their follow -up appointment with the provider.
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7. A credentialed team member will use a teach-back method through the process of validating the
ma ¢ h i readidgs against WHC equipment. Validation should take approximately 10 minutes.
a. Have the patient sit down with his or her arm at heart level. The arm should be completely
relaxed.
b. Allow the patient to rest for 5 minutes.
c. Avoid any conversation during the measurements to prevent an increase in blood pressure.
d. Take a total of five sequential same-arm blood pressure readings, no more than 30 seconds
apart:
i. Have the patient take the first two readings with the WHC loan device.
ii. The MBO team member will take the third reading, preferably with a mercury
sphygmomanometer or comparable device.
iii. The patient will take the fourth reading.
iv. The fifth and final reading will be taken by the MBO team member.
e. Compare the difference between the readings from the two cuffs.
i. BPreadings should decline over the five measurements. The final reading may be as
much as 10 mmHg systolic BP lower than the first.
ii. If the difference is 5 mmHg or less, the comparison is acceptable.
ii. If the difference is greater than 5 mmHg but less than 10 mmHg, do the calibration
again.
iv. If the difference is greater than 10 mmHg, the device may not be accurate for the
patient.

1. If the device is determined to be inaccurate for the patient, attempt calibration
of a second device. If the second device is also inaccurate, MBO staff should
inform the provider, who will deter mine
in SMBP.

Follow -Up:
1. The patient will return the loaned device, along with recorded readings, at the follow -up appointment

with the provider.
2. The Health Educator will document all readings in the following manner:
a. Verify the patient met the minimum number of measurements for participation in the SMBP
Program. At a minimum, this is defined as at least 6 measurements over 3 days.
b. Enter all the home measurements into the vitals history.
i. Open the A*WHC Enabling Encounterodo templ at
ii. Select Patient Reported Entries

Clinic Enabling Encounter  pain| e —“_— | Genderjumm | P
Me‘_ ‘ DDB|_ | [ Save & Close )

Lomtion‘ Berea Community School Clinic ‘ [~ FacetoFace [~ Telephone [~ Scheduled [ Offsite [~ Walk-in T Tenere B e

Comments (" Counsel Details | SMBEFRVETag
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Rightc 1l i ck and select AAdd Newbod

"Vital Signs [Lite]" - [New Record]

Measured Date: Time:

[ osnzmory | [ 3s3ew

Weight measurement:

Blood pressure and pulse: Measured by:

Pulse: |

I /min

Systolic Diastolic

I—fl— mm/Hg

4
" Clear For Add

Enter the date and time of the original reading

Enter the reading

Save

Click ACI ear Btepsl-4Adfdodr. eRaemhe ameasur ement
Close after entering all readings.

aprOdE

c. Take an average of all readings provided by the patient.

Add all systolic numbers together and divide by the total number of readings received.
Add all diastolic numbers together and divide by the total number of readings
received.

From the Enabling Encounter, sel ect inSMBP
Clinic Enabling Encounter patint | Genderjmm |
Age| enm— | DOB| en— | Save & Close |

Locnﬁnn| Berea Community School Clinic | I~ FacetoFace |~ Telephone |~ Scheduled I~ Offste |~ Walkdin e
s [ Counsel Details ) - SMBP Average

An Orthostatic Vital Signs window will open
AE Orthostatic Vital Signs

Blood Pressure and Pulse:

1
Side: Site: Method: Cuff size:
" Right © Left | " Manual  Automa Pediatric [~ Adult [~ Large [~ Thigh

Lying Position: 2 itting Position: Standing Position:

Systolic  Diastolic Systolic: Diastolic: Systolic: Diastolic:
| _;l mm/Hg ! | mmy/Hg | ] | mm/Hg
Pulse: Pulse pattern: ttern: Pulse: Pulse pattern:

/min & Regular{” Irregular /min & Regular ¢ Irregular I /min  peqular{ Irregular

. 3 :
(__Clear ) (save&Close) { Cancel

1. Select the Home monitor radio button
2. Enter the average of all self-measured readings
3. Save & Close
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3. When the patient returns for a follow -up appointment with the provider:

a. The provider wild.l review the patientds averag
Vital Signs
HM
Time  [Htlin)  [wtibl [BMI  |BF Posiion | Side [ Site
321 PM 123/66 *sitting right arm
<] |
b. The provider will review the patientds home r
i. Select HM above the Vitd Signs table
Vital Signs
HM
Time  |Htin] [wt(&] |BMI _ |BP | Position | Side [ Site
321 PM 123/66 *sitting right arm
<] |
ii. Review the readings
Vital Signs
Date |'I'|mn.=-_ |E|P |F
04/17/2017 3:06 PM | 135/99
04/17/2017 253 PM | 134/150
04/13/2017 2:00 PM | 122/85
04/12/2017 330 PM | 125/88
04/11/2017 243 PM 13577
04/10/2017 12:36 PM | 120,80

c. The provider will determine whether continued loaning of the monitor is appropriate. If long -
term monitoring is appropriate, the provider will work through traditional protocol to obtain a

monitor for the patient.

Returned Device:

1.

2.

3.

The Health Educator will place the blood pressure device in [a /ocation to be cleaned] and notify
medical back office staff.

EPAregistered disinfectants that are labeled for use in healthcare will be used for disinfection, and
wilbeused per manufacturerds recommendati ons.
The disinfected blood pressure device will be stored with cleaned inventory to be loaned to another
patient.

Portions of this protocol were adapted with permission of the American Medical Association and The Johns

Hopkins University. All Rights Reserved. The original copyrighted content can be found at
https://www.stepsforward.org/Static/images/modules/8 /downloadable/SMBP%20monitoring%20program.pdf
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Appendix D:SMBP Patient Criteria and Workflow

SourceAffinia Healthcare

= occurs inside the health center
= occurs both inside and outside health center;
patient performs SMBP outside of center

Affinia Healthcare — SMBP Patient Criteria and Workflow

Patient
identified and
Says “Yes”

Stage 2 Uncontrolled
HTN, (BP of
160+/90+): Patient is
referred for SMBP +

Stage 1 Uncontrolled
HTN, (BP of 130-
159/80-89): Patient is
referred for YMCA
BSPM lifestyle and
patient engagement
program

3
=4
o
<.
»
e,

Hypertension
Education Program
(HEP) and/or
cardiology clinic

From HTN Registry

Cardiology referrals
from other providers

Patient sees
Cardiologist based
on referrals;
Cardiologist and
Internal Medicine
providers refer
patients to
Pharmacist ..

From HTN Registry

Patient is enrolled in
SMBP and health
center HEP and
trained on SMBP by
Chronic Disease staff;
home blood pressure
monitor provided for
patient to keep

USIA eI

Health center care
team does a warm
hand-off, or electronic
referral to an YMCA
Healthy Heart
Ambassador (HHA),
who is embedded in
the health center’s

cardiology clinic

Pharmacist
addresses barriers
to blood pressure

control and

Patient is enrolled medication

in BPSM lifestyle
and patient
engagement

program by HHA

After completion of 6
sessions, pt referred to

adherence

Patient has a
follow-up visit with
pharmacist and

referred to YMCA
BPSM or health
center HEP.

YMCA BPSM program




Appendix E: SMBP Workflow Swim Lane Diagram

Source: ARcare/KentuckyCare

Occurs outside of health center

x
w
s} = =
8 from SMBP
engagement Traditional Champion based
E and warm Management R
] A
o [
—
O |
[ |
- |
E |
g '
9 ~
= N HTN management
14 N appointment, i
X \ needed
= \
z \
w \
= | \
& I \
| \
| , N b
e
O \ Determines date and time for Appointment
= srwoliment arwolinant Assessment & interpretation of data (if encolled in SMBP).
% R ] y of begins “g:ww Makes recommendations for other chronic care services
< Patient = (ie. CCM, MNT, PharmD, DSME) and provides community
T Candidate assessment of resources 1o suppon disease management (il enrolled or
O identification willingness / ot in SMBP).
o and and readiness Enroliment and training, schedule
[e1] recom follove-up appointment 7-14 days
2 B out, outreach call within 3 working
/ i KY champion
/ and KY
~ health dept
S~ woek!y
S — . — huddie
- —_
a
8 r
T LEGEND
= Outreach call within
- 2ot 3 working days to
& Occurs within the health center progrem
i Occurs within the community health department
'

8
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Appendix F Counseling/Educational FactorRéadiness to LeariBarriers b Learning

SourceAffinia Healthcare

Clinical patient identification criteria are essential in SMBP implementation, e.g., targeting uncontrolled

hypertension patients and/or patients with multiple goorbidities, etc. (se®iagram 1SMBP Program

Planning: Goals and Target Populajidn addition factors that may be worth considering include readiness

and barriers to learnfeange behavior. The EHR screen shot below shows how one organization documented
these additional patient selection criteria for SMBP.

Counseling Details “ E
- -

PO

Total counseling time (minutes): I:l

Counseling/Educational Details:
[For tobacco cessation counseling of three minutes or more, please use the Tobacco Cessation template.)
Type of counseling: Method of counseling: Evaluation of counseling: Counselor: Date: Time:
| | | | |
I I I | | I
| | | | | I
| | | | |
I I I | |
Comments:
| | T
| | T
Educational materials:
Language: Interpreter's name: Relationship:
™ Interpreter used | |
Counseling/Educational Factors:
" Detailed document ¥ Reviewed Cultural/spiritual needs: © Mo (" Yes
Readiness to learn: Earriers to learning: Learning preferences:
r Accepting [ Hone [ No preferences
[ Anxious r Age [~ Audio materials
r Angry - Cognitive limitations [T Demonstrations Marital status:
[” In denial ™ Cultural ™ written materials |
[~ Motivated [~ Finandial [~ verbal explanations Race:
[T Other [specify): r Language: [~ video materials
| r Interpreter needed [~ Other [specify): I
| I Religion:

™ Physical limitations
[” Reading ability
[ Other [specify):

(Gave B lnse ) ( Cancel )

=

37



Appendix G Azara Previsit Planning Report

Source: Whitney M. Young, Jr. Health Center

Azara Daily Report - Pre-Visit Planning - Circled items indicate HTN prompt

Visit Planning for 6/1/2018 - 6/1/2018

Sux o Bl oo I
Gorndor idontily omale Languig b !
DOt Sexual Onentation: No

Diagnoses (0)

Risk Factors {1}
100

s:s0 av |

Ok sexuad Orientation

DjeGnoses (1)

Frss

Risk Factors (1)

108

B pron. NN
or identily. Female Language: Enghst
Sexual Orentation

Straight

Diagnoses (4)

"My,_\_ nND
o / 8D
foor

Risk Factors (1)

TOS

Alerd

K:'V,Li

Pap HPV
HV

ALIDIT

Dapr Screon
BMI & FU

Run on 6/1/2018 8:59:36 AM
13 Scheduled Appointments

Visit Reason: A-CPE

Message Most Recent Date Most Recent Result

Mizaing
Migsin

ing

Visit Reason: A-15 MIN

Alert Message Mozt Recant Date Most Recent Rosult
HIV Missing
AUDIT Missing

ast Prys: [

Porinl Access: b

Visit Reason: SAMEDAY

Poyer: FIDELIS MEDICARS

Care Manage nassigned Care Manasge

Alert Message Most Recent Date Most Recent Result
AUDIT Misging

B & F wissing Follow-vp [N 16.47

PCV >=66 Overoue

Pnsumn Missing

Statin Rx Overdue
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AppendixH: Sample Approach for Using SMBP Data to Control High
Source: National Association of Community Health Centers

°.° T
'"F NATIONAL ASSOCIATION OF |"|On .
Community Health Centers Hearts

Sample Approach for UsingelfMeasured Blood Presure Monitoring (SMBP) Data ©ontrol High Blood Pressure
1/17/2018

Background

In general, SMBP yields a pattern of blood pres¢BRINSE I RAy 3a G 1Sy 4G RAFFSNBy O
normal environment. Together, owdf-office BP readings provide more accurate data than a single clinical office BP
readingacrossvisit$¢ YR | ff 26 Of AYAOALya (2 YI1S 0SGGSNE GAYSTEA
pressure! Having people with hypertension use a home BP monitor regularly engages them in their own care and
provides data that supports higtuality and joint decisn-making?

Because the use of patiegenerated data in clinical settings is relatively new, including SMBP data, we wanted to
provide some guidance and structure around how to collect, prepare, and interpret SMBP data. The following offers
sample probcol or approach that health centers can adopt or adapt to help facilitate using SMBP data as a tool to
help their patients achieve BP control.

Thissample approachgrotocol is informed byhe followingrecommendations outling in the 2017 Guideline forhie
Prevention, Detection, Evaluation, and Management of High Blood Pressure in"Adults

1. Outof-office BP measurements are recommended to confirm the diagnosis of hypertension and for titration
of BRlowering medication, in conjunction with teleheaftbr clinical interventions.

2. Adults initiating a new or adjusted drug regimen for hypertension should have a fopjoeassessmenf
adherence and response to treatmentrabnthly intervals untiltheir BP treatment targeis achieved.
Reassessment should inde the following:

BP measurement

Detection of orthostatic hypotension in selected patients (e.g., older or with postural symptoms)
Identification of white coat hypertension or a white coat effect

Documentation of adherence

Identifying and addressing olaailes to adherence

Monitoring of the response to therapy

Reinforcement of the importance of adherence

Reinforcement of the importance of treatment

Assistance with treatment to achieve BP target

=4 =4 =4 =4 -4 -8 -8 -9 -9

3. Followup and monitoring after initiation of drug therapy for hypertension control should include systematic
strategies to help improve BRcluding use ohome blood pressure monitoring (HBPMeambased care,
and telehealth strategies.

NOTEHome bloodpressure monitoring (HBPM) and seleasured blood pressure (SMBP) have essentially the same

8 Includes the use of monitoring dizes (e.g., Bluetootknabled home blood pressuraonitors) thatpermit the sharing opatient self
management parameters with healthcacéniciandn real time and the delivery of feedback and guidance to patients when they need it.

9 Includes tearrbased care, nurse case management, pharmacist casageaent, patient education, behavioral telephone intervention, tele
monitoring, and internetbased BP management tools.
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meanings. HBPM is SMBP done at home, as opposed to other locations outside of a clinical facility, such as at a
community organization or pharmacy. From thismpdorward, this document will use the term SMBP to mean SMBP
done at home.

The sample approach/protocol below describes a scenario worth striving for that should be tempered by clinical
judgment and modified for feasibility based on individual needs/dad@terminants of health.

Sample Approaclior UsingSelfMeasured Blood Presure Monitoring (SMBP) Data ©ontrol High Blood Pressure

Instructing Patients on Collecting SMBP Data

1. Patients should be instructed to follow the steps to take their own blpassure accurately, including proper
preparation, positioning, and measurement.

2. At a minimum, patients should tesked to ake at least dlood pressuraeadings 1 minute apartjn the
morningbefore takinganymedications and in the evenirgefore sugper, for 7 consecutive daywior to their
follow-up visit appointment date.

NOTEThis many readingmay not be feasible for many patients; the minimum number of measurements
suggested for clinically meaningful application is 1 measurement in the morning and 1 measurement in the
evening for 3 consecutive days.

3. For patients scheduled for a folleup vist (e.g., one month interval for medication change), SMBP should be
done for at least the 7 days prior to the follawp visit to allow for therapeutic changes to take effect and to
supply the most current and clinically meaningful data.

NOTEPractices mgopt to have patients record SMBP readings for longer time frarl@sever, pactices
aK2dzZ R O2yaARSNI {a.t aFFGAIdzSe F2N) LI GASydaz GKS O
health IT requirements for batching and averagindtiple weeks of data prior to pursuing this option.

4. Encourage gtients to form a habit of taking their BPs regularly, morning and evening, and sharing the pattern
of readings tlen in the week prior to an appointmenmtith their clinical team. This approladielps cement
the practice of SMBP in theapeni Q& NI dzii A -giing theKdath Gptuxkd) tamsiission, and analysis
burden"

5. To ensure patients remember to produce actionable SMBP data between visits, planned outreach to remind
patients 10 daystor to their next scheduled appointment (or planned SMBP data submission via phone,
portal, other) may be helpful.

6. Patients should be equipped with information about what to do if they have a home BP reading that is higher
or lower than a certain threshdl(tailored to individual patients as defined by the clinical practice).

10 At least one SMBP average must meet the 2x/day for 3 consecutive days criteria for that data collection period to meet the

numerator criteria for the Million Hearts? Accelerating SMBPProjectii Us e of SMBPO measure. The fUse o
specifications are based on an adaption of evidence from the Finn-Home Study, which indicates home BP measurements recorded

twice in the AM and twice in the PM for 3 consecutive days or once in the morning for 7 days produced clinically meaningful data. 3
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Acquiring Data from SMBP Devices

1. Data should be transmitted electronically to clinical practices and into health IT systems, or via entry by staff
GKAES NBGASsAY3T (GKS YSY2NER 2F (GKS LI GASYydQa Kz2YS

NOTEOnly validated home blood pressure monitdraith memory storage of at least 30 readings, but preferably
more, should be used. Paper logs are not recomdeeh as patients may make e, selectively transmitr alter
SMBReadings.

2. Patients should be reminded not to mix data from other people itieir SMBReadings(i.e., avoid having
family members or friends use the home BP monitor or ensure they use the device only when set to an
alternate user (e.g. user 1 vs. user 2)haf¥ the data is reviewecdtare teams should confirm data quality and,
if applicable, which user represents the patient

NOTEEXisting technologies for electronic SMBP data transmission link Bluezoatiied home blood pressure
monitors to smartphone apps and/or online web portals. Emerging technologies may enable dinsctigsion of
Bluetooth-enabled home blood pressure monitor data directly into electronic health record or population health
management systems.

3. Patients should always bring their home BP monitor in to their follgwappointment to confirm SMBP
readings ®red in the device memory, device memory management, and other activities, as needed, such as
RSY2y &GN GAy3a O2YLISGiSyOe Ay dzaiay3a GKS K2YS .t Y2
against the office standard blood pressure device (anpjall

Preparing SMBP Data for Clinical Interpretation and Action

1. During the SMBP use period, patients can produce varying amounts and patterns dffdesgta.readings must
0S LINPOSaaSR (2 MO RSUSNNYAYS AF (KGmdlEAVMaRAPWMI A O2 Y.
readings each day for 3 consecutive days), and 2) inform decision making about blood pressure managemen

NOTEThe SMBP use period is defined as the time between when a patient is instructed by the care team to use
home BP monitor to meaure their own blood pressure and when the patient engages with the care team for
follow-up assessment and management (e.g. follgpwisit, telephone call, or other practice access to the SMBP
data and action upon it).

2. SMBP readings taken in the weekoprio the next patient contact (visit, call, or dataaccesymay be the
most clinically meaningfugt a minimum, practices should averagadings fronthe last 7 days before the
patient contactfor clinical application

NOTEThe care team may have to look back further tifagiays to obtain sufficient SMBP measuremdatsieet

the minimum criterigfor an SMBP averade have clinical application.

3. In addition to SMBP averafg when possible, document/retain and offer clinitgathe pattern of individual
SMBP readings from the last 24 days prior to the next patient contact.

4. Average systolic and diastolic blood pressure readings into one SMBP average measurement
(systolic/diastolic) by adding all of the systolic and sepyadll of the diastolic readings together and dividing
each sum by the total number of systolic/diastolic readings obtained in the time frame. For example, if there
are 10 BP readings over 7 days (that meet the minimum SMBP use criteria), add the wlstedicogether
and divide by 10 and add the diastolic values together and divide by 10 and combine to get the SMBP averag
reading (systolic/diastolic).

NOTEThere are tools that may help with averaging data, such a8thed Pressure Average CalculatdlT
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systems may also produce SMBP averages automatically as technologies improve.

Interpreting and Using SMBP Data to Control Hypertension

SMBP readings can be interpreted using the Categories of BP in Adults table fre@1th&uideline for the
Prevention, Detection, Evaluation, and Management of High Blood Pressure inpadeltswith the corresponding
values of SBP/DBP for Clinic andPNBmeasurements in the following table.

Categories of BPin Adults(Clinic Measurements)

BP Category Systolic Blood Pressur&BR Diastolic Blood Pressure
Normal <120 mm Hg and <80 mm Hg
Elevated 120129 mm Hg and <80 mm Hg

Hypertension

Stage 1 130¢139 mm Hg or 80¢89 mm Hg

Stage 2 xmnn YY | 3 or xdn YY | 3

*Individuals with SBP and DBP in 2 categories should be designated to the higher BP category. BP indicates blood medsure (ba
2y Ly F@SNI3IAS 2F xH OlobtBsorkfas défailedR DBR, dliasilic bibodl pieSdure;2and SERHsystolic blood
pressure.

Corresponding Values of SBP/DBP for Clinic and HBPM Measurements

Clinic HBPM
120/80 120/80
130/80 130/80
140/90 135/85
160/100 145/90

Treatment and followup recommendations for managing high blood pressure in patients should be guided by the
2017 Guideline for the Prevention, Detection, Evaluation, and Management of High Blood Pressure imdidigltsl
patient management should bdgased on clinical judgment, risk/benefit analysis, and patient preference. The
following diagram can be used to understand BP thresholds and recommendations for treatment aneufnilow
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BP Thresholds and Recommendations for Treatment and Follqut

( BP thresholds and recommendations for treatment and follow-up ]

. ™
Normal BP Elevated BP
(BP 120-129/<B0
(BF <120/80 mm Hg) mm Ha)
\ J

—

Promote optimal
lifestyle habits

J——

Heassess in

(Clabs
—

Stage 1
hypertension
{BP 130-139/80-89

Stage 2

hypertension
(BP =140/90 mm Hg)

BP goal met?

Assess and
optimize
adherence to
therapy

Consider
intensification
of therapy
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Appendix | Home Blood Pressure Log

Source: Open Door Family Medical Centers

Example | July @

9:00am

135/90

135/90

&:100 pm

137/90

140/90

I forgot to take my medicine today.
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@
Appendix I Hixny (Health H .
Information Exchange New York) lxn ’

Patient Portal

Source: Whitney M. Young, Jr. We are excited to release our new patient self-entered data functionality in HIXNY's

Health Center

patient portal. Over the next few weeks, we will be choosing a site to pilot this new
functionality with patients and providers relating to hypertension control.

Our newly developed functionality has added a tab to the patient portal where certain
information can be entered from home directly by the patient.

RO
Worome b Myt

20t = 11 e oy

For our pilot study, we intend to assess the functionality and utility for patients and
providers of self-entered blood pressure. Patients will enter morning and evening blood
pressures into the patient portal where it is averaged into daily blood pressure readings.

Hixny & -
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Once patients have entered morning and evening data for a minimum of three
consecutive days, the system will average blood pressure scores over the three days.

This single averaged score (generated from morning and evening blood pressures over
three or more consecutive days) will then generate a Continuity of Care Document
{CCD) accessible to the provider in the HIXNY provider porial. This CCD can then be
imported into the institution's electronic health record and viewed locally to inform clinical
decisions.

Our overall aims for this pilot are the following:
1. Determine utility of patient self-entered data in clinician practice
2. Understand patient use and identify potential barriers to utilization
3. Empower patients to consistently enter blood pressure data for improved
provider/patient communication

As this is a pilot study, we are looking for sites who routinely work with patients to
monitor daily blood pressures, and for whom clinical action could be made using
averaged blood pressures.

We have allocated a stipend from our DOH supported grant, and would be willing to
work with your institution to ensure adequate funds are provided for time spent working
on this inifiative.

46



Appendixk: SMBP EHRocumentationg eClinicalWorks

SourceHealthEfficient Million Heartd SMBP Intervention Configuration Guide

HPI -
#- General Complaints |
- Adolescent Depression £
- BP Self Management
[~ Cancer Screening

- Drental

- Depression Screening  |E
- Echocardiogram

- General

- Insurance Assistance

- Physical Exam

- Registry

-- School Health Form

- Allergy/Asthma

- Cardiclogy

- Constitutional

[- Dermatology

- Dermatology - Interim F
- Diabetes Educator

- Diet/Exercize

- Endocrinology

- ENT/respiratory

- Gastroenterology

- General/PEDS

- Hematology

- HIWV

=
i}

=
s}

-1
sy )

s OO PO e OO ey O e O e |
(s i . e o By o ol g o gl

-

UL [

L | Vitals | Me

BP Self Management

idolescent Depression Screening  BP Self Management |

[T show popup for cfo

Order Ca

cfo  |denie:|Symptom Duration Motes

5 Patient Referred By

5 SMBP Program

L3 SMBF Patient Agreement Signed

5 Home BF Monitor Given

G Home BF Monitor Instructions Giv

5 Pre Survey Completed

5 Mutrition

5 Home BF Average

5 Community BF Average

L3 Home BPF Monitor Returned

5| | | Post Survey Completed |

53 HPI Motes
Free-form T Structure
Home BP Average Default | Defaul
Mumber of consecutive days >

/ |:||:| SMBFP Last Measurement Dat }(
1.1 Arm circumference in Inches >
1] SMEF Systolic Average ke
1] SMEF Diastalic Average K

N I:I[:I Interpretation Average ;l}(

~\ [L] SMEF Log Scanned

\

ery High (Stage 2: 160+/100+ mmHa)
High {Stage 1: 135-159/85-99 mmHag)

Mormal/Controlled (=135/85 mmHag)
Low (==90/60 mmH
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Appendix L SMBP Average EHR Documentation ExangaextGen

Source: White House Clinics, SMBP Protocol

a. Take an average of all readings provided by the patient.
i. Add all systolic numbers together and divide by the total number of readings received.
ii. Add all diastolic numbers together and divide by the total number of readings received.
ii. CNRY (GKS 9yl ofAy3d 9yO2dzyiSNE aSt SOl da{a.t

Clinic Enabling Encounter patien | Gende = |
Age| T—— | DOB| ex— ((save & Close )
Location| Berea Community School Clinic | I FaceloFace I Telephone I Scheduled [ Ofsite I Walkin

Baties-Reparied Entries
Comments [ Counsel Details ) SMBP Average

iv. An Orthostatic Vital Signs window will open
AE Orthostatic Vital Signs

Blood Pressure and Pulse:

1
Side: Site: Method: Cuff size:
¢ Right O Left | £ Manual © Automa Pediatric [~ Adult [T Large [~ Thigh

Lying Position: 2

itting Position: Standing Position:
Systolic Diastolic: Systolic Diastolic: Systolic Diastolic:
| _;l mm/Hg ] I mm,/Hg | /] | mm/Hg
Pulse: Pulse pattern: s tern: Pulse: Pulse pattern:

/min ¢ Regular{" Irregular /min ¢ Regular € Irreqular I /min " Regular{” Irregular

[ Clear ) [ Save & Close ) [

1. Select the Home monitor radio button
2. Enter the average of all sefieasured readings
3. Save & Close
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AppendixM: SMBP Staff to Provider Commuaiton Script

Source: ARcare/KentuckyCare

Patient has successfully completed x daysoofie blood pressure monitoring
BP Log is located in patient documents.-8el&sured BP averageis __ /
(normal/stage _ ). Next BP follow up with you is scheduled for _ / /[
t £ SFAS | RAA & Gppdirimert & Oesoner. Af pplicabjidehse
specify recommendation for continued home monitoffirgjuency.
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7.
8.
9.

Appendix N SMBP Patient Enrollment and Folleup Process

Source: ARcare/KentuckyCare

Educator contacts patient (warm hand off in clinic or telephone outreach)

Participant assessmefaiffers enrollment

Engagement through adiirectional discussion of the purpose, benefits, risk, confidentiality, patient rights,
and cost/compensation of program (once patient decides to participate)

Enroliment on day and time convenient for participdicteally, same day)

Consent and Loaner agreement completed

Education and training (disease process, use of equipment, action to take, how to communicate SMBP
readings to educator)

Schedule day and time for folleup phone call (within 3 working days)

Schedle day and time for followup visit in health center (within-I4 days)

Compasation with gift card€f participant returns equipment and completes program as designed.
(Participant initials receipt of gift cards on original contract).

10. Document Order ini&cess EHS electronic health record
11. Returned equipment is cleaned based on infection control policy.
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Appendix O SelfMeasured Blood Pressure Monitoring Patient Enroliment Orientation
Source: Finger Lakes Community Health

#
- &
ﬁr Fmﬁer Lakes
Self-Measured Blood Pressure Monitoring COMMUNITY HEALTH
Patient Enrallment Orientation

Patient: Date of Birth:

Orientation checklist will be completed upon enrollment in the self-measured blood pressure monitoring
loan program.

Confirm the patient meets the criterla for patient selection

Instruct the patient on the loaner program and expectations of measurements

Completion of the SMBF Patlent agreement

Educate the patlent on the use of the blood pressure monitor:

# How to measure blood pressure accurately

¢ Functionality and use of the blood pressure monitor

s How to read and understand the digital display .

Have patient re-demonstrate the application and use of the self-measurement blood pressure

monitor

Provide the following handouts to the patlent and review them together

+ Self-measured blood pressure at home: patlent information

»  Salf-measured blood pressure technique

# High blood pressure (hypertension) overview

o Self-measured blood pressure flow sheet
Fill out the “BP monitor loan log”

Complete and have the patient sign the “patrnﬁt participation and loaner device agreement”

inform patient on specifics of how they should communicate blood pressure measurements back to
the office

Document participation in program in patient medical record

Patient Signature:

Finger Lakes Community Health Staff Signature:

Date:




Appendix P Blood Pressur&elfManagement Program Brochure

SourceAffinia Healthcare

Why Join the

Program?

Meet once every 2nd and 4th week of the
month, for 6 sessions.

You will learn how to:

> Monitor your blood pressure.

> Reach a healthy blood pressure.

> Optimize your treatment.

> Reduce risk of complications.

> Maintain a healthy diet.

> Stay physically active.

Guest speakers from different speciailties.
Also includes FREE INCENTIVES AND A

BLOOD PRESSURE MONITOR for wte
during the program.

Location
Information

Lemp
2220 Lemp Avenue
Thursdays @ 10am — 12pm

N. Florissant
4414 North Florrissant Ave.
Fridays @ 10am — 12pm

South Broadweay
3930 South Broadway Street
Fridays @ 2pm — 4pm

Biddle
1717 Biddle Street
Mondays @ 2pm — 4pm

Please gives us a call if you have
any questions or would like to be a
part of this program

Shanieka Curry
(314)814-8759
Kevin Zarate
(314)814-8756

x*

lood Pressure
Self-

Management

Program
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High Blood Pressure
Health Facts

High blood pressure puts you ot
heart disecse and stroke, which a
leading causes of death.

High blood prassure wes a prima
contributing cawse of death for m
than 410,000 Americans in 201
more than 1,100 deaths each day!

P4941414

sufter from hypariension

1 in 3 adufts weating ther hyperienson
cannol keep il under 14080

nhealthy behaviors can increcse yo
kk for high blood presure, including:
Smoking tobocco.

Eating foods high in sodium and lo
in potassium.
Mot getting enough physical activit
Obaesity

Drinking too much alcohol.

Session 1:

Blood Pressure Monitor Set-up
Develop Action Plan and Set Smart
Goals

Session 4:

Reading Food Labels
Nutrition Bus

Cooking Demorstration
Exercise

Session 2;

Prevention and Control
Medication Education

Session 3:
Understanding Cholesterol
Nutrition: DASH diet

Session 5:

Heatthy Habits with the City of 5t Louis
Medication Non-adherence Rk
Depression and Strass
BMI and Weight loss
Smoking

Session 6:
Certificates and
Incentives
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Appendix Q Patient Education Material Stay in the GREEN!

Source: ARcare/KentuckyCare

\Stav in the GREEN! I

70
60
50

230 135 DANGER!
220 130

210 the nearest

130 i GREAT!
120 80
75 You are in your

DRAW A LINE FROM YOUR TOP NUMBER TO
YOUR BOTTOM NUMBER. IF ONE OF THE
MUMBERS IS IN A RED ZOMNE, CALL 5-1-1 OR GO

TO THE EMERGENCY ROOM!
TOP MUMEER BOTTOM
NUMEER What it Means:
(systolic) " "~

- Call 9-1-1 or go to

120

emergency room!

This is

160 100  TOO HIGH.

goal range.

DAMNGER!
50 callg-1-1ergoto
a5 the nearest

40 emergency room/!

NOTE: When using or adapting patient materials, be su
to consultthe latesthypertension clinicaguidelines for
blood pressurehresholds and other clinical specifics.
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Appendix R Hypertension Action Plan

Source: Hudson River Healthcare

Patient Name:

NOTE: When using or adapting patient materials, be su
to consultthe latesthypertension clinicaguidelines for
blood pressurghresholds and other clinical specifics.

HTN Action Plan

Date of Birth:

Provider Name:

=1

You are doing well, keep it up!

U

W
1\[\.-.4'

Phone:

No shortness of breath

MEDICINE

HOW MUCH

WHEN TO TAKE IT

No chest pain

No decrease in your ability to

maintain your activity level
Continue sodium restricted diet

keep all doctor appontments

Yellow Zone: Caution

Moderate HTN > 150/100 - 190/100

Blood Pressure Reading Reason/ Symptom Actions
Your blood pressure is outside Forgot to take blood pressure Take blood pressure medication
normal range medication or missed a dose immediately and repeat blood pressure
SBP - 150-90 in 1 hour. If blood pressure reading has
DBP 91-100 improved, no further action neaded

Your blood pressure is outside
normal range 5BP — 150-190
DBP- 91-100

Took medication as
prescribed, experiencing pain
not related to chest pain (i.e.
knee or other joint), jaw, neck,
back pain, shortness of breath
or headache

call primary care office to schedule an
appt. within one week to address pain
and advise that blood pressure is high

Your blood pressure is outside
normal range

SBP - 150-190

DBP - 91-100

Took medication as
prescribed.

Mot sure about source of pain/
not feeling like your normal
self

Call primary care office to schedule an
appointment to be seen (same day or
next day)

A ————

Blood Pressure Reading

Reason/ Symptom

Actions

Your blood pressure is outside
normal range

5BP > 190

DEP > 100

Forgot to take blood pressure
medication or missed a dose

Take blood pressure medication
immediately and repeat blood pressure
in 1 hour. If blood pressure is still high,
call your primary care office to be seen
same day

normal range
SBP » 190
DBP > 100

headache, chest pain or
shortness of breath or do not

feel like yourself

Your blood pressure is outside Took medication as prescribed, | call primary care office to be seen same
normal range SBP > 190 eXperiencing any pain day

DEP > 100

Your blood pressure is outside Took medication and have call 911 or go to your nearest ER or

Urgent Care.
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Appendix S Hypertension Zones Sheet
Source: Whitney M. Young, Jr. Health Center

Note: To be used along with information fraire care team communicating to the patient what their normal
blood pressurgange is.

Hypertension (High Blood Pressure)

= » Eata healthy diet
e [Exercise regularly
. = e Reduce the sodium in your diet

* Not experiencing fatigue, confusion, dizziness or headaches
o Usual medications control your blood pressure
* Following diet and exercise program

Y I CAUTION!!! Call your Doctor if you experience:

e OW &« Blood pressure readings that are outside your normal range
Headaches

ZO ne Nosebleeds

Ringing in the ears

Lightheadedness

Palpitations

* & = 8 @

EMERGENCY!!! Call 911 or have someone take you to the Emergency Room!!
s Sudden numbness or weakness of the face, arm or leg, especially on one side of the body
s Sudden confusion, trouble speaking or understanding
* Sudden trouble seeing in one or both eyes
* Sudden trouble walking dizziness
e Loss of balance or coordination
e Sudden severe headache

( Key Contacts- Fill in numbers for:
Primary Physician:
Specialist:
VNA;
Other:
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Appendix T SMBP Program (Excerpts) Patient SMBP Orientation Slide Presentation

Source: Open Door Family Medical Centers

How can monitoring at
home help me?

@ Helps you have better control by knowing your numbers and
sharing with your Provider.

@ Makes sure that your medicine is the correct dosage (not too
much / not too little).

@ Checks to see if your readings are different in the office than
they are at home, which helps us determine your true blood
pressure.

Let’s learn how to
properly take your
blood pressure!

What do | need to
do for this program?

* Learn the proper technique for taking Blood Pressure.

* Measure Blood Pressure for 7 days in a row, twice a day
— Once in morning and once in evening.
— We provide you with the machine for 1 week.

* Use the Log we provide to record your numbers.

* Follow-up visit in 1-2 weeks to submit log and return the

monitor.

* Take a pre- and post- program survey to help us better serve
you!

Factor
Cuff too small
Cuff over clothing
Back/feet unsupported
Legs crossed
Arm tense
Not resting 3 to 5 minutes
Anxiety/white coat hypertension
Patient talking
Labored breathing
Full bladder

Pain

Arm below or abave heart level

Factor
Arm extended and unsupported

Why is it important to take my
blood pressure correctly?

Table 9. Blood Pressure Variability™

Systolic (mmHg)
10-20 ¢
10-40 4 or §
5-15 ¢
5-8 ¢
54
10-20 ¢
As much as 30 §
10-15 4
s8¢
10-15 ¢
10-30 ¢
104 or §

For every 1 <m above or below heart level, blood pressure
varies by 0.8 mmHg

g

Diastolic § 10%




What if my blood pressure is
different at home than at the

’ e p)
doctor’s? Questions?:

-Improper technique!
-Wrong cuff size Next step: Meet with another

-Taking at different times during the day wellness team member to take a
Sl S ARG short pre-program survey
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Appendix U Example SMBP Patient MateriagiHow Do | Take My Blood Pressure?

Source: Health Quality Partners of Southern California

2

HOP rev. 1.31.17

How Do | Take My Blood Pressure?

Below are some reminders of how to prepare and get started on taking your blood pressure.
Please refer to the instructions that came with your blood pressure monitor on how to use the

device.

Within 30 Minutes of taking your Blood Pressure
Do Not:

Prepare )

*

*

Empty bladder first
Take a seat
Suppaort your back

Don't have a conversation

Eat 3 large meal
Smoke )
These will cause your blood pressure fo go up.
Exercise

Take decongestanis

Have caffeine

Getting Started
Do the following steps:

Support your arm at
heart level

Keep legs uncrossed
Keep your feet flat

Put cuff on bare arm

Now that you are comfortably seated:
1. Apply the cuff securely on the upper part of your arm. The cuff should be ¥z inch or 2 fingers

above the crease of the elbow.

2. Push the start button to beqin taking your blood pressure.
3. When the machine stops, write down the upper and lower blood pressure numbers on your blood

pressure log.

4. Wait one minute and then repeat. Always check your blood pressure twice, one minute apart,
then write down the numbers on your blood pressure log. Take your two blood pressure readings
once in the morning and once in the evening for the next 14 days.
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AppendixV: Example Infographic for Exam Room8lood Pressure Measurement Instructio(Bnglish and Spanish)

Source: Open Dodramily Medical Centers

BLOOD PRESSURE
MEASUREMENT INSTRUCTIONS
5

Do not place the cuff over . =
any clothing and do not

INSTRUCCIONES PARA MEDIR
LA PRESION ARTERIAL

If you need to go to the
bathroom, do so before

Si necesita ir al bafio, No coloque el brazalete

hagalo antes de sobre la ropa y péngase

comenzar. \ | ropa que no apriete el
brazo.

you start. wear clothing that is tight
on your arm.

Sit in a chair with your

back supported and re-

main quiet in a

comfortable position for& ™
minutes before you start.

I ‘ Do NOT talk, send text Rest your arm on a table
messages, watch TV or - or other surface at heart
use the computer \ level.
while taking your blood
pressure.

Siéntese en una silla
con la espalda derecha
y apoyada. Quédese
sentado tranquilamente
durante 5 minutos.

No hable, envie men- Apoye el brazo sobre
sajes de texto, mire tele- una mesa o sobre otra
vision ni use su computa- superficie a la altura del
dora mientras midiendo la corazén.

presion arterial.

A

Sieéntese sin cruzar las

i

Sit with your feet flat on
the flioor.

Do NOT cross your legs.

Take your blood pressure
with the same arm every
time.

piemas y con la planta de
los pies apoyada sobre el
piso.

Tome la presion en el
mismo brazo cada vez.

Evite tomar su presién arterial si ha fumado, realizado ejercicio, consumido una
comida abundante, tomado cafeina o descongestivos en los tltimos 30 minutos.

= Avoid taking your blood pressure if you have smoked, exercised, eaten a large
meal, had caffeine or have taken a decongestant within the last 30 minutes.

Su primera medida del dia debe ser ANTES de tomar su medicina para la
hipertension (la presién artenial).

= Your first reading of the day should be BEFORE taking your hypertension
(high blood pressure) medication.

(oo OPEN DOOR

g B s Wl B OPEN DOOR MNY  Osasining Open Deor Weloeas Center
2 Chwrch Street - Qaaining, NY 10562 (), 2 Chwreh Strect - Oazining, NY 10582
914-502-1448 FAMILY MEDICAL CENTERS — 914-502-1448
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AppendixW: Blood Pressure Monitor Loan Agreemeftinglish and Spanish Versions)

Source: Open Door Family Medical Centers

Blood Pressure Monitor Loan Agreement

Patient's Name Date of Birth: / /
Monitor Serial Number
agree to participate in the blood pressure self-management program.

+ | will take my blood pressure using the monitor that | receive and will use it in
the way my Wellness Coach,
has directed me to use it.

- lwill take my blood pressure every morning and every night for
consecutive days.

- lwill record my blood pressure levels on the recording sheet provided.

- |will return the recording sheet completed and blood pressure monitor to
my Wellness Coac

- If I have any questions, | will call my Wellness Coach at 914-502-1448.

Your goal blood pressure level SYSTOLE

is less than

DIASTOLE

Your blood pressure is too high if it is more than

180 sysTOLE

Your blood pressure is too low if it is less than

90 systoLE
60 DIASTOLE

Recheck in 1 minute.
If it remains in this range, call your doctor,
especially if you feel dizzy, have a headache
or do not feel well.

Recheck in 1 minute.
If it remains in this range, call your doctor,
especially if you feel dizzy, have a headache
or do not feel well.

at my next visit on at am/pm.

Signature Today's Date / !

((X)) Opm [ )(ps

Acuerdo del Préstamo de Monitor de Presion Arterial

Nombre Fecha de Nacimiento: /

MNumero de serie del monitor

lerdo en participar en el programa de manejo personal de

* oy a tomar mi presién arterial mediante el monitor que he recibido vy lo voy
a usar en la manera que mi entrenadora de Bienestar,
me dirigia.

oy a medir mi presion arterial cada mafiana y cada noche durante
dias consecutivos.
oy a registrar mis niveles de presidn arterial en la hoja de registro
suministrada.

oy a devolver mi hoja de registro completo y el monitor de presion arterial &

mi entrenadora en mi proxima cita el alas am/pm.
+ Sitengo preguntas, contactaré a mi entreadora al 914-502-1448.
. . SISTOLICA
Su meta presion arterial es
menos de DIASTOLICA

Su presidn arterial es muy alta si es mas de
180 sistoLIcA
120 piasTOLICA

Su presion arterial es muy bajo si es menos de

90 sisTOLICA
60 DiASTOLICA

Vuelva a medir en 1 minuto.
Si permanece en esta gama, llame a su médico,
especialmente si siente mareado, tiene un dolor
de cabeza o no se siente bien.

Vuelva a medir en 1 minuto.
Si permanece en esta gama, llame a su médico,
especialmente si siente mareado, tiene un dolor
de cabeza o no se siente bien.

Firma Fecha / /

(00) Opm ¢ OpEN DOOR
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Appendix X SelfMeasured Blood Pressure Monitoring Patient Participation and Blood Pressure Device
Loaner Agreement

Source: Finger Lakes Community Health

Self-Measured Blood Pressure Monitoring COMMUNITY HEALTH
Patient Participation and Blood Pressure Device Loaner Agreement

1. lagree to participate in the Blood Fr.'essure Device Loaner Program.

2. lwill take my blood pressure using the monitor provided ta me and as directed by my health care provider or
staff member.

1 'will record the blood pressure readings as instructed,

I 'will report these readings to my doctor's office as instructed below.

1 will contact my doctor as instructed for any blood pressure reading of more than

mow e oW

I'will return this monitor on the anticipated return date {listed below) as determined by my health care
provider or staff member.

Blood Pressure Device identification number:

Anticipated Date of Returm:

Blood prassure is to be measured and recorded twice dally, two measurements cne minute apart every merning

and two méasurem&nts one minute apart every evening for ___ days,

Blood pressures will be reported back to the health center every days by (circle one):
Telephone
Bringing machine/blood pressure log back ta the office for review
Patient partal

Blood pressure readings will be reported ta , Finger Lakes Community
Health Staff.

Patient Marme {print):

Patlent Date of Birth:

Patient Signature:

Finger Lakes Community Health Staff Signature:

Date:
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AppendixY: SMBP Loaner Program Policy & Procedgi@leaning and Care of Home BROMtors

Source: Whitney M. Young, Jr. Health Center

WHITNEY YOUNG HEALTH CENTER, INC
SMBP LOANER PROGRAM POLICY & PROCEDURE

Policy Number: Original Date: | 05/17
Revised
Date(s):
Policy Cleaning of
home monitor
B/P cuffs
Purpose: To ensure the
proper care and
cleaning of
home
monitoring
blood pressure
cuffs
Procedure:
Originator: Owner: Chief Medical
Officer
Approved By:
Approval Date:
Signature

Policy: WYH will maintain the guality and safety standard of
monitoring blood pressure cuffs used for SMBP by maintaining
cleanliness of equipment, when returned to the center and before
being loaned to another patient, consistent with manufacturer’s
recommendations.

Procedure:

1). Home monitoring blood pressures cuffs will be cleaned with
Caviwipes upon return from patient home and before being loaned.
The cuff, tubing and machine will be completely wiped with wipes and
then allowed to dry.

2): The cleaning log will be kept in the same binder as the loaner
agreements log and HTN Patient Education forms. The Binder will be
kept in the office of the RN HTN Coordinators.
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Appendi Z Follow-up Letter Template for SMBP Patients

Source: Hudson River Healthcare

Letter to Patients with no retum phone call

75 Washington Street

Poughkeepsie, NY 12601 H R Hca re
(845) 790-7990 COMMUNITY HEALTH
<Date>

Re: Self-Measure Blood Pressure Program

Dear Mr./Mrs.< >,

We are reaching out in hopes that you have continued your self-measure blood pressure readings. We
are pleased to have you as part of our program and hope that you have continued to find value in
participating. If not, come tell us what you didn’t like about the program. We are always looking to
improve to better the experience of each of our patients.

Whether you have or have not been recording your readings, we look forward to hearing from you!
Please call our office at <phone #> to make an appointment.

Sincerely,

<Clinician>

64



Appendix AA Certificate of Completion Hearth Health Program (focused on use of SMBP)

Source: Whitney MYoung, Jr. Health Center

THIS ACKNOWLEDGES THAT

John Doe

HAS SUCCESSFULLY COMPLETED THE WHITNEY YOUNG HEALTH
HEART HEALTH PROGRAM

NAME, PROGRAM COORDINATOR
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Appendix AB Gateway Regional YMCA and Samuel U. Rodgers Health Center YMCA Blood Pressure Self
Monitoring ClinicatCommunity Protocol

Million Hearts Blood Pressure Protocol

When patient is meeting with Ambassador in office
If BP reading is = 140/90:
1. Ask the patient to rest and recheck BP in 15 minutes.
2. Assess if patient is taking BP medicine correctly.
3. K BPis still » 140/90, repeat the BP in 15 minutes.
If BP is still = 140/90:
1. AND patient has not taken BP meds yet for the day, have them go home and take BP
medication and rest. If BP is still = 140/90, instruct patient to contact Dr._ at

I o s nurse [ = I

2. AND patient has taken BP meds and the BP is still = 140/90, instruct patient to contact

or I - I o his rurse [ - I o forther

instruction.

The Healthy Heart Ambassador will document the details of this encounter in the consult note
and fax to Samuel Rodgers. This note will be scanned into the patient’s medical record.

When patient calls Ambassador, or vice versa OR when Ambassador notes BP in Portal
If BP is = 140,/90:
1. Ask if patient has taken his/her medicine and if so, when.
2. Assess if patient is taking BP medicine correctly.
3. If patient took medicine more than 1 hour ago, ask patient to rest and check BP in 1
hour.

4, If patient has NOT taken BP medication, ask him/her to take medicine, rest, and retake
BF in 1 hour.

In 1 hour, if BP is still = 140/90, patient should contact Dr._ at _ur his
nurse - at _ﬁ::r further instruction.

The Healthy Heart Ambassador will document the details of this encounter in the consult note
and fax to Samuel Rodgers. This note will be scanned into the patient’s medical record.

66



Million Hearts Blood Pressure Protocol

When patient is meeting with Ambassador in office
It BP reading is = 140/90:
1. Ask the patient to rest and recheck BP in 15 minutes.
2. Assess if patient is taking BP medicine correctly.
3. W BPis still = 140/90, repeat the BP in 15 minutes.
If BP is still = 140,/90:
1. AND patient has not taken BP meds yet for the day, have them go home and take BP
medication and rest. If BP is still > 140/90, instruct patient to contact Dr. || T =t

I < << I -

2. AND patient has taken BP meds and the BP is still » 140/90, instruct patient to contact

or. - - his e | E _frar further

instruction.

The Healthy Heart Ambassador will document the details of this encounter in the consult note
and fax to Samuel Rodgers. This note will be scanned into the patient’s medical record.

When patient calls Ambassador, or vice versa OR when Ambassador notes BP in Portal
If BP is = 140,/90:
1. Askif patient has taken his/her medicine and if so, when.
2. Assess if patient is taking BP medicine correctly.
3. If patient took medicine more than 1 hour ago, ask patient to rest and check BP in 1
hour.

4. If patient has NOT taken BP medication, ask him/her to take medicine, rest, and retake
BP in 1 hour.

In 1 hour, if BP is still > 140/90, patient should contact Dr._at_c:r his

nurse -at or further instruction.

The Healthy Heart Ambassador will document the details of this encounter in the consult note
and fax to Samuel Rodgers. This note will be scanned into the patient’s medical record.
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Appendix ACTraining Manuak;, Staff Checklist for SMBP @&ining
Source: ARcare/KentuckyCare

Patient Name:

AR

~Kentucky

Date:

DOB: Phone Number: Serial Number:

Explain the initiative, rationale and the reporting requirements.

Measure arm for proper size cuff. (%@ cm needextralargecuff)

Assess baseline knowledge. Ask patient their BP target and normal BP val

Briefly describe the color zones associated with the Care Collaborative.

Demonstrate assembly/disassemiolfymonitor.

Demonstrate putting cuff on self.

Explain how to know the cuff is placed correctly. Point out landmarks.

Demonstrate proper positon of body and arm.

Observe patient place cuff on self. Observe patient position.

Have patient turn ommachine to measure BP.

(record here:

Have patient identify the color zone of current BP 3 tries. Record on CC d

(Correct: A YesA No)

Coach and repeat if necessary.

Review instructions for SMBP below*

Provide writteninstruction sheet (Target BP).

Have patient repeat instructions.

Provide Kentucky BP Record and second sheet. Explain how to record.

Review minimum requirements again.

Answer patient questions and confirm commitment

Administer survey: Recoi®erial Number on survey

Date Faxed:

Schedule followup appointment for 30 minutes

Date:

Add patient to spreadsheet.

68



AR

~Kentucky

Document in chart.

Call patient in 2 days to cheak Document in chart. Date

Call patient in 2 days to cheak Document irchart. Date

Enter last 7 days into BP average calculator spreadsheet and give to prov

Enter data on Care Collaborative tally sheet.

Administer postsurvey. Date Faxed:

Document in chart.

Send home records to Chris to scan into chart.

Update spreadsheet.

*|Instructions

Measure BP BEFORE taking BP medication.

30 minutes prior to measurement

Avoid:
1 Exercise
9 Caffeine
1 Alcohol
1 Large meal
91 Cold/flu/allergy medicine

Rest for 5 minutes before measuring blood pressure

Immediately beforaneasurement
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Appendix AD Staff Training Manuat Using i2i Tracks to Support SMBP

SourceARcare/KentuckyCare

Know who to target for SMBP every @ayis has been done for you already)

{ SlidzL AnA¢ NI O] &

Customize> ! yOKS Ol &
Garftrzy

¢ 2RI &

&S 5 S Rémdele Gnwdntdiiterisys & ER RH { S I Naldgéte to H
| St IS&lektyaurs€akcN H0 £ B

Gae& {GFraAradAaroaté

12iTracks Today iTeam Intelligence Task Manager

Referrals - My Loc

C

by Received Messages (Last 24

1h My Statistics
s 121Tracks
Follow-Ups {Inmadiate) - Assigned To Me [1]
Patien ks that are Due - Assigned To Me 0
Refi ed To Me 0

™ iziTracks Today Screen

Current User | Other Users | Default Settings |

I Use Default Settings
" Show default itemns

Show the following items:

o\

Follow-Ups (Immediate) - Assigned To Me

atient Tasks that are Due - Assigned To Me

als - Assigned To Me
- My Location

add search

Remove
Select Fo. Search

Search Group: Million Hearts (vear 2) o

Search Name | Madified By
O HTN Patients Today Augusts HIC

[ HTN Patients Today Paducah HIC

O MH vear 2 - Disgnosed HTN at Baseline iziadmin
O MH vear 2 - Dizgnosed HTN at Baseline with BP iZiadmin
[0 MH vear 2 - Disgnosed HTN Uncontralled at Baseline iziadmin
O MK vear 2 - Undiagnosed HTH at Baseline iziadmin
[ MH Year 2 - Undiagnosed HTN at Baseline (HIC) HIC

by Statistics
HTM Patients Teday Augusta
HTM Patients Tomerrow Augusta
SMBEF Patients Today Augusta

SMEF Patients Tomorrow Augusta

Patientsidentified in these lists have a
diagnosis of hypertensioon their problem list
2 and their most recent systolic blood pressure
was >=140 and/or diastolic >=90.

SMBPpatients have been enrolled in the SMBP
0 program in the past 6 months. They will display
no matter what their current B/P is.

Doubleclick on the number OR name of list, and the patient list will display in order of appointment time. Details
included in the list are shown below, including two mostent blood pressureseHi is included in actual list)

MextApptTi,. W NextApptResource 57 NextApptType 5 (NextapptDa,. W (BP (Last val..5 |BP (Last Da.. 5 (BP (2nd Las.. % |BF (2nd Las..5f
| []|10:00 am KATIMABRISCOE, A.. DSME NURSE OMLY  10/25/2017 153/95 9/20/2017 150/85 9/14/2017
[] z:45 PM JAIME WHITEMEAD:, . ESTABLISHED PATI. 10/25/2017 193/118 1072372017 1B6/a9 1/z0/2017

Note: it multiple bloodpressures are recorded on a single day, i2iTracks will display the lowest systolic combined with the lowest diastdlibeseedid not
occur together. This cannot be changed. This idiosyncrasy of i2iTracks does not affect the validity of theipeltidetsin the query result. Blood pressures are

recorded correctly in the EMR.
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Record tracking information in i2iTracks (for now)

Looking up Patients
Option 1
Doubleclick on a patient in the list

MNextapptTi.. W NextApptResource 57 NextApptType W [MextApptDa.. " |BP (Last Wal..% |BP (Last Da... W |BF (Znd Las..%7 BP (2nd Las.. W
10:00 AM KATINA BRISCOE, &.. DSME NURSE OMLY  10/25/2017 158/98 9/20/2017 150/85 9/14/2017
O z:45 PM JATME WHITEMEAD, . ESTABLISHED PATIL.. 10/25/2017 193/118 10/23/2017 186/8% i/zo/eol7

Option 2

O9AGKSNI dzaS GKS daLB tOF NREY A ORYWT 2NJ B
to bring up the search dialog box. Use any available option to search for the
| Patient Info patient.

Search for Pabents
Tracked Patients

Py | renseRecas Patient: NN TN TN
=

Search for Recals

i2iTracks Today

EeE P E- 0

Lookup 1D: Last Name: First Name: MRN: DOB (M /D /)

Adding Data to a Patient! yiAf ¢S OFy 3ISG AG FNRBY {dz00Saa 91 { I YR
Step 1¢ Add SMBP acking(You only need to do this once)
Clickontheellipsiep ' RR B { St 806G a{a.té B hY B /f2a8

test asthma 3 Iz

~alerts (D)

Act -
o ~ Upcoming Items (0)

TEST, ASTHMA. = | There zno
picture on nie

1D: 53196 DOB: 1/7/2008 Sex: M for tris pafient
‘SSN: 999-9%-9999 MR#: 1000180636
Language: EHGLISH

Status: Active

it

21 Tracking | & Demographics | ¥ External Data |

Summary |Histnry| Labs | Racalls | Follow-Ups | Referrals | carrespondence |

4 CAT DANDER_Environmental o Asthma (NQF) (12/15/2016) B EET Patient Tracking Types (TEST, ASTHMA) il x|

57 ATTENTION-DEFICIT HYPERACTIVITY DISCRDER, COM... 2 Asthr)

5 BENIGN ESSENTIAL HYPERTENSION - 4011 (7/1142014) oH IPRAT) Tracking Type | status [ add

G COUGH - ROS (8/9/2017)

ok Diabetes (Types 1 & I1) (10/11/2017) Change Status

(] ELEVATED BLOOD PRESSURE READING WITHOUT DIA.

2 ENCOUNTER FOR IMMUNIZATION - 223 (12/15/2016) Select Tracking Type(s) =10 x| Delete |

L FEVER - RS0, (3/9/2017) _ _

G5 MILD INTERMITTENT ASTHMA WITH (ACUTE) EXACERS.., Only shaw items that contain GO I * I

e Million Hearts Data Export: Essential Hypertension

"y Reenal: Nephropathy (i2i) (10/11/2017) =l O asthma Tracking Seleck All

O eehavicral Health Tracking

O childhosd Immunizations (i2i) Select None
O wiabetes Tracking

O osuE

O Hrv Clinic Patient (2015 MITRE Cohort)

O MH 2 Diagrnosed HTN at Baseline

O MH 2 Disgnosed HTN st Baselne with BP

O MH 2 Dizgrosed HTN Uncontrolled st Baseline Close |
O MH 2 Undiagnosed HTN at Baseline

O rerinatal Tracking (i2i)

Step 2 Add Data (Most easily done on the day of visit)

Current Patient e
TEST, ASTHMA Erker Da:a from Template There is only one template to choose from: SMBP.

F' Open Prafie

ID: 53196 DOB: 1/7/2008 Sex: M
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Entry Details x|

Template:

Set the date, if what you are going fiecord was from a prior date.

SMBF

10/24/2017 'l
Diefault Location:

[thone) |

oK | Cancel |

/| KSO1 2FF 2NJ SYydSNJ GKS RSGFAfA FT2NJ GKS RIFEGS 2F (KS ¢
below, on 10/1/2017 this patient: Was enrolled in the ARcare/KentuckyCare SMBP Program, Had tipedgikéair
recommended to them, was referred to the community SMBP program, and did not have any home readings recorde
today. They were given a B/P cuff serial number 123456.

) Enter Daka for Visit Date 10/1/2017 (TEST, ASTHMA] —— Template: SMBP

valus for 10/1/2017 Most Racent Valus

FLef nroll | UnEno
SMEP Program o & *] - O <
SMEERecommandstion @ < o] 0 o =]
SMBE Commun ity alingss Refaral | A | O L ] [e] 0 i =]
< =] 0 T L
one
# Days BF Recorded it
& of BP Used in Caloulation N
SMEP Mean Gystelic HiR
SMBF Mean Diastolic A
SMBR Serial Number i [12345€]

Visit Notes for 10/1/2017

Date | Wt (lbe) HE (in) BMI TR BR BPZ Pain Scare

% Enter Data for Visit Date 10/24,2017 (TEST, ASTHMA) -—  Template: SMBP

Valus for 1072472017 Mast Racant Valus

Expand All

SMBP Pragram Enrolled (10/1/2017) cCollapse &l |

SMEP Recommendation

When do | seledRecvdior SMBP
Readings Recded?

Racelved (10/1/2017)
Rafarrad (10/1/2017)

SMBR Community/Waliness Rafarral | Nia

When the patient has recorded at

# Days BP Racordad

# of BP Usad in Caloulation Mia |10 t é I- é l‘.’] H . K t Q é. ? E
SMEP Mean Systolic NiA 192 . .

S M Dierilc T the period of time that you are

SMBP Serial Humber Hi& 123456 (10/1/2017)

looking at the recordings. These
days donot have to be consecutive
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Step Z; Add DataWhen you are adding data from multiple dates on the same patient)

ol
I Save
. . CAT DANDER_Environmental Asthma [NGF) = [ ALBUTEROL SULFATE 0,63 MGI ML —I
e [_actons | |
Current Patient ATTENTION-DEFICIT HYPERACTIVI. Asthma Rescus Medealion cancel
BEMIGN ESSENTIAL HYPERTENSIO... | IPRATROPIUMALBUTEROL 0.5 MG-..
TEST, ASTHMA -
. e COUGH - ROS i
ID: 53196 DOB: 1/7/2008 Sex: M pal Ll I
SSN: 999-99-99%9 MR &: 1000130636 5
Tracking Type: SMep = Default Yisit Date: IIWZSKZUJT 'I

Language: EMGLISH

Status: Active
E : -
SHBR iew Eruclied 102017
2 Trackin i
12 9 | & Demographics | ' External Data | SHEF B isw | WA | Racaivad 1ot
Summary IHiSf-ﬂl'v'] Labs | Recalls | Fn||nw4“|ng| Raferrals SMBP CommuniyMWalkass Rafaral M| iew | Wi | Ralerad 2 Other Profile ltem x|
W1 s Racarvad .
iiim_ Other Profile ltem: SMEP Serial Number
L1 CAT DANDER_Environmental by Dsthma (NQF) (L2 W view 4 .
2 ATTENTION-DEF] 6 View | s |10 visit Date: [W/zs/eot7 =]
G BENIGN ESSENTIA SMBP Maan Systoic W e 152 ) _
1 COUGH - ROS (8/9 SMBP Maan Disstake 8 view = Use 999999 if returning
#u Diabetes (Types 1 SMEBP Sarial Numbes | i 123458

Notes:

Shaw Set Items Only

2 Patient Profile (TEST, ASTHMA) i =100 x|
Save |

CAT DANDER_E meronmental Asgthma [MOF) =| | ALBUTEROL SULFATE 0B3 MG ML
ATTENTION-DEFICIT HYPERACTIVI., Agthma Resoue Medcation Cancel |

EEMIGH ESSENTIAL HYPERTENSIO .. IFRATROPIUM-ALBUTERDL 0.5 MG-..

COUGH - FOS e
PR I_rl_l

Tracking Type: SMEP = Default Visit Date: I].IJ.-"ZS.-"ZIZI:IT" "I

: ﬂ “iaww | BIA | Enrolled 100172017 Un-annolked 10252017 Daar

ZMBP Recommandaban ﬂ “Wisw | WA | Racaksad 1012017
Sat | SMBF CommunicyMialbass Rataral ﬂ “Wiew | BA | Rataned 1aM2o17F
St | SMEP Readings Recordad %M“ HA | Racairad /242017 Note the new entries on the right in blue
Sat |H Days BP Recordad E “ieww | WA |4 o240y
Sat |Hof BP Used m Calkulation ﬂ “iew | WA |10 o407
Sat | SMBF Maan Sysiole ﬂ “ieww | WA | 192 10242017
Zat | SMEP Maan Diastobe E ‘Wi | BAA D5 10242017
Sat | SMWBP Serial Humbes ﬂ “Wiesw | WA | 123458 1020717 229908 10252017 Daar

Do | record these blood pressure readings?
M. TSad NBO2NRSR H .kt Qa 2y a2
Wednesday, 1 on Friday, and 4 on Saturday (His wife reminded

him, several times)Yes, record theseThere are at least 2 B Other Profile tars

readings on at least 3 days. —

Which pressures do | use to calculate the meantsiis and BBy BENE R e i

diastolic? g of BP Usad in Saloulation Mf |10

lEf mn .kt Qad GKI G aNI6dayS.ad N| SMEP Maan Systalic L
SMBP Mean Diastolic HiA |78
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Reaping the BenefitsReporting

Reports > Population Analytics > Reports > Million Hearts SMBP DRAFT

Fun Date: 102472017 4:07:07 Ph
Date Range: 11712012 - 1021207

Million Hearts SMBP

Rendering Location:

ARCARETD -
AUGUSTA +101

KYCARE43 -
PADUCAH +443

ftam

“Walue

¥

“Walua

1. STRUCTURE

A Hyperension Prevalence

1. DEMOMINATOR: Patients 18-85 seen for al least
one medical visit in the repoding period

1671

100%

2137

100%

2. MUMERATOR: Patients with Essential Fhpedension
on superhill or problem list durkng or prior to the
reporling period

B47

50.69%

951

44.5%

2. SHORT-TERM OUTCORKE

A Recommendalion of SWMBF

1. DEMOMINATOR: Palients wilh Es=antial
Hypertension on superbill or problem list during or
priorto the reporing period.

247

100%

951

100%

a. MUMERATOR: SMBF Recommendad inthe
Past12 Months

0%

0%

B. Referral to Community SMBP Support Program

1. DENOMINATOR: Patients with Essential

Hypedension on superbill ar problem list during or
priortoihe reporing perlod.

g4y

100%

951

100%:

a. MUMERATOR: SMEP Comrnunity Suppor
FRogram Referral in the Pas1 12 Months

0%

0%

3. INTERMEDIATE OQUTCOME

A Use of SMBF among HTR Pafients

1. DEMOMINATOR: Patients with Essential
Hyperension on superbill or prablemn list doring or
priofto the reparing perod.

g47

100%

951

100%

4. MUMERATOR: SMBP Readings recorded al
least 12 fimes inthe past 12 months

0%

0%

4. LONG-TERM OUTCOME

A Blood Pressure Cantrol - RF 0018

1. DEMOMINATOR: Pabents with Essential

Hyperansion on suarbil or problem st duning e
first & manths or prior 1o the reporting period,

Rk

100%

B21

100%

a4 MUMERATOR: Most recent BIF =140/90

408

51.71%

415

50 55%
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We are working very hard to add the required documentation to the EMR so that you only have to document in one
place. We hope to have that done by Christmas. Then all of the required data will flow to i2iTracks, from the EMR, so
that it can be used for theeporting.
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