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This toolkit provides clinicians with resources to help improve hypertension control. The tools included
represent a few of the many helpful resources available from Quality Insights, the Centers for Disease
Control and Prevention (CDC) and the Million Hearts® Initiative. Members of Quality Insights’ Partnership
for Community Health (PCH) can access even more tools and resources by visiting My Quality Insights
(www.qualityinsights.org/qin/myqi), an online learning platform exclusive to PCH members.
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What's All the Hype about Hypertension?

Introduction

This toolkit is designed for practices that care for cardiac patients.
Nearly half of the adult population in the U.S. (47%, or 116 million)
have a diagnosis of hypertension.! Only 1 out of 4 adults (24%)
with diagnosed hypertension actually have their blood pressure
readings and condition under control.? With so many people being
negatively affected by cardiac disease, we as healthcare providers
need to improve our practice and approach to helping patients
gain control of their disease.

Approximately 1 in 3 adults with high blood pressure are unaware they have hypertension.3
This population of patients are untreated and at risk for more serious complications of cardiac
disease. A system needs to be established to help identify these patients who are “hiding in
plain sight.”

Patients with cardiac disease are at greater risk of complications from COVID-19, flu, and
pneumonia. Approximately 42,000 adults die each year from vaccine preventable diseases.* A
striking 90 percent of flu deaths occur in persons age 65 and older.> Also, 67 million adults who
are at the highest risk for contracting pneumonia remain unvaccinated.® Therefore, it is
imperative to try to increase immunization rates for all patients, with an intense focus on those
with cardiac disease and other comorbidities.

Several studies have shown that increased patient and family engagement is associated with
better patient health, increased quality of life and better economic outcomes. With increasing
healthcare demands on physicians, quality improvement goals cannot be met without
significant patient and family buy-in. Increasing quality often requires the patient to become
more conscious of the choices he/she makes and to commit to behavioral change that leads to
improved or sustained health.

This toolkit contains an abundance of resources to assist providers as they aim to improve the
care they are providing to their patients, with a focus on helping to improve the control of
hypertension and to bring awareness to current shortcomings of education, identification, and
policies and procedures in relation to cardiac health.

! Centers for Disease Control and Prevention: https://www.cdc.gov/bloodpressure/facts.htm

2 Centers for Disease Control and Prevention: https://www.cdc.gov/bloodpressure/facts.htm

3 Centers for Disease Control and Prevention: https://www.cdc.gov/bloodpressure/5 surprising_facts.htm

* Office of Disease Prevention and Health Promotion: https://www.healthypeople.gov/node/3527/data-details.%C2%A0Accessed
5 Centers for Disease Control and Prevention: https://www.cdc.gov/flu/highrisk/650ver.htm

6 Centers for Disease Control and Prevention: https://www.cdc.gov/pneumococcal/about/facts.html
e e e
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Blood Pressure Overview

Blood Pressure Categories

Table 1: Blood Pressure Categories

Blood Pressure Categor Systolic mm Hg Diastolic mm Hg
8ot (upper number) (lower number)

Normal Less than 120 Less than 80
Elevated 120-129 and Less than 80
High Blood Pressure (Hypertension) 130 — 139 or 80 — 89
Stage 1

High Blood Pressure (Hypertension) 140 or higher or 90 or higher
Stage 2

Hypertensive Crisis . . Higher than 180 and/or  Higher than 120
(consult your doctor immediately)

Notable changes have been made to the metrics surrounding blood pressure measurement.
Currently, a normal blood pressure is classified as a reading below 120/80mm HG. This change
allows for more to be done in terms of education and action for our patients, and may help
identify those patients who had previously evaded any further investigation of slightly elevated
“normal” readings. Approximately 1 in 3 adults with high blood pressure are unaware they have
hypertension. Since hypertension often does not have symptoms associated with its
development, it is imperative that we continue to educate our patients on their blood pressure
readings and the importance of routine check-ups and annual wellness visits to allow for the
detection of changes from their baseline.

e High Blood Pressure Basics Video (patient focused, 1:31 minutes)

e Treating High Blood Pressure Video (patient focused, 2:59 minutes)

e CDC Vital Signs: Getting Blood Pressure Under Control Video (patient focused, 1:56
minutes)

e Managing My Blood Pressure Printable Handout

e My First Blood Pressure Visit Printable Handout

e My Blood Pressure Log Printable Handout

e How to Correctly Measure Your Blood Pressure Printable Handout

e Tips for Taking Blood Pressure Medicines As Directed Video (clinical staff focused, 1:42
minutes)

e Help Patients Take Blood Pressure Medicines As Directed Video (provider focused, 1:25
minutes)

e The Detection and Management of High Blood Pressure Online Training Program
(clinical staff focused, 1.5 CEUs)
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https://www.youtube.com/watch?v=mjTMZ_sm0LQ
https://www.youtube.com/watch?v=XbLmIoyDJuE
https://www.youtube.com/watch?v=XOxQyO-Sw-g
https://www.cdc.gov/heartdisease/docs/Managing_My_Blood_Pressure.pdf
https://www.cdc.gov/heartdisease/docs/My_First_Blood_Pressure_Visit.pdf
https://www.cdc.gov/heartdisease/docs/My_Blood_Pressure_Log.pdf
https://beacon.by/library/view/65a5f2de2c60dee6#7-simple-tips-to-get-an-accurate-bp-reading
https://www.youtube.com/watch?v=jyzjgIXTKzE
https://www.youtube.com/watch?v=J_qVaO9pnqY
https://bponline.mcdph.org/
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Working Together to Improve our Roles

Making Blood Pressure Control a Priority in YOUR Practice

A collaborative care team is essential when focusing on patient-centered care. When it comes
to helping our patients manage their hypertension, an open mind and willingness to make
changes from within your practice are key. Here, we will take a look at the different provider
roles and how each team member can make changes to their current practice to positively
impact these patients.

Nurses are often the first person to detect hypertension and therefore
serve an important role in communicating with patients and the care
team to help develop and make changes to each patient’s treatment
plan. Over the years, the scope of practice for a nurse managing
hypertensive patients has greatly expanded. Today’s nurse is involved
in all aspects of patient care, including:

e Detection, Referral and Follow-Up
o Properly performing blood pressure checks, staying up-to-date with current
metrics, knowing policy and procedure for checking and re-checking blood
pressure readings, accurate charting and documentation, making
recommendations and referrals for follow-up
e Coordination of Care
o Provide resources and help arrange for medical equipment in the home,
evaluate patient’s resources for follow-ups (phone, internet, computer) and plan
accordingly, follow-up between visits for reinforcement of goals and patient
engagement, providing prescription refills
e Office Management
o Plan and implement policies and procedures for assuring hypertensive
population is being followed closely and that all tasks are completed with the
best interest of the patient in mind, participate as “office champion” to make
sure all participants are trained and performing properly and identifying areas
for improvement, assist with quality improvement initiatives
e Education, Counseling and Ongoing Case Management for Patients
o Education to include:
= Goal Blood Pressure Target
= Lifestyle Modifications (diet and exercise)
=  Smoking Cessation
= Medications and Drug Interactions
= Treatment Adherence
= Self-Monitoring Skills
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https://targetbp.org/tools_downloads/mbp/
https://learn.heart.org/lms/activity?@curriculum.id=-1&@activity.id=6997506&@activity.bundleActivityId=-1
https://targetbp.org/tools_downloads/what-can-i-do-to-improve-my-blood-pressure/
https://beacon.by/library/view/65a5f2de2c60dee6#10-tips-to-cut-salt
https://www.heart.org/en/healthy-living/fitness/getting-active
https://www.heart.org/en/health-topics/high-blood-pressure/changes-you-can-make-to-manage-high-blood-pressure/smoking-high-blood-pressure-and-your-health
https://targetbp.org/tools_downloads/what-is-high-blood-pressure-medicine/
https://millionhearts.hhs.gov/files/TipSheet_HCP_MedAdherence.pdf
https://beacon.by/library/view/65a5f2de2c60dee6#7-simple-tips-to-get-an-accurate-bp-reading
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Typically, hypertension is diagnosed and managed in the outpatient
setting, which is why routine doctors’ exams and annual wellness visits
are so important for patients. Physicians are the driving force of the care
team. They are the ones to make the final treatment plan decisions after
gathering input from the patient, caregivers, nurses and other healthcare
professionals. They are also often in charge of making the practice
policies, procedures and protocols. The physician is responsible for:

e Detection and Diagnosis
o Physicians stress the importance of making and keeping annual wellness visits
and routine exams so that asymptomatic conditions, such as hypertension, may
be better detected. Assuring they have completed a thorough exam and patient
interview are also important tent poles to making a correct diagnosis. Physicians
make sure to include all aspects of the patient support team to ensure better
treatment outcomes and adherence to treatment changes.
e Patient Education
o Education is a key tool with every role in the care team. There is a lot to teach
when making a new diagnosis such as hypertension. Explaining their diagnosis,
defining the changes that need to be made, and preparing patients for what to
expect throughout their treatment journey are all tasks for the physician.
e Support Patient Self-Management
o By utilizing a patient portal it allows for easy access to tools, information and
care team members outside of face-to-face encounters. Monitoring at home
blood pressure readings and medication refills are just a few examples of the
simple tasks that can be streamlined for better patient outcomes and
satisfaction.
e Preparing the Care Team
o Using flowcharts or virtual dashboards to highlight gaps in care, guide daily team
huddles, design workflows and protocols to ensure that indicated orders and
actions occur during patient visits, utilize order sets and standing orders to
support evidence-based and patient-centered care.

Changes to Consider

e Designate a “lead” or “champion” for the practice

e Provide BP checks without appointment, hold designated walk-in hours or
“hypertension clinics”

e Provide BP check without copays

e Expand the collaborative care team: community health workers, community
pharmacists

e Consider bringing an in-office pharmacist on board to assist with prescriptions and
patient education

e Create a standardized treatment protocol
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https://www.medicareinteractive.org/get-answers/medicare-covered-services/preventive-services/annual-wellness-visit
https://millionhearts.hhs.gov/files/TipSheet_HCP_MedAdherence.pdf
https://www.youtube.com/watch?v=WK7jzohDoIU&index=11&t=638s&list=PLSdZA67F7d8pOHY93KM0BHsNG_Nr2zdVf
https://www.youtube.com/watch?v=XsY8YTR3Kp0
https://www.youtube.com/watch?v=XsY8YTR3Kp0
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3535479/
https://healthcareaccessnow.org/what-is-a-community-health-worker/
https://careersinpharmacy.uk/job-roles/community-pharmacist/
https://careersinpharmacy.uk/job-roles/community-pharmacist/
https://millionhearts.hhs.gov/tools-protocols/protocols.html#HTP
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As part of the collaborative care team, pharmacists use a patient-
centered approach in collaboration with other members of the patient’s
health care team to improve patient outcomes and patient overall health.
A pharmacist’s relationship with the patient is unique, and must be
supportive, non-biased, and stress the importance of effective
communication. Pharmacists can have a positive impact on helping to
reduce high blood pressure by:

e Community and Patient Discovery
o Pharmacists are encouraged to join their local health departments, community
health workers, physicians and other health care professionals to learn about the
prevalence of hypertension in their patients and communities.
e Obtaining Certification
o Pharmacists are getting certified in chronic disease management in order to
broaden their scope of work and be a more helpful and resourceful part of the
care team. Participating in continuing education programs to stay up-to-date on
current practices and metrics is also important.
¢ Improving Communication
o By supporting e-scribing and being open to having discussions (via phone or
messaging system) with prescribers can help foster the prescriber-pharmacist
relationship and help improve medication management for patients. This
includes communicating about medication choices for patients and being the
second check for prescribers.
e Taking a Proactive Approach
o By proactively identifying the needs of their patients, pharmacists are helping
their patients stay ahead of the game. Encouraging lifestyle changes, counseling
about smoking cessation, and monitoring for non-adherence to prescribed drug
therapy are all ways pharmacists can make a difference.

Resources for Pharmacists

e Resource Guide for Pharmacists
e Teaming Up with Patients
e |Improving Medication Adherence
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https://www.cdc.gov/dhdsp/pubs/docs/pharmacist-resource-guide.pdf
https://www.youtube.com/watch?v=KR_mCUBEYlc
https://millionhearts.hhs.gov/files/TipSheet_HCP_MedAdherence.pdf
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Tools to Help Prepare and Protect

The tools on the next pages can help with patient, family and caregiver interaction. Topics
include the following.

Annual Wellness Visit

Vaccination

Cardiac Rehabilitation

@ Standardized Treatment Protocols

Patient and Family Engagement

q Quality Page 6
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Annual Wellness Visit

Medicare covers 100% of the cost for the
Annual Wellness Visit with no out-of-
pocket expense to you.

Medicare's Annual
Wellness Visit:
A Tune-Up for Your Body

How is your body like a car?

¢ This visit is covered every 12 months to help you stay
healthy.

» The visit includes a review of all the medications,
vitamins and supplements you are taking so that the
doctor’s office can update your records.

¢ This visit helps your doctor identify any health risks
* Both help you get to where you need to go. you may have.

* Both protect what is inside of them. » Itis atime when your doctor provides you with

personalized health advice and puts together a plan
to keep you healthy.

* Both need an annual check-up and preventive
maintenance.

The better you take care of your car,
the better it will work. The same goes
for your body.

Check with your doctor’s office today to see if you are due
for your Annual Wellness Visit.

* With some preventive care, you can avoid an
expensive repair.

Want to see this message come to life? Visit our YouTube
channel to watch our short video titled AWV: A Tune-Up
for Your Body. And while you’re there, check out our
Palliative Care and Oranges video and Antibiotics: The
Right Tool for The Right Problem.

* In health, an ounce of prevention is worth a pound
of cure.

‘ Qual ity | QIN-QIO
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To learn more about how you can take an active role in

your healthcare, visit www.qualityinsights.org/qin.
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e Annual Wellness Visit: A Tune-Up for Your Body Flyer (pictured above)
e Annual Wellness Visit PowToon

e Maedicare Wellness Visits

e Annual Wellness Visit
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https://beacon.by/library/view/65a5f2de2c60dee6#medicares-annual-wellness-visit-a-tuneup-for-your-body
https://www.youtube.com/watch?v=7SeujaqoiCk
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/preventive-services/medicare-wellness-visits.html
https://www.medicareinteractive.org/get-answers/medicare-covered-services/preventive-services/annual-wellness-visit
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Vaccinations

According to the Centers for Disease Control and Prevention, people with heart disease and
hypertension are at higher risk for serious complications from certain diseases. Your patients
with cardiac disease may have a harder time fighting off other diseases. Additionally, some
illnesses, like the flu, pneumonia, and COVID-19, can increase their risk of another heart attack.
Vaccinating these patients is a key step in keeping them healthy.

Bivalent COVID-19 Boosters

BOOSTYOUR PROTEC

Are you a candidate for 4
the bivalent booster?

Pneumococcal

TON S\

V . t .
T CO ; L |

been updated far stronger resistance . gy : p - >

against the Omicron variants of the virus. 4 P ) ( 4

Two COVID-19 booster vaccines have

The bivalent COVID-19 booster — also known as the
Omicron booster — is now available from Moderna
and Pfizer-BioNTech. The boosters include components

of the original virus strain and the Omicron variant. y - Ad m inist I‘ation G u ide

Is it time for you to boost your protection?

Age 65+ OR age 18-

PFIZER-BIONTECH / NO o/ aivan ok oI
/ V vaccination

Primary Series
+ 6 months to 4 years of age
- 2doses given 310 8 Age 65+ OR age 19-

St opRie | NOVAVAX w0l LNl oo L

+ 5to 11 years of age vaccination

- 2doses given 3to 8 Primary Series Primary series
weeks apart + Individuals ages 6 months + Novavax: 18 years of age
- 1 monovalent booster in and older; 2 doses given 4 ;’"g v\de&, ldus[esgmer\ 3 Age 65+ OR age 19-
5 months to 8 weeks apart 0 8 weeks apar et e 1 dose of PCV15

* Johnsen & Johnson: 18 years or PCV20 at least

and a history of

Bivalent (Omicron) Boester Bivalent (Omicron) Booster of age and older; 1 dose ’ 12 months later
+ 5 years of age and older; + 6 years of age and older; (e
1 dose given 2 manths 1 dose given 2 months Bivalent (Omicron) Booster
after primary series or 2 after primary series or 2 + 1 dose of Pfizer-BioNTech
months after most recent months after most recent ar Maderna given 2 months
monovalent booster monovalent booster after primary series Age 65+ with a 1 dose of PPSV23 at

history of PCV13 least 12 months later

DID YOU KNOW? The bivalent (Omicron) booster you receive does not need to be from the same
manufacturer as the one that made your primary vaccine or booster doses,

TO FIND VACCINE AND BOOSTER PROVIDERS, VISIT VACCINES. GOV PR, (oo i o
. ) history of PCV13 previous vaceine

SOURCES: iferai himi UPDATED: DECEMEER 2022
! d 01 5-conid-13/oovid-18-bvalant. fivzt

: [USESE COMTER A0
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[

e Boost Your Rates Protocol Flyer

e Bivalent COVID-19 Boosters: Boost Your Protection Flyer (pictured above)
e Pneumococcal Vaccination Decision Tree Flyer (pictured above)

e Heart Disease and Adult Vaccines

e CDC Adult Immunization Schedule

e Vaccines: Know What You Need
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https://www.cdc.gov/vaccines/hcp/adults/downloads/fs-heart-disease-vaccines.pdf
https://beacon.by/library/view/65a5f2de2c60dee6#boost-your-rates-protocol
https://beacon.by/library/view/65a5f2de2c60dee6#boost-your-protection
https://beacon.by/library/view/65a5f2de2c60dee6#pneumococcal-vaccination-decision-tree
https://www.cdc.gov/vaccines/hcp/adults/downloads/fs-heart-disease-vaccines.pdf
https://www.cdc.gov/vaccines/schedules/downloads/adult/adult-combined-schedule.pdf
https://www.cdc.gov/vaccines/hcp/adults/downloads/fs-vaccines-need.pdf
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Cardiac Rehabilitation

What is cardiac rehabilitation?

Cardiac rehabilitation is a medically overseen treatment program designed to strengthen and
improve heart health after a cardiac event or surgery. These programs can be housed at
outpatient clinics, hospital rehabilitation centers or even in-home. Your cardiac rehabilitation
team can include physicians, nurses, therapists, dieticians, nutritionists and members of your
interdisciplinary care team.

Who needs cardiac rehabilitation?
You or your physician may find cardiac rehabilitation necessary if you have experienced:
e A heart attack in the last 12 months
e A heart condition, such as coronary artery disease (CAD), angina or heart failure
e Peripheral artery disease
e A heart procedure or surgery, such as a coronary artery bypass graft (CABG) surgery,
angioplasty, stenting, replacement or repair of heart valves, pacemaker or implantable
cardioverter defibrillator (ICD) placement or heart transplant

What can | expect from my cardiac rehabilitation program?

After being discharged from the hospital after a cardiac event or surgery, it may be difficult to
get back on your feet and make lifestyle changes needed to improve your heart health. Cardiac
rehabilitation programs assist patients with performing safe and effective exercises, making
healthy lifestyle changes, choosing nutritious and heart-healthy diets and providing a group
atmosphere for support. A cardiac rehabilitation program usually consists of 36 sessions over
the span of 12 weeks, but can vary. During rehab, you may experience:

e Fvaluations: Baseline and intermittent evaluations are needed to determine your
personal needs and limitations. Therapies may be altered by medical personnel to meet
your unique needs.

e Exercise: Exercises may be performed on a treadmill, bike, rowing machine, elliptical or
even suitable walking path. Start slow and work toward more strenuous exercises.

e Monitoring: Nurses and physicians will monitor any changes in your symptoms.
Monitoring of blood pressure, heart rate and EKGs are expected during this time.

e Support: It is imperative that lifestyle changes and exercise plans are made with
obtainable and sustainable goals. These changes need to be part of everyday living,
even after the cardiac rehabilitation program is completed. Your care team will assist in
this process.

e What is Cardiac Rehabilitation?
e Heart Attack Discharge Worksheet
e AHA Cardiac Rehabilitation
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https://www.heart.org/-/media/Files/Health-Topics/Answers-by-Heart/What-Is-Cardiac-Rehabilitation.pdf
https://www.heart.org/-/media/Files/Health-Topics/Cardiac-Rehab/Heart-attack-discharge-Checklist.pdf
https://www.heart.org/en/health-topics/cardiac-rehab
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Standardized Treatment Approach

When embedded in electronic health records, treatment protocols can serve as clinical decision
support at the point of care so no opportunities are missed to achieve optimal control.

Adopting a Standardized Treatment
Approach for Blood Pressure Control

Following are key components of blood pressure treatment. Visit http://bit.ly/BPprotocol to
download a free Million Hearts® customizable template so that you can create your own hypertension
treatment protocol.

CLINICAL STAFF — Practice has policy/procedure to address:

o Performing BP checks without scheduled appointments

0 Ensuring the practice EHR has clinical decision support to generate a warning in red when BP is out of normal
range and has ability to configure BP reading flow sheet

Training clinicians on proper BP measurement (example: 7 Simple Tips tool)

Measuring, documenting and repeating BP as necessary

Assessing clinicians’ skills on adherence to proper BP measurement techniques

Scheduling patients with a new diagnosis of hypertension for frequent follow-up visits until BP is controlled
Scheduling follow-up visits for patients with controlled hypertension

Scheduling follow-up visits for patients with uncontrolled hypertension

0O 0000 oao0

Generating monthly care gap reports to identify patients with hypertension who have not been seen within the
last months

o Performing medication reconciliation at every clinical visit

o Performing a vaccination assessment and administration of indicated vaccinations at time of visit

PATIENTS —Practice has policy/procedure to address:

Empowering patients to achieve and maintain control of their blood pressure and engaging patients and

families using evidence-based communication strategies

Coordinating community resource programs to support home and/or ambulatory BP monitoring

] Supporting patients’ blood pressure self-monitoring: advising on device/cuff size, checking device for accuracy,
training patient on use, monitoring and assisting to help patients accurately self-measure BP, counseling
patients, providing BP logs (electronic/paper/portal)

I Providing educational materials to patients to help them understand elevated blood pressure and its

implications

Providing healthy lifestyle educational materials on the patient portal, including addressing elevated blood

pressure, supporting a low-sodium nutrient-rich diet, engaging in moderate physical activity/exercise,

maintaining a healthy body mass index (BMI) and access to community resources

Developing a process to inform patients to bring a list of all medications or all medication bottles to every

appointment and to direct patients and families to resources that support medication adherence

Developing a process to inform patients to bring BP logs (when applicable) to every clinical visit

This material was prepared by Quality Insights, @ Quality Innovation Network - Quality
Improvement Organization under contract with the Centers for Medicare & Medicaid Services
(CMS), an agency of the U.S. Department of Health and Human Services (HHS). Views
expressed in this material do not necessarily reflect the official views or policy of CMS or HHS,
and any reference to a specific product or entity herein does not constitute endorsement of
that product or entity by CMS or HHS. Publication number 12S0W-QI-CC-051122-MV

lity
e :

e Adopting a Standardized Treatment Approach for Blood Pressure Control (pictured
above)

e Protocols (link in document above)

e Protocol Template for Hypertension in Adults

e Elements Associated with Effective Adoption and Use of a Protocol
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Patient and Family Engagement

What is Patient and Family Engagement?
Patient and family engagement promotes patient and caregiver involvement in managing
health conditions. This leads to better patient health, experiences and quality of life.

Benefits to the Patient and Family
e Allows active participation in development of care plan
e Allows shared decision making
e Provides access to tools and resources
e Improves understanding of health conditions and treatment
e Encourages use of self-monitoring devices between office visits

Benefits to the Physician
e Strengthens relationships with patients
e Encourages open and honest discussions about health conditions and treatment options
e Patient commitment to behavior change increases likelihood of meeting quality goals
e Patient portal utilization enhances office workflow
e Connects patients with community resources
e Leads to more successful health outcomes

Benefits to the Practice: Higher MIPS Score and Larger Medicare Part B Reimbursement
e The MIPS Promoting Interoperability Category involves utilization of a patient portal
which engages beneficiaries and their caregivers in their healthcare. A patient portal is
intended to:
o Provide Patients Electronic Access to their Health Information
o Allow for Viewing, Downloading and Transmitting Data
o Provide Secure Messaging
o Enable Prescription Refills
e Twenty-four activities involving beneficiary engagement are available in the
Improvement Activity category for MIPS.
e Multiple quality measures can be reported for the Quality category of MIPS:
o Statin Therapy: Medication for prevention and treatment of cardiovascular
disease
BP Screening: Screening for high BP and follow-up documented
BP Control: Controlling high BP
Smoking Cessation: Tobacco use assessment and cessation intervention
Immunization: Influenza immunization
Immunization: Pneumonia vaccination
Body Mass Index Screening and follow-up plan
e Use Hierarchal Conditioning Coding (HCC) as appropriate to account for the complexity
of patients when billing

O 0O O O O O
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Phase 1: Practice Assessment

e Develop an aim statement expressing what you expect to accomplish through this
quality improvement initiative.

e Conduct a practice readiness assessment and workflow analysis.

e |dentify ways patients and families are currently engaged.

e Assess tools and resources that will empower patients to become more engaged.

e Define your cardiac patient population and run a report from your electronic health
record (EHR) of patient names.

e Implement a clinical decision support (CDS) alert to improve measure rates.

Phase 2: Staff Education

e Educate staff on the value of engaging patients and families in their healthcare.

e Share results of the practice readiness assessment with staff.

e Educate staff on effective ways to communicate with patients, families and other staff.

e Discuss current practice workflow and how to incorporate patient and family
engagement.

e Plan how workflow changes and tools will be introduced into the daily routine, such as
daily huddles.

e Create an implementation plan, including a timeline.

Phase 3: Patient Engagement Implementation

e Use ateam approach to implement patient engagement techniques.

e Develop interventions based on the identified needs.

e Use daily huddle results to identify individual patient healthcare needs and implement.

e Provide patients with resources to educate them on this concept.

e Monitor the practice’s clinical outcomes. Empowering patients to take ownership of
their healthcare will likely increase outcomes.

e Hold a follow-up staff meeting to determine what modifications may be needed.

e Celebrate the practice’s success. Engaging patients and family in their healthcare is a
rewarding experience.

Phase 4: Evaluation

e Run monthly quality measure reports to determine the impact of your patient
engagement effort.

e Share outcomes with staff at a routine staff meeting or during a daily huddle.

e Follow the Plan, Do, Study, Act (PDSA) model to analyze the data and make workflow
changes if needed.

e When goals of engaging patients with cardiac disease are achieved, create a timeline to
implement the patient family engagement campaign to patients with other health
conditions.
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EHR Vendor:
Do you have a patient portal? yes/no
If no portal, do you plan to get one? yes/no

Do you report immunizations to the state registry? | yes/no

Monday —
Tuesday —
Wednesday —
Thursday —
Friday —
Saturday —

# of annual cardiac patient visits:
# of unique cardiac patients annually:

Vi WIN |-

Name of PFE campaign leader:
How are new office changes currently introduced to your staff?

How are office changes monitored?

How knowledgeable is your staff about patient and family engagement?

How knowledgeable are your patients about patient and family engagement?

What technology/resources are you currently using to engage your patients?

What three major areas would you like to empower and engage patients with?
1.
2.
3.

Qualit Page 13
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Major goals to improve patient and family engagement, cardiac health and immunization

status.

1.

2.

3.

Specific Goals and Examples: Target Date:
1. Lower BP of 2 percent of our cardiac population

2. Improve cholesterol results by 5 percent

3. Enroll 80 percent of our patients with the patient portal

4. Increase utilization of the patient portal by 5 percent

5. Improve pneumonia vaccination rate in cardiac patients by 5 percent
6. 80 percent of cardiac patients will receive flu vaccination this year

7. 50 percent of cardiac patients will receive/be referred shingles vaccine
8.

9.

10.

11.

Complete practice readiness assessment
Complete aim statement

Run report of patients with cardiac disease
Educate staff

Complete implementation time table
Begin daily huddles

Education patients about PFE

Implement PFE plan

Evaluate progress, make changes
Celebrate success
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The daily huddle serves as a tool for planning a proactive approach for the upcoming work day.
Use it as an opportunity to encourage staff participation. Give everyone a copy of the day’s
schedule and any resources that staff should share with patients. Spend five minutes reviewing
the schedule with staff who will be involved in patient visits. Have a clear set of objectives for
every huddle. Ask for suggestions for improvement and care plan involvement.

1. Identify cardiac patients:

Pt. Name Clinician Appt. Time:

Pt. Name Clinician Appt. Time:

Pt. Name Clinician Appt. Time:

2. Identify patients who have caregivers and list any patient engagement opportunity:

Pt. Name Pt. Engagement Opportunity:

Pt. Name Pt. Engagement Opportunity:

Pt. Name Pt. Engagement Opportunity:

3. Determine if any new patients might have cardiac disease and/or need immunizations:
Pt. Name Clinician Appt. Time:

Pt. Name Clinician Appt. Time:

Pt. Name Clinician Appt. Time:

4. Review patient charts for missing lab work, then identify who is responsible for retrieving:
Pt. Name: Staff Responsible:

Pt. Name: Staff Responsible:

Pt. Name: Staff Responsible:

5. Identify patients who have not enrolled with the patient portal, then identify who is
responsible for encouraging patient to enroll and show them how to access it.

Pt. Name: Staff Responsible:

Pt. Name: Staff Responsible:

Pt. Name: Staff Responsible:

6. Identify who would benefit from local outreach material:
Pt. Name: Material:

Pt. Name: Material:

Pt. Name: Material:

Follow—up from Previous Day
What successful outcomes did we experience?

How can we improve our efforts?
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Check-In/Waiting Room

Receptionist will update patient record, including e-mail address
Receptionist will provide patient portal information to the patient
Receptionist will provide patient with patient engagement handout(s)
Receptionist will ask patient to complete vaccine questionnaire
Patient watches the patient engagement video (if available) Nurse/MA takes patient to exam room
Nurse/MA reviews any questions that the patient may have,
takes BP, documents vaccines received by patient, reviews
current medications, dietary issues and exercise regimen
Nurse/MA gives Cardiac Health Guide to patient and suggests
resources on www.gualityinsights.org/gin website

Nurse/MA - Exam Room

Clinician Sees the Patient

Clinician examines patient and reviews outcome of results

Clinician assesses immunization status, recommends needed vaccines, administers vaccines or refers to
provider who can immunize, and documents vaccines received by patient

Cardiac Clinical Decision Support (CDS) Alert is reviewed

With the patient engaged, clinician will develop a plan of care incorporating patient engagement tools

Clinician asks patient if he/she has any questions about the Cardiac Health Guide or his/her plan of care

Clinician will document patient-
specific education resources in the
\l/ EHR and give information about the

following patient and family
engagement tools:

Clinician will document
patient-specific education
resources in EHR and provide

patient with engagement NO — Is Patient . YES Lo .
22! = e www.qualityinsights.org/qin
resources pertaining to adult L Technology Savwy? —_— webstte

* Mobile applications
* Patient portal

vaccinations and cardiac
disease, including:
A — Aspirin
B — Blood Pressure Control
C - Chalesterol
S —Smoking Cessation

Check-Out

Schedule next office visit

Clinical summary is given, showing plan of care, scheduled Iabs, medications,
vaccination reminder

Questions regarding accessing the patient portal should be addressed
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What's All the Hype about Hypertension?
Bringing Focus Back to the Basics

QIN-QI0 Regional Support and Sharing Call
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Almost half of the adult population in the United States has high blood pressure, and many don’t even know
they have it. According to the Centers for Disease Control and Prevention (CDC), high blood pressure is one of
the most common reasons for physician office visits as well as the use of prescription medication. This webinar
provides an opportunity to examine the health care provider role in helping patients manage hypertension.

Recommended Audience Expert Presenter

The information presented is appropriate for nurses Antanette Murphy, Quality Improvement Specialist
and other healthcare providers. Quality Insights

Continuing Education Credits Learning Objectives

To receive credit, participants must: e |dentify barriers to optimal blood pressure

e Watch the webinar control.

e Complete the evaluation e Teach and provide resources for improved self-

management of hypertension.
e |dentify their role in a hypertensive patient’s
journey.

Quality Insights and the presenter have no identified
conflicts of interest.

This course is approved for 1.0 hour of Continuing
Education for Nursing. Quality Insights is accredited
as a provider of nursing continuing professional
development by the American Nurses Credentialing
Center’s Commission on Accreditation.

Presentation slides and a transcript are also available
for download.

Please contact Antanette Murphy

with questions about this webinar.

Download the “What’s All the Hype about Hypertension?” flyer pictured above.
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	What’s All the Hype about Hypertension?  
	Introduction 
	This toolkit is designed for practices that care for cardiac patients. Nearly half of the adult population in the U.S. (47%, or 116 million) have a diagnosis of hypertension.1 Only 1 out of 4 adults (24%) with diagnosed hypertension actually have their blood pressure readings and condition under control.2 With so many people being negatively affected by cardiac disease, we as healthcare providers need to improve our practice and approach to helping patients gain control of their disease.   
	1 Centers for Disease Control and Prevention: 
	1 Centers for Disease Control and Prevention: 
	1 Centers for Disease Control and Prevention: 
	https://www.cdc.gov/bloodpressure/facts.htm
	https://www.cdc.gov/bloodpressure/facts.htm

	  

	2 Centers for Disease Control and Prevention: 
	2 Centers for Disease Control and Prevention: 
	https://www.cdc.gov/bloodpressure/facts.htm
	https://www.cdc.gov/bloodpressure/facts.htm

	  

	3 Centers for Disease Control and Prevention: 
	3 Centers for Disease Control and Prevention: 
	https://www.cdc.gov/bloodpressure/5_surprising_facts.htm
	https://www.cdc.gov/bloodpressure/5_surprising_facts.htm

	  

	4 Office of Disease Prevention and Health Promotion: 
	4 Office of Disease Prevention and Health Promotion: 
	https://www.healthypeople.gov/node/3527/data-details.%C2%A0Accessed
	https://www.healthypeople.gov/node/3527/data-details.%C2%A0Accessed

	  

	5 Centers for Disease Control and Prevention: 
	5 Centers for Disease Control and Prevention: 
	https://www.cdc.gov/flu/highrisk/65over.htm
	https://www.cdc.gov/flu/highrisk/65over.htm

	  

	6 Centers for Disease Control and Prevention: 
	6 Centers for Disease Control and Prevention: 
	https://www.cdc.gov/pneumococcal/about/facts.html
	https://www.cdc.gov/pneumococcal/about/facts.html

	  

	Figure

	 
	Approximately 1 in 3 adults with high blood pressure are unaware they have hypertension.3 This population of patients are untreated and at risk for more serious complications of cardiac disease. A system needs to be established to help identify these patients who are “hiding in plain sight.”  
	 
	Patients with cardiac disease are at greater risk of complications from COVID-19, flu, and pneumonia. Approximately 42,000 adults die each year from vaccine preventable diseases.4 A striking 90 percent of flu deaths occur in persons age 65 and older.5 Also, 67 million adults who are at the highest risk for contracting pneumonia remain unvaccinated.6 Therefore, it is imperative to try to increase immunization rates for all patients, with an intense focus on those with cardiac disease and other comorbidities.
	 
	Several studies have shown that increased patient and family engagement is associated with better patient health, increased quality of life and better economic outcomes. With increasing healthcare demands on physicians, quality improvement goals cannot be met without significant patient and family buy-in. Increasing quality often requires the patient to become more conscious of the choices he/she makes and to commit to behavioral change that leads to improved or sustained health.  
	 
	This toolkit contains an abundance of resources to assist providers as they aim to improve the care they are providing to their patients, with a focus on helping to improve the control of hypertension and to bring awareness to current shortcomings of education, identification, and policies and procedures in relation to cardiac health. 
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	Notable changes have been made to the metrics surrounding blood pressure measurement. Currently, a normal blood pressure is classified as a reading below 120/80mm HG. This change allows for more to be done in terms of education and action for our patients, and may help identify those patients who had previously evaded any further investigation of slightly elevated “normal” readings. Approximately 1 in 3 adults with high blood pressure are unaware they have hypertension. Since hypertension often does not hav
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	 (patient focused, 2:59 minutes)  


	 CDC Vital Signs: Getting Blood Pressure Under Control Video
	 CDC Vital Signs: Getting Blood Pressure Under Control Video
	 CDC Vital Signs: Getting Blood Pressure Under Control Video
	 CDC Vital Signs: Getting Blood Pressure Under Control Video

	 (patient focused, 1:56 minutes)  


	 Managing My Blood Pressure Printable Handout
	 Managing My Blood Pressure Printable Handout
	 Managing My Blood Pressure Printable Handout
	 Managing My Blood Pressure Printable Handout

	 


	 My First Blood Pressure Visit Printable Handout
	 My First Blood Pressure Visit Printable Handout
	 My First Blood Pressure Visit Printable Handout
	 My First Blood Pressure Visit Printable Handout

	 


	 My Blood Pressure Log Printable Handout
	 My Blood Pressure Log Printable Handout
	 My Blood Pressure Log Printable Handout
	 My Blood Pressure Log Printable Handout

	 


	 How to Correctly Measure Your Blood Pressure Printable Handout
	 How to Correctly Measure Your Blood Pressure Printable Handout
	 How to Correctly Measure Your Blood Pressure Printable Handout
	 How to Correctly Measure Your Blood Pressure Printable Handout

	 



	 
	Provider Education and Tools 
	 Tips for Taking Blood Pressure Medicines As Directed Video
	 Tips for Taking Blood Pressure Medicines As Directed Video
	 Tips for Taking Blood Pressure Medicines As Directed Video
	 Tips for Taking Blood Pressure Medicines As Directed Video
	 Tips for Taking Blood Pressure Medicines As Directed Video

	 (clinical staff focused, 1:42 minutes) 


	 Help Patients Take Blood Pressure Medicines As Directed Video
	 Help Patients Take Blood Pressure Medicines As Directed Video
	 Help Patients Take Blood Pressure Medicines As Directed Video
	 Help Patients Take Blood Pressure Medicines As Directed Video

	 (provider focused, 1:25 minutes) 


	 The Detection and Management of High Blood Pressure Online Training Program
	 The Detection and Management of High Blood Pressure Online Training Program
	 The Detection and Management of High Blood Pressure Online Training Program
	 The Detection and Management of High Blood Pressure Online Training Program

	 (clinical staff focused, 1.5 CEUs)  



	Working Together to Improve our Roles 
	Making Blood Pressure Control a Priority in YOUR Practice 
	A collaborative care team is essential when focusing on patient-centered care. When it comes to helping our patients manage their hypertension, an open mind and willingness to make changes from within your practice are key. Here, we will take a look at the different provider roles and how each team member can make changes to their current practice to positively impact these patients. 
	 
	Nurse 
	Figure
	Nurses are often the first person to detect hypertension and therefore serve an important role in communicating with patients and the care team to help develop and make changes to each patient’s treatment plan. Over the years, the scope of practice for a nurse managing hypertensive patients has greatly expanded. Today’s nurse is involved in all aspects of patient care, including: 
	 
	 Detection, Referral and Follow-Up 
	 Detection, Referral and Follow-Up 
	 Detection, Referral and Follow-Up 

	o Properly performing blood pressure checks
	o Properly performing blood pressure checks
	o Properly performing blood pressure checks
	o Properly performing blood pressure checks
	o Properly performing blood pressure checks

	, staying up-to-date with current metrics, knowing policy and procedure for checking and re-checking blood pressure readings, accurate charting and documentation, making recommendations and referrals for follow-up 



	 Coordination of Care 
	 Coordination of Care 

	o Provide resources and help arrange for medical equipment in the home, evaluate patient’s resources for follow-ups (phone, internet, computer) and plan accordingly, follow-up between visits for reinforcement of goals and patient engagement, providing prescription refills 
	o Provide resources and help arrange for medical equipment in the home, evaluate patient’s resources for follow-ups (phone, internet, computer) and plan accordingly, follow-up between visits for reinforcement of goals and patient engagement, providing prescription refills 
	o Provide resources and help arrange for medical equipment in the home, evaluate patient’s resources for follow-ups (phone, internet, computer) and plan accordingly, follow-up between visits for reinforcement of goals and patient engagement, providing prescription refills 


	 Office Management 
	 Office Management 

	o Plan and implement policies and procedures
	o Plan and implement policies and procedures
	o Plan and implement policies and procedures
	o Plan and implement policies and procedures
	o Plan and implement policies and procedures

	 for assuring hypertensive population is being followed closely and that all tasks are completed with the best interest of the patient in mind, participate as “office champion” to make sure all participants are trained and performing properly and identifying areas for improvement, assist with quality improvement initiatives 



	 Education, Counseling and Ongoing Case Management for Patients 
	 Education, Counseling and Ongoing Case Management for Patients 

	o Education to include: 
	o Education to include: 
	o Education to include: 

	 Goal Blood Pressure Target
	 Goal Blood Pressure Target
	 Goal Blood Pressure Target
	 Goal Blood Pressure Target
	 Goal Blood Pressure Target

	 


	 Lifestyle Modifications (
	 Lifestyle Modifications (
	 Lifestyle Modifications (
	diet
	diet

	 and 
	exercise
	exercise

	) 


	 Smoking Cessation
	 Smoking Cessation
	 Smoking Cessation
	 Smoking Cessation

	 


	 Medications
	 Medications
	 Medications
	 Medications

	 and Drug Interactions 


	 Treatment Adherence
	 Treatment Adherence
	 Treatment Adherence
	 Treatment Adherence

	 


	 Self-Monitoring Skills
	 Self-Monitoring Skills
	 Self-Monitoring Skills
	 Self-Monitoring Skills

	 





	 
	Physician 
	Figure
	Typically, hypertension is diagnosed and managed in the outpatient setting, which is why routine doctors’ exams and annual wellness visits are so important for patients. Physicians are the driving force of the care team. They are the ones to make the final treatment plan decisions after gathering input from the patient, caregivers, nurses and other healthcare professionals. They are also often in charge of making the practice policies, procedures and protocols. The physician is responsible for: 
	  
	 Detection and Diagnosis 
	 Detection and Diagnosis 
	 Detection and Diagnosis 

	o Physicians stress the importance of making and keeping 
	o Physicians stress the importance of making and keeping 
	o Physicians stress the importance of making and keeping 
	o Physicians stress the importance of making and keeping 
	annual wellness visits
	annual wellness visits

	 and routine exams so that asymptomatic conditions, such as hypertension, may be better detected. Assuring they have completed a thorough exam and patient interview are also important tent poles to making a correct diagnosis. Physicians make sure to include all aspects of the patient support team to ensure better treatment outcomes and 
	adherence to treatment changes.
	adherence to treatment changes.

	 



	 Patient Education 
	 Patient Education 

	o Education is a key tool with every role in the care team. There is a lot to teach when making a new diagnosis such as hypertension. Explaining their diagnosis, defining the changes that need to be made, and preparing patients for what to expect throughout their treatment journey are all tasks for the physician. 
	o Education is a key tool with every role in the care team. There is a lot to teach when making a new diagnosis such as hypertension. Explaining their diagnosis, defining the changes that need to be made, and preparing patients for what to expect throughout their treatment journey are all tasks for the physician. 
	o Education is a key tool with every role in the care team. There is a lot to teach when making a new diagnosis such as hypertension. Explaining their diagnosis, defining the changes that need to be made, and preparing patients for what to expect throughout their treatment journey are all tasks for the physician. 


	 Support Patient Self-Management 
	 Support Patient Self-Management 

	o By utilizing a 
	o By utilizing a 
	o By utilizing a 
	o By utilizing a 
	patient portal
	patient portal

	 it allows for easy access to tools, information and care team members outside of face-to-face encounters. 
	Monitoring at home blood pressure readings
	Monitoring at home blood pressure readings

	 and medication refills are just a few examples of the simple tasks that can be streamlined for better patient outcomes and satisfaction.  



	 Preparing the Care Team 
	 Preparing the Care Team 

	o Using flowcharts or virtual dashboards to highlight gaps in care, guide daily team huddles, design workflows and protocols to ensure that indicated orders and actions occur during patient visits, utilize order sets and standing orders to support evidence-based and patient-centered care. 
	o Using flowcharts or virtual dashboards to highlight gaps in care, guide daily team huddles, design workflows and protocols to ensure that indicated orders and actions occur during patient visits, utilize order sets and standing orders to support evidence-based and patient-centered care. 
	o Using flowcharts or virtual dashboards to highlight gaps in care, guide daily team huddles, design workflows and protocols to ensure that indicated orders and actions occur during patient visits, utilize order sets and standing orders to support evidence-based and patient-centered care. 



	  
	Changes to Consider 
	 
	 Designate a “lead” or “champion” for the practice
	 Designate a “lead” or “champion” for the practice
	 Designate a “lead” or “champion” for the practice
	 Designate a “lead” or “champion” for the practice
	 Designate a “lead” or “champion” for the practice

	 


	 Provide BP checks without appointment, hold designated walk-in hours or “hypertension clinics” 
	 Provide BP checks without appointment, hold designated walk-in hours or “hypertension clinics” 

	 Provide BP check without copays 
	 Provide BP check without copays 

	 Expand the collaborative care team: 
	 Expand the collaborative care team: 
	 Expand the collaborative care team: 
	community health workers
	community health workers

	, 
	community pharmacists
	community pharmacists

	 


	 Consider bringing an in-office pharmacist on board  to assist with prescriptions and patient education 
	 Consider bringing an in-office pharmacist on board  to assist with prescriptions and patient education 

	 Create a 
	 Create a 
	 Create a 
	standardized treatment protocol
	standardized treatment protocol

	 



	Pharmacist 
	Figure
	As part of the collaborative care team, pharmacists use a patient-centered approach in collaboration with other members of the patient’s health care team to improve patient outcomes and patient overall health. A pharmacist’s relationship with the patient is unique, and must be supportive, non-biased, and stress the importance of effective communication. Pharmacists can have a positive impact on helping to reduce high blood pressure by: 
	  
	 Community and Patient Discovery 
	 Community and Patient Discovery 
	 Community and Patient Discovery 

	o Pharmacists are encouraged to join their local health departments, community health workers, physicians and other health care professionals to learn about the prevalence of hypertension in their patients and communities. 
	o Pharmacists are encouraged to join their local health departments, community health workers, physicians and other health care professionals to learn about the prevalence of hypertension in their patients and communities. 
	o Pharmacists are encouraged to join their local health departments, community health workers, physicians and other health care professionals to learn about the prevalence of hypertension in their patients and communities. 


	 Obtaining Certification 
	 Obtaining Certification 

	o Pharmacists are getting certified in chronic disease management in order to broaden their scope of work and be a more helpful and resourceful part of the care team. Participating in continuing education programs to stay up-to-date on current practices and metrics is also important. 
	o Pharmacists are getting certified in chronic disease management in order to broaden their scope of work and be a more helpful and resourceful part of the care team. Participating in continuing education programs to stay up-to-date on current practices and metrics is also important. 
	o Pharmacists are getting certified in chronic disease management in order to broaden their scope of work and be a more helpful and resourceful part of the care team. Participating in continuing education programs to stay up-to-date on current practices and metrics is also important. 


	 Improving Communication 
	 Improving Communication 

	o By supporting e-scribing and being open to having discussions (via phone or messaging system) with prescribers can help foster the prescriber-pharmacist relationship and help improve medication management for patients. This includes communicating about medication choices for patients and being the second check for prescribers. 
	o By supporting e-scribing and being open to having discussions (via phone or messaging system) with prescribers can help foster the prescriber-pharmacist relationship and help improve medication management for patients. This includes communicating about medication choices for patients and being the second check for prescribers. 
	o By supporting e-scribing and being open to having discussions (via phone or messaging system) with prescribers can help foster the prescriber-pharmacist relationship and help improve medication management for patients. This includes communicating about medication choices for patients and being the second check for prescribers. 


	 Taking a Proactive Approach 
	 Taking a Proactive Approach 

	o By proactively identifying the needs of their patients, pharmacists are helping their patients stay ahead of the game. Encouraging lifestyle changes, counseling about smoking cessation, and monitoring for non-adherence to prescribed drug therapy are all ways pharmacists can make a difference. 
	o By proactively identifying the needs of their patients, pharmacists are helping their patients stay ahead of the game. Encouraging lifestyle changes, counseling about smoking cessation, and monitoring for non-adherence to prescribed drug therapy are all ways pharmacists can make a difference. 
	o By proactively identifying the needs of their patients, pharmacists are helping their patients stay ahead of the game. Encouraging lifestyle changes, counseling about smoking cessation, and monitoring for non-adherence to prescribed drug therapy are all ways pharmacists can make a difference. 



	 
	Resources for Pharmacists 
	 
	 Resource Guide for Pharmacists
	 Resource Guide for Pharmacists
	 Resource Guide for Pharmacists
	 Resource Guide for Pharmacists
	 Resource Guide for Pharmacists

	 


	 Teaming Up with Patients
	 Teaming Up with Patients
	 Teaming Up with Patients
	 Teaming Up with Patients

	 


	 Improving Medication Adherence
	 Improving Medication Adherence
	 Improving Medication Adherence
	 Improving Medication Adherence

	 



	Tools to Help Prepare and Protect 
	The tools on the next pages can help with patient, family and caregiver interaction. Topics include the following.  
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	Annual Wellness Visit 
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	Vaccination 
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	Cardiac Rehabilitation 
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	Standardized Treatment Protocols 
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	Patient and Family Engagement 
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	Annual Wellness Visit 
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	Annual Wellness Visit Resources 
	 Annual Wellness Visit: A Tune-Up for Your Body Flyer
	 Annual Wellness Visit: A Tune-Up for Your Body Flyer
	 Annual Wellness Visit: A Tune-Up for Your Body Flyer
	 Annual Wellness Visit: A Tune-Up for Your Body Flyer
	 Annual Wellness Visit: A Tune-Up for Your Body Flyer

	 (pictured above) 


	 Annual Wellness Visit PowToon
	 Annual Wellness Visit PowToon
	 Annual Wellness Visit PowToon
	 Annual Wellness Visit PowToon

	 


	 Medicare Wellness Visits
	 Medicare Wellness Visits
	 Medicare Wellness Visits
	 Medicare Wellness Visits

	 


	 Annual Wellness Visit
	 Annual Wellness Visit
	 Annual Wellness Visit
	 Annual Wellness Visit

	 



	 
	 
	 
	 
	 
	 
	Figure
	Vaccinations 
	 
	 
	According to the 
	According to the 
	Centers for Disease Control and Prevention
	Centers for Disease Control and Prevention

	, people with heart disease and hypertension are at higher risk for serious complications from certain diseases. Your patients with cardiac disease may have a harder time fighting off other diseases. Additionally, some illnesses, like the flu, pneumonia, and COVID-19, can increase their risk of another heart attack. Vaccinating these patients is a key step in keeping them healthy. 

	  
	  
	Figure
	Figure
	 
	 
	Vaccination Resources 
	 Boost Your Rates Protocol Flyer
	 Boost Your Rates Protocol Flyer
	 Boost Your Rates Protocol Flyer
	 Boost Your Rates Protocol Flyer
	 Boost Your Rates Protocol Flyer

	 


	 Bivalent COVID-19 Boosters: Boost Your Protection Flyer
	 Bivalent COVID-19 Boosters: Boost Your Protection Flyer
	 Bivalent COVID-19 Boosters: Boost Your Protection Flyer
	 Bivalent COVID-19 Boosters: Boost Your Protection Flyer

	 (pictured above) 


	 Pneumococcal Vaccination Decision Tree Flyer
	 Pneumococcal Vaccination Decision Tree Flyer
	 Pneumococcal Vaccination Decision Tree Flyer
	 Pneumococcal Vaccination Decision Tree Flyer

	 (pictured above) 


	 Heart Disease and Adult Vaccines
	 Heart Disease and Adult Vaccines
	 Heart Disease and Adult Vaccines
	 Heart Disease and Adult Vaccines

	 


	 CDC Adult Immunization Schedule
	 CDC Adult Immunization Schedule
	 CDC Adult Immunization Schedule
	 CDC Adult Immunization Schedule

	 


	 Vaccines: Know What You Need
	 Vaccines: Know What You Need
	 Vaccines: Know What You Need
	 Vaccines: Know What You Need

	 



	 
	 
	 
	 
	Figure
	Cardiac Rehabilitation 
	 
	 
	What is cardiac rehabilitation? 
	Cardiac rehabilitation is a medically overseen treatment program designed to strengthen and improve heart health after a cardiac event or surgery. These programs can be housed at outpatient clinics, hospital rehabilitation centers or even in-home. Your cardiac rehabilitation team can include physicians, nurses, therapists, dieticians, nutritionists and members of your interdisciplinary care team.  
	 
	Who needs cardiac rehabilitation? 
	You or your physician may find cardiac rehabilitation necessary if you have experienced: 
	 A heart attack in the last 12 months 
	 A heart attack in the last 12 months 
	 A heart attack in the last 12 months 

	 A heart condition, such as coronary artery disease (CAD), angina or heart failure 
	 A heart condition, such as coronary artery disease (CAD), angina or heart failure 

	 Peripheral artery disease 
	 Peripheral artery disease 

	 A heart procedure or surgery, such as a coronary artery bypass graft (CABG) surgery, angioplasty, stenting, replacement or repair of heart valves, pacemaker or implantable cardioverter defibrillator (ICD) placement or heart transplant 
	 A heart procedure or surgery, such as a coronary artery bypass graft (CABG) surgery, angioplasty, stenting, replacement or repair of heart valves, pacemaker or implantable cardioverter defibrillator (ICD) placement or heart transplant 


	 
	What can I expect from my cardiac rehabilitation program? 
	After being discharged from the hospital after a cardiac event or surgery, it may be difficult to get back on your feet and make lifestyle changes needed to improve your heart health. Cardiac rehabilitation programs assist patients with performing safe and effective exercises, making healthy lifestyle changes, choosing nutritious and heart-healthy diets and providing a group atmosphere for support. A cardiac rehabilitation program usually consists of 36 sessions over the span of 12 weeks, but can vary. Duri
	 Evaluations: Baseline and intermittent evaluations are needed to determine your personal needs and limitations. Therapies may be altered by medical personnel to meet your unique needs. 
	 Evaluations: Baseline and intermittent evaluations are needed to determine your personal needs and limitations. Therapies may be altered by medical personnel to meet your unique needs. 
	 Evaluations: Baseline and intermittent evaluations are needed to determine your personal needs and limitations. Therapies may be altered by medical personnel to meet your unique needs. 

	 Exercise: Exercises may be performed on a treadmill, bike, rowing machine, elliptical or even suitable walking path. Start slow and work toward more strenuous exercises. 
	 Exercise: Exercises may be performed on a treadmill, bike, rowing machine, elliptical or even suitable walking path. Start slow and work toward more strenuous exercises. 

	 Monitoring: Nurses and physicians will monitor any changes in your symptoms. Monitoring of blood pressure, heart rate and EKGs are expected during this time. 
	 Monitoring: Nurses and physicians will monitor any changes in your symptoms. Monitoring of blood pressure, heart rate and EKGs are expected during this time. 

	 Support: It is imperative that lifestyle changes and exercise plans are made with obtainable and sustainable goals. These changes need to be part of everyday living, even after the cardiac rehabilitation program is completed. Your care team will assist in this process. 
	 Support: It is imperative that lifestyle changes and exercise plans are made with obtainable and sustainable goals. These changes need to be part of everyday living, even after the cardiac rehabilitation program is completed. Your care team will assist in this process. 


	 
	Cardiac Rehabilitation Resources 
	 What is Cardiac Rehabilitation?
	 What is Cardiac Rehabilitation?
	 What is Cardiac Rehabilitation?
	 What is Cardiac Rehabilitation?
	 What is Cardiac Rehabilitation?

	 


	 Heart Attack Discharge Worksheet
	 Heart Attack Discharge Worksheet
	 Heart Attack Discharge Worksheet
	 Heart Attack Discharge Worksheet

	 


	 AHA Cardiac Rehabilitation
	 AHA Cardiac Rehabilitation
	 AHA Cardiac Rehabilitation
	 AHA Cardiac Rehabilitation

	 



	 
	Figure
	Standardized Treatment Approach 
	 
	 
	When embedded in electronic health records, treatment protocols can serve as clinical decision support at the point of care so no opportunities are missed to achieve optimal control. 
	 
	 
	Figure
	 
	Standardized Treatment Approach Resources 
	 Adopting a Standardized Treatment Approach for Blood Pressure Control
	 Adopting a Standardized Treatment Approach for Blood Pressure Control
	 Adopting a Standardized Treatment Approach for Blood Pressure Control
	 Adopting a Standardized Treatment Approach for Blood Pressure Control
	 Adopting a Standardized Treatment Approach for Blood Pressure Control

	 (pictured above) 


	 Protocols
	 Protocols
	 Protocols
	 Protocols

	 (link in document above) 


	 Protocol Template for Hypertension in Adults
	 Protocol Template for Hypertension in Adults
	 Protocol Template for Hypertension in Adults
	 Protocol Template for Hypertension in Adults

	 


	 Elements Associated with Effective Adoption and Use of a Protocol
	 Elements Associated with Effective Adoption and Use of a Protocol
	 Elements Associated with Effective Adoption and Use of a Protocol
	 Elements Associated with Effective Adoption and Use of a Protocol

	 



	 
	Figure
	Patient and Family Engagement 
	 
	 
	What is Patient and Family Engagement? 
	Patient and family engagement
	Patient and family engagement
	Patient and family engagement

	 promotes patient and caregiver involvement in managing health conditions. This leads to better patient health, experiences and quality of life. 

	 
	Benefits to the Patient and Family 
	 Allows active participation in development of care plan 
	 Allows active participation in development of care plan 
	 Allows active participation in development of care plan 

	 Allows shared decision making 
	 Allows shared decision making 

	 Provides access to tools and resources 
	 Provides access to tools and resources 

	 Improves understanding of health conditions and treatment 
	 Improves understanding of health conditions and treatment 

	 Encourages use of self-monitoring devices between office visits 
	 Encourages use of self-monitoring devices between office visits 


	 
	Benefits to the Physician 
	 Strengthens relationships with patients 
	 Strengthens relationships with patients 
	 Strengthens relationships with patients 

	 Encourages open and honest discussions about health conditions and treatment options 
	 Encourages open and honest discussions about health conditions and treatment options 

	 Patient commitment to behavior change increases likelihood of meeting quality goals 
	 Patient commitment to behavior change increases likelihood of meeting quality goals 

	 Patient portal utilization enhances office workflow  
	 Patient portal utilization enhances office workflow  

	 Connects patients with community resources 
	 Connects patients with community resources 

	 Leads to more successful health outcomes 
	 Leads to more successful health outcomes 


	 
	Benefits to the Practice:  Higher MIPS Score and Larger Medicare Part B Reimbursement 
	 The MIPS Promoting Interoperability Category involves utilization of a patient portal which engages beneficiaries and their caregivers in their healthcare. A patient portal is intended to: 
	 The MIPS Promoting Interoperability Category involves utilization of a patient portal which engages beneficiaries and their caregivers in their healthcare. A patient portal is intended to: 
	 The MIPS Promoting Interoperability Category involves utilization of a patient portal which engages beneficiaries and their caregivers in their healthcare. A patient portal is intended to: 

	o Provide Patients Electronic Access to their Health Information 
	o Provide Patients Electronic Access to their Health Information 
	o Provide Patients Electronic Access to their Health Information 

	o Allow for Viewing, Downloading and Transmitting Data 
	o Allow for Viewing, Downloading and Transmitting Data 

	o Provide Secure Messaging 
	o Provide Secure Messaging 

	o Enable Prescription Refills 
	o Enable Prescription Refills 


	 Twenty-four activities involving beneficiary engagement are available in the Improvement Activity category for MIPS.  
	 Twenty-four activities involving beneficiary engagement are available in the Improvement Activity category for MIPS.  

	 Multiple quality measures can be reported for the Quality category of MIPS: 
	 Multiple quality measures can be reported for the Quality category of MIPS: 

	o Statin Therapy: Medication for prevention and treatment of cardiovascular disease 
	o Statin Therapy: Medication for prevention and treatment of cardiovascular disease 
	o Statin Therapy: Medication for prevention and treatment of cardiovascular disease 

	o BP Screening: Screening for high BP and follow-up documented 
	o BP Screening: Screening for high BP and follow-up documented 

	o BP Control: Controlling high BP 
	o BP Control: Controlling high BP 

	o Smoking Cessation: Tobacco use assessment and cessation intervention 
	o Smoking Cessation: Tobacco use assessment and cessation intervention 

	o Immunization: Influenza immunization 
	o Immunization: Influenza immunization 

	o Immunization: Pneumonia vaccination 
	o Immunization: Pneumonia vaccination 

	o Body Mass Index Screening and follow-up plan 
	o Body Mass Index Screening and follow-up plan 


	 Use Hierarchal Conditioning Coding (HCC) as appropriate to account for the complexity of patients when billing 
	 Use Hierarchal Conditioning Coding (HCC) as appropriate to account for the complexity of patients when billing 


	 
	Four-Phase Approach to Patient and Family Engagement 
	Phase 1: Practice Assessment 
	 Develop an aim statement expressing what you expect to accomplish through this quality improvement initiative. 
	 Develop an aim statement expressing what you expect to accomplish through this quality improvement initiative. 
	 Develop an aim statement expressing what you expect to accomplish through this quality improvement initiative. 

	 Conduct a practice readiness assessment and workflow analysis. 
	 Conduct a practice readiness assessment and workflow analysis. 

	 Identify ways patients and families are currently engaged. 
	 Identify ways patients and families are currently engaged. 

	 Assess tools and resources that will empower patients to become more engaged. 
	 Assess tools and resources that will empower patients to become more engaged. 

	 Define your cardiac patient population and run a report from your electronic health record (EHR) of patient names. 
	 Define your cardiac patient population and run a report from your electronic health record (EHR) of patient names. 

	 Implement a clinical decision support (CDS) alert to improve measure rates.  
	 Implement a clinical decision support (CDS) alert to improve measure rates.  


	 
	Phase 2: Staff Education 
	 Educate staff on the value of engaging patients and families in their healthcare. 
	 Educate staff on the value of engaging patients and families in their healthcare. 
	 Educate staff on the value of engaging patients and families in their healthcare. 

	 Share results of the practice readiness assessment with staff. 
	 Share results of the practice readiness assessment with staff. 

	 Educate staff on effective ways to communicate with patients, families and other staff.  
	 Educate staff on effective ways to communicate with patients, families and other staff.  

	 Discuss current practice workflow and how to incorporate patient and family engagement. 
	 Discuss current practice workflow and how to incorporate patient and family engagement. 

	 Plan how workflow changes and tools will be introduced into the daily routine, such as daily huddles. 
	 Plan how workflow changes and tools will be introduced into the daily routine, such as daily huddles. 

	 Create an implementation plan, including a timeline.  
	 Create an implementation plan, including a timeline.  


	 
	Phase 3: Patient Engagement Implementation 
	 Use a team approach to implement patient engagement techniques. 
	 Use a team approach to implement patient engagement techniques. 
	 Use a team approach to implement patient engagement techniques. 

	 Develop interventions based on the identified needs. 
	 Develop interventions based on the identified needs. 

	 Use daily huddle results to identify individual patient healthcare needs and implement. 
	 Use daily huddle results to identify individual patient healthcare needs and implement. 

	 Provide patients with resources to educate them on this concept. 
	 Provide patients with resources to educate them on this concept. 

	 Monitor the practice’s clinical outcomes. Empowering patients to take ownership of their healthcare will likely increase outcomes. 
	 Monitor the practice’s clinical outcomes. Empowering patients to take ownership of their healthcare will likely increase outcomes. 

	 Hold a follow-up staff meeting to determine what modifications may be needed.  
	 Hold a follow-up staff meeting to determine what modifications may be needed.  

	 Celebrate the practice’s success. Engaging patients and family in their healthcare is a rewarding experience. 
	 Celebrate the practice’s success. Engaging patients and family in their healthcare is a rewarding experience. 


	 
	Phase 4: Evaluation 
	 Run monthly quality measure reports to determine the impact of your patient engagement effort. 
	 Run monthly quality measure reports to determine the impact of your patient engagement effort. 
	 Run monthly quality measure reports to determine the impact of your patient engagement effort. 

	 Share outcomes with staff at a routine staff meeting or during a daily huddle. 
	 Share outcomes with staff at a routine staff meeting or during a daily huddle. 

	 Follow the Plan, Do, Study, Act (PDSA) model to analyze the data and make workflow changes if needed. 
	 Follow the Plan, Do, Study, Act (PDSA) model to analyze the data and make workflow changes if needed. 

	 When goals of engaging patients with cardiac disease are achieved, create a timeline to implement the patient family engagement campaign to patients with other health conditions. 
	 When goals of engaging patients with cardiac disease are achieved, create a timeline to implement the patient family engagement campaign to patients with other health conditions. 


	 
	 
	Practice Readiness Assessment 
	Practice Readiness Assessment 
	Practice Readiness Assessment 
	Practice Readiness Assessment 


	EHR Vendor:  
	EHR Vendor:  
	EHR Vendor:  

	  
	  

	Span

	Do you have a patient portal?  
	Do you have a patient portal?  
	Do you have a patient portal?  

	yes/no 
	yes/no 

	Span

	If no portal, do you plan to get one?  
	If no portal, do you plan to get one?  
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	Aim Statement 
	Major goals to improve patient and family engagement, cardiac health and immunization status.  
	 
	1. ________________________________________________________________________ 
	1. ________________________________________________________________________ 
	1. ________________________________________________________________________ 

	2. ________________________________________________________________________ 
	2. ________________________________________________________________________ 

	3. ________________________________________________________________________ 
	3. ________________________________________________________________________ 


	 
	Specific Goals and Examples:             Target Date:   
	 
	1. Lower BP of 2 percent of our cardiac population                     ___________________ 
	1. Lower BP of 2 percent of our cardiac population                     ___________________ 
	1. Lower BP of 2 percent of our cardiac population                     ___________________ 

	2. Improve cholesterol results by 5 percent                              ___________________ 
	2. Improve cholesterol results by 5 percent                              ___________________ 

	3. Enroll 80 percent of our patients with the patient portal                   ___________________ 
	3. Enroll 80 percent of our patients with the patient portal                   ___________________ 

	4. Increase utilization of the patient portal by 5 percent               ___________________ 
	4. Increase utilization of the patient portal by 5 percent               ___________________ 

	5. Improve pneumonia vaccination rate in cardiac patients by 5 percent       ___________________ 
	5. Improve pneumonia vaccination rate in cardiac patients by 5 percent       ___________________ 

	6. 80 percent of cardiac patients will receive flu vaccination this year            ___________________ 
	6. 80 percent of cardiac patients will receive flu vaccination this year            ___________________ 

	7. 50 percent of cardiac patients will receive/be referred shingles vaccine    ___________________ 
	7. 50 percent of cardiac patients will receive/be referred shingles vaccine    ___________________ 

	8. _______________________________________________________          ___________________ 
	8. _______________________________________________________          ___________________ 

	9. _______________________________________________________          ___________________ 
	9. _______________________________________________________          ___________________ 
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	10. _______________________________________________________          ___________________ 

	11. _______________________________________________________          ___________________ 
	11. _______________________________________________________          ___________________ 


	 
	 
	PFE Campaign Time Table 
	Table
	TR
	TD
	Span
	Task 

	TD
	Span
	Beginning Date 

	TD
	Span
	Date Completed 

	Span
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	Daily Huddle Worksheet 
	The daily huddle serves as a tool for planning a proactive approach for the upcoming work day. Use it as an opportunity to encourage staff participation.  Give everyone a copy of the day’s schedule and any resources that staff should share with patients. Spend five minutes reviewing the schedule with staff who will be involved in patient visits. Have a clear set of objectives for every huddle. Ask for suggestions for improvement and care plan involvement. 
	 
	1. Identify cardiac patients: 
	Pt. Name ___________________ Clinician __________________ Appt. Time: _______________ 
	Pt. Name ___________________ Clinician __________________ Appt. Time: _______________ 
	Pt. Name ___________________ Clinician __________________ Appt. Time: _______________ 
	 
	2. Identify patients who have caregivers and list any patient engagement opportunity: 
	Pt. Name ___________________ Pt. Engagement Opportunity: __________________________ 
	Pt. Name ___________________ Pt. Engagement Opportunity: __________________________ 
	Pt. Name ___________________ Pt. Engagement Opportunity: __________________________ 
	 
	3. Determine if any new patients might have cardiac disease and/or need immunizations:  
	Pt. Name ___________________ Clinician __________________ Appt. Time: _______________ 
	Pt. Name ___________________ Clinician __________________ Appt. Time: _______________ 
	Pt. Name ___________________ Clinician __________________ Appt. Time: _______________ 
	 
	4. Review patient charts for missing lab work, then identify who is responsible for retrieving: 
	Pt. Name: __________________ Staff Responsible: ____________________________________ 
	Pt. Name: __________________ Staff Responsible: ____________________________________ 
	Pt. Name: __________________ Staff Responsible: ____________________________________ 
	 
	5. Identify patients who have not enrolled with the patient portal, then identify who is responsible for encouraging patient to enroll and show them how to access it.  
	Pt. Name: __________________ Staff Responsible: ____________________________________ 
	Pt. Name: __________________ Staff Responsible: ____________________________________ 
	Pt. Name: __________________ Staff Responsible: ____________________________________ 
	 
	6. Identify who would benefit from local outreach material: 
	Pt. Name: __________________ Material: ___________________________________________ 
	Pt. Name: __________________ Material: ___________________________________________ 
	Pt. Name: __________________ Material: ___________________________________________ 
	 
	Follow–up from Previous Day 
	What successful outcomes did we experience? 
	______________________________________________________________________________ 
	______________________________________________________________________________ 
	 
	How can we improve our efforts? ____________________________________________________________________________________________________________________________________________________________ 
	 
	Sample Implementation Schema of Patient and Family Engagement Workflow 
	 
	Figure
	Figure
	What’s All the Hype about Hypertension? Handout 
	Figure
	Figure
	 
	Figure
	 
	 
	Download the “
	Download the “
	What’s All the Hype about Hypertension?
	What’s All the Hype about Hypertension?

	” flyer pictured above.  
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