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	Meeting Title:
	NYP Queens DSRIP
Cardiovascular Project 
	Meeting Date:
	March 7, 2017

	Facilitator(s):
	M. D’Urso/ M. Cartmell, 
	Meeting Time:
	9:30 AM – 10:30 AM

	Conference Line:
	866-692-4538 
	Code:
	26098085#           

	Location:
	NYP/Q 56-45 Main Street; Radiation Oncology Room


Meeting Purpose: 
	DSRIP Implementation – Project Requirements Implementation



	
#
	Topic
	Responsible Person
	Document

	1.
	Welcome & Purpose
	M. D’Urso, RN
	-

	2.
	Approve Meeting Minutes – 02/06/17
	M. D’Urso, RN
	
[bookmark: _GoBack]

	3.
	Project Deliverables DY2Q4

Milestone #5:  Use the EHR to prompt providers to complete the 5 A's of tobacco control (Ask, Assess, Advise, Assist, and Arrange).

Metric# 5.1: PPS provides periodic training to staff to incorporate the use of EHR to prompt the use of 5 A's of tobacco control.

Minimum Documentation: Vendor System Documentation; Other Sources demonstrating implementation of the system; Periodic self-audit reports and recommendations

Follow Up: Screenshots from eCW from Brightpoint  and also from Athena 
----------------------------------------------------------------- 
Metric 5.2:  PPS provides periodic training to staff to incorporate the use of EHR to prompt the use of 5 A's of tobacco control.

Minimum Documentation: List of training dates along with number of staff trained; Written training materials

Next Steps: Will incorporate the training with all other trainings, probable date after March 22, 2017. 
Approve attached policy  (action item)
	M. D’Urso, RN/
S.Choudhury
	


	4.
	Project Deliverable DY2 Q4

Milestone #6 Adopt and follow standardized treatment protocols for hypertension and elevated cholesterol.

Metric# 6.1: Practice has adopted treatment protocols aligned with national guidelines, such as the National Cholesterol Education Program (NCEP) or US Preventive Services Task Force (USPSTF).

Minimum Documentation: Policies and procedures related to standardized treatment protocols for hypertension and elevated cholesterol; List of training dates along with number of staff trained; Written training materials; signed agreement with PPS organizations to implement consistent standardized treatment protocols

Next Step: Approve attached policy (Action item) 
	M. D’Urso, RN/
S.Choudhury
	


	5.
	Project Deliverable DY2 Q4

Milestone #7:  Develop care coordination teams including use of nursing staff, pharmacists, dieticians and community health workers to address lifestyle changes, medication adherence, health literacy issues, and patient self-efficacy and confidence in self-management.

Metric# 7.1: Clinically Interoperable System is in place for all participating providers.

Minimum Documentation: Contract; Report; Vendor System Documentation; Other Sources demonstrating implementation of the system
----------------------------------------------------

Metric# 7.2: Care coordination teams are in place and include nursing staff, pharmacists, dieticians, community health workers, and Health Home care managers where applicable.

Minimum Documentation: Care coordination team rosters; Care coordination policies and procedures; Standard clinical protocol and treatment plans
--------------------------------------------------------------------
Metric# 7.3: Care coordination processes are in place.

Minimum Documentation: Documentation of process and workflow including responsible resources at each stage of the workflow; Written training materials; List of training dates along with number of staff trained

Follow up: Case Conference setup in Athena; care plan sample and case conference screenshot from Brightpoint 
	M. D’Urso, RN/
S.Choudhury
	

	6.
	Project Deliverable DY2 Q4

Milestone #9: Ensure that all staff involved in measuring and recording blood pressure are using correct measurement techniques and equipment.

Metric# 9.1: PPS has protocols in place to ensure blood pressure measurements are taken correctly with the correct equipment.

Minimum Documentation: Policies and procedures; List of training dates along with number of staff trained, if applicable

Follow up: Get roster of all staff trained or completed the annual evaluation. Any NYPQ policy 

	M. D’Urso, RN/
S.Choudhury
	

	7.
	Project Deliverable DY2 Q4

Milestone #11: Prescribe once-daily regimens or fixed-dose combination pills when appropriate.

Metric# 11.1: PPS has protocols in place for determining preferential drugs based on ease of medication adherence where there are no other significant non-differentiating factors.

Minimum Documentation: Policies and procedures 

Follow up: 1 page policy on medication adherence  
	M. D’Urso, RN/
S.Choudhury
	

	8.
	Project Deliverable DY2 Q4

Milestone #14: Develop and implement protocols for home blood pressure monitoring with follow up support.

Metric# 14.1: PPS has developed and implemented protocols for home blood pressure monitoring.

Minimum Documentation: Policies and procedures

------------------------------------------------------------------
Metric 14.2: PPS provides follow up to support to patients with ongoing blood pressure monitoring, including equipment evaluation and follow-up if blood pressure results are abnormal.

Minimum Documentation: Policies and procedures; Baseline home blood pressure monitoring and periodic updates exhibiting an increase of monitoring; Documentation of process and workflow including responsible resources at each stage of the workflow; Periodic self-audit reports and recommendations
------------------------------------------------------------------
Metric 14.3: PPS provides periodic training to staff on warm referral and follow-up process.

Minimum Documentation: List of training dates along with number of staff trained; Written training materials

Next Steps:
· Approve attached best practice and policy for home blood monitoring (Action Item)
· Will incorporate the training with all other trainings, probable date after March 22, 2017. 


	M. D’Urso, RN/
S.Choudhury
	






















	9.
	Project Deliverable DY2 Q4

Milestone #15: Generate lists of patients with hypertension who have not had a recent visit and schedule a follow up visit.

Metric 15.1: PPS has implemented an automated scheduling system to facilitate scheduling of targeted hypertension patients.

Minimum Documentation: Vendor System Documentation; Other Sources demonstrating implementation of the system; Roster of identified patients

Follow Up: Screenshot of patient registry from Brightpoint. IT to get update about Athena’s capability 
	M. D’Urso, RN/
S.Choudhury
	

	10
	Project Deliverable DY2 Q4

Milestone #16 Facilitate referrals to NYS Smoker's Quitline.

Metric 16.1: PPS has developed referral and follow-up process and adheres to process.

Minimum Documentation: Policies and procedures of referral process including warm transfer protocols

Follow up: 
Policies from Brighpoint, CHN for referral and follow up process. 

Next Steps: Will incorporate the training with all other trainings, probable date after March 22, 2017. 

	M. D’Urso, RN/
S.Choudhury
	

	11
	Project Deliverable DY2 Q4

Milestone# 18: Adopt Strategies from the Million Hearts Campaign
 
Metric# 18.1, 18.2, 18.3: Provider can demonstrate implementation of policies and procedures which reflect principles and initiatives of Million Hearts Campaign. (includes PCP, Specialists, BH)

Minimum Documentation: Policies and Procedures; Baseline home blood pressure monitoring and periodic updates exhibiting an increase of monitoring; Documentation of process and workflow including responsible resources at each stage of the workflow; Written training materials

Next steps: 
· Approve attached best practice and policy for home blood monitoring (Action Item)
· Will incorporate the training with all other trainings, probable date after March 22, 2017. 

	M. D’Urso, RN/
S.Choudhury
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Future Deliverables: 

Milestone# 2: Ensure that all PPS safety net providers are actively connected to EHR systems with local health information exchange/RHIO/SHIN-NY and share health information among clinical partners, including direct exchange (secure messaging), alerts and patient record look up, by the end of DY 3.

Metric# 2.1: EHR meets connectivity to RHIO’s HIE and SHIN-NY requirements.

Minimum Documentation: QE agreements 


Milestone# 8: Provide opportunities for follow-up blood pressure checks without a copayment or advanced appointment.

Metric 8.1: All primary care practices in the PPS provide follow-up blood pressure checks without copayment or advanced appointments.

Minimum Documentation: Policies and procedures related to blood pressure checks; Roster of patients, by PCP practice, who have received follow-up blood pressure checks.


Milestone# 10: Identify patients who have repeated elevated blood pressure readings in the medical record but do not have a diagnosis of hypertension and schedule them for a hypertension visit.

Metric # 10.1: PPS uses a patient stratification system to identify patients who have repeated elevated blood pressure but no diagnosis of hypertension.

Minimum Documentation: Risk assessment tool documentation; risk assessment screenshots, Patient stratification output; Documented protocols for patient follow-up.

	


















M. D’Urso, RN/
S.Choudhury
	

	12 
	Adjourn
	-
	-
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 NewYork-Presbyterian/Queens PPS

Project 3.b.i –Cardiovascular Project

Project Committee Meeting

February 6th 2017 11:00am –12:00pm EST

	

Attendees: P. Cartmell (NYP/Q),  Donna Cheslick (NYP/Q), M. D’Urso (NYP/Q), C. Dunkley, R. Crupi (NYPW), S. Kalinowski (NYPQ) , E. Brenen (NYPQ), S. Choudhury (NYPQ), L. McConnell(NYPQ)

		Topic

		Discussion	

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Meeting minutes Approval 

· Milestone 5

· Milestone 6

· Milestone 7

· Milestone 9

· Milestone 11

· Milestone 14

· Milestone 15

· Milestone 16

· Milestone 18

· Milestone 20

		· N/A



		2. Meeting minutes:  

A. Somogyi, M.D

		· Committee reviewed meeting minutes from 11/10/16 meeting.

		·  Committee voted to unanimously approve the meeting minutes



		3. Milestone #5  M. D’Urso/ S. Choudhury

		Project Deliverables DY2Q4



Milestone #5:  Use the EHR to prompt providers to complete the 5 A's of tobacco control (Ask, Assess, Advise, Assist, and Arrange).



Metric# 5.1: PPS provides periodic training to staff to incorporate the use of EHR to prompt the use of 5 A's of tobacco control.



Minimum Documentation: Vendor System Documentation; Other Sources demonstrating implementation of the system; Periodic self-audit reports and recommendations



Action Steps: Check with partners whether their EHR has capability for creating prompt.  Also check with Athena for NYP clinics. collect sample documentation from each partner as evidence that they are using the 5A's of tobacco control

----------------------------------------------------------------- 

Metric 5.2:  PPS provides periodic training to staff to incorporate the use of EHR to prompt the use of 5 A's of tobacco control.



Minimum Documentation: List of training dates along with number of staff trained; Written training materials

		· Partners can send in their Athena, ECW, or EHR screen sheets.

· Maria has sign in sheets form JH on 5As.

· 

· 

· 

· 

· 

· 

· 

· 

· 

· Please send in 5As sign in sheets to PMO 



		4. Milestone #6 :

M. D’Urso/ S. Choudhury

		Project Deliverable DY2 Q4



Milestone #6 Adopt and follow standardized treatment protocols for hypertension and elevated cholesterol.



Metric# 6.1: Practice has adopted treatment protocols aligned with national guidelines, such as the National Cholesterol Education Program (NCEP) or US Preventive Services Task Force (USPSTF).



Minimum Documentation: Policies and procedures related to standardized treatment protocols for hypertension and elevated cholesterol; List of training dates along with number of staff trained; Written training materials; signed agreement with PPS organizations to implement consistent standardized treatment protocols

		· PMO will laminate protocols and sample documents to do trainings in each facility.

· Please send in training sheets to PMO.





		5. Milestone 7:

M. D’Urso/ S. Choudhury

		Project Deliverable DY2 Q4



Milestone #7:  Develop care coordination teams including use of nursing staff, pharmacists, dieticians and community health workers to address lifestyle changes, medication adherence, health literacy issues, and patient self-efficacy and confidence in self-management.



Metric# 7.1: Clinically Interoperable System is in place for all participating providers.



Minimum Documentation: Contract; Report; Vendor System Documentation; Other Sources demonstrating implementation of the system

----------------------------------------------------



Metric# 7.2: Care coordination teams are in place and include nursing staff, pharmacists, dieticians, community health workers, and Health Home care managers where applicable.



Minimum Documentation: Care coordination team rosters; Care coordination policies and procedures; Standard clinical protocol and treatment plans

--------------------------------------------------------------------

Metric# 7.3: Care coordination processes are in place.



Minimum Documentation: Documentation of process and workflow including responsible resources at each stage of the workflow; Written training materials; List of training dates along with number of staff trained

		· Partners can use case conferences to show proof of care coordination and send in screenshots of EHR. 

· Partners send in screenshots of care coordination through EHR with care coordinator roster.

· Submit care coordination workflow per facility.

 





		6. Milestone #9:

M. D’Urso/ S. Choudhury

		Project Deliverable DY2 Q4



Milestone #9: Ensure that all staff involved in measuring and recording blood pressure are using correct measurement techniques and equipment.



Metric# 9.1: PPS has protocols in place to ensure blood pressure measurements are taken correctly with the correct equipment.



Minimum Documentation: Policies and procedures; List of training dates along with number of staff trained, if applicable



		· Send Policies and procedures from partners as well as trainings to PMO.



		7. Milestone # 11:

M. D’Urso/ S. Choudhury



		Project Deliverable DY2 Q4



Milestone #11: Prescribe once-daily regimens or fixed-dose combination pills when appropriate.



Metric# 11.1: PPS has protocols in place for determining preferential drugs based on ease of medication adherence where there are no other significant non-differentiating factors.



Minimum Documentation: Policies and procedures  

		Send Policies and procedures from partners as well as trainings to PMO.



		8. Milestone #14 : M. D’Urso/ S. Choudhury





		Project Deliverable DY2 Q4



Milestone #14: Develop and implement protocols for home blood pressure monitoring with follow up support.



Metric# 14.1: PPS has developed and implemented protocols for home blood pressure monitoring.



Minimum Documentation: Policies and procedures



------------------------------------------------------------------

Metric 14.2: PPS provides follow up to support to patients with ongoing blood pressure monitoring, including equipment evaluation and follow-up if blood pressure results are abnormal.



Minimum Documentation: Policies and procedures; Baseline home blood pressure monitoring and periodic updates exhibiting an increase of monitoring; Documentation of process and workflow including responsible resources at each stage of the workflow; Periodic self-audit reports and recommendations

------------------------------------------------------------------

Metric 14.3: PPS provides periodic training to staff on warm referral and follow-up process.



Minimum Documentation: List of training dates along with number of staff trained; Written training m

		· Home Care partner please submit protocols for home blood pressure monitoring.

· Submit policies and procedures for BP monitoring and follow up along with training sheets.



		9. Milestone # 15:

M. D’Urso/ S. Choudhury



		Project Deliverable DY2 Q4



Milestone #15: Generate lists of patients with hypertension who have not had a recent visit and schedule a follow up visit.



Metric 15.1: PPS has implemented an automated scheduling system to facilitate scheduling of targeted hypertension patients.



Minimum Documentation: Vendor System Documentation; Other Sources demonstrating implementation of the system; Roster of identified patients

		Pull roster of identified patient and redact the PHI and send a screenshot to the PMO.





		10.  Milestone # 16 :

M. D’Urso, RN/

S.Choudhury

		Project Deliverable DY2 Q4



Milestone #16 Facilitate referrals to NYS Smoker's Quitline.



Metric 16.1: PPS has developed referral and follow-up process and adheres to process.



Minimum Documentation: Policies and procedures of referral process including warm transfer protocols

		Submit Policy and procedure for referrals to NYS Smoker’s Quite line and training sheets to PMO.



		11.  Milestone # 18:

M. D’Urso, RN/

     S.Choudhury

		Project Deliverable DY2 Q4



Milestone# 18: Adopt Strategies from the Million Hearts Campaign

 

Metric# 18.1, 18.2, 18.3: Provider can demonstrate implementation of policies and procedures which reflect principles and initiatives of Million Hearts Campaign. (includes PCP, Specialists, BH)



Minimum Documentation: Policies and Procedures; Baseline home blood pressure monitoring and periodic updates exhibiting an increase of monitoring; Documentation of process and workflow including responsible resources at each stage of the workflow; Written training materials

		Submit Policy and procedure for Million Hearts Campaign and training sheets to PMO.



PMO will laminate policy and procedures for partners. 



		12.  Milestone #20:

M. D’Urso, RN/

S.Choudhury

		Project Deliverable DY2 Q4



Milestone #20: Engage a majority (at least 80%) of primary care providers in this project.



Metric# 20.1: PPS has engaged at least 80% of their PCPs in this activity.



Minimum Documentation: List of total PCPs in the PPS; List of PCPs engaged in this activity

		PMO will engage 80 % of PCPs in network.



		13.  Discussions/Questions 

		· PMO will create a task tracker and PowerPoint with all of the policy and procedures due for this quarter.

· The upcoming meeting for the year will be changed to Tuesday at 9:30 AM. 

		[bookmark: _GoBack]
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		Document Title:

		Smoking  Cessation: 5 A’s of tobacco control

Project 3.b.i



		Approving Committee:

		Cardiovascular Committee (Informational only)



		Approval Date:

		NA



		Document Objective/Summary:

		This document serves to outline general responsibilities of providers in the adoption of 5 A’s protocols.





	

The PPS recognizes the importance of smoking cessation because smoking is related to:

· cancer almost anywhere in the body (including in the lung, colon, rectum, liver, bladder, pancreas, uterus, and head and neck)

· Type 2 diabetes

· Heart disease and stroke

· Chronic obstructive pulmonary disease (COPD)

· Erectile dysfunction

· Age-related macular degeneration

The Cardiovascular (3.b.i) project requires the integration of the 5 A’s for tobacco cessation into the provider standard of clinical care and electronic documentation processes. 

The PPS will adopt jointly agreed upon protocols.  Participating providers in this project will utilize these 5 A guidelines in the management of tobacco control.



		5 A’s of Tobacco Cessation



		Ask

		Identify and document tobacco use status for all patients



		Advise

		Urge patients who utilize tobacco to quit



		Assess

		Determine if the patient is willing to attempt to quit at this time



		Assist

		If the assessment determines patient is willing to attempt cessation, utilize counseling and pharmacotherapy to aide in process



		Arrange

		Schedule follow-up contact for patient – ideally within 1 week of quitting









		Protocol



		· Assessment and Management of people with a tobacco use disorder

· If the screening indicates a tobacco use disorder

· Implement the 5A Model and use motivational interviewing.

· Make a referral to: NY State QUIT Line. 1-866-NY-QUITS (1-866-697-8487.









NYPQ PPS Cardiovascular 5A
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		Document Title:

		Treatment Protocols for hypertension management and elevated cholesterol management

Project 3.b.i



		Approving Committee:

		Informational only



		Approval Date:

		NA



		Document Objective/Summary:

		This document serves to outline general responsibilities of providers in the adoption of hypertension management, and elevated cholesterol protocols.





	

The PPS recognizes when blood pressure is elevated for an extended period of time, it damages blood vessels, and LDL cholesterol begins to accumulate along tears in the artery walls. This increases the workload of the circulatory system while decreasing its efficiency. As a result, high blood pressure puts patients at greater risk for the development of life-changing and potentially life-threating conditions.  

Left uncontrolled or undetected, high blood pressure can lead to:  

· Heart Attack — High blood pressure damages arteries that can become blocked and prevent blood from flowing to tissues in the heart muscle.

· Stroke — High blood pressure can cause blood vessels in the brain to burst or clog more easily.

· Heart failure — The increased workload from high blood pressure can cause the heart to enlarge and fail to supply blood to the body.

· Kidney disease or failure — High blood pressure can damage the arteries around the kidneys and interfere with their ability to effectively filter blood.

· Vision loss — High blood pressure can strain or damage blood vessels in the eyes.

· Sexual dysfunction — This can be erectile dysfunction in men or lower libido in women. 

· Angina — Over time, high blood pressure can lead to heart disease or microvascular disease. Angina, or chest pain, is a common symptom.

· Peripheral artery disease (PAD) — Atherosclerosis caused by high blood pressure can cause a narrowing of arteries in the legs, arms, stomach and head, causing pain or fatigue.

High low-density lipoprotein (LDL) cholesterol is a major risk factor for heart attack, stroke, and atherosclerotic cardiovascular disease (ASCVD). The use of evidence-based protocols is one strategy to manage and lower cholesterol levels among patients with established ASCVD and patients at risk for heart attack, stroke, or ASCVD

The PPS will adopt jointly agreed upon protocols.  Participating providers in this project will utilize these guidelines in management of hypertension and elevated cholesterol. 



		Protocol



		· Assessment and Management of hypertension in adults

· If the screening indicates elevated blood pressure:

Implement the Controlling Hypertension in Adults protocol as outlined in the Million Hearts algorithm, when clinically appropriate for the patient

· Establish agreed upon self-management goals including (as needed):

1. Medication

2. Lifestyle modifications such as weight reduction, adopting a DASH diet, dietary sodium reduction, physical activity as clinically tolerable, and modification in alcohol consumption

· Establish follow-up recommendations 

U:\Clinical Projects\2.a.ii & 3.b.i - PCMH & Cardio\Million Hearts\HTN_Change_Package.pdf

· Assessment and Management of high LDL levels

· If the screening indicates elevated:

Implement the Heart-Healthy lifestyle habits protocol as outlined in the Million Hearts algorithm, when clinically appropriate for the patient

· Establish agreed upon self-management goals including (as needed):

1. Medication

2. Lifestyle modifications 

3. Establish follow-up recommendations

U:\Clinical Projects\2.a.ii & 3.b.i - PCMH & Cardio\Million Hearts\Cholesteol Management, Million Hearts.jpg
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© 2015 American Heart Association


My Blood Pressure Log


Name ______________________________________________________________________________


My Blood Pressure Goal ______________________________________ mm Hg
Instructions
• Measure your blood pressure twice a day—morning and late afternoon—at about the same  


times every day.
• For best results, sit comfortably with both feet on the floor for at least two minutes before  


taking a measurement. 
• When you measure your blood pressure, rest your arm on a table so the blood pressure  


cuff is at about the same height as your heart.
• Record your blood pressure on this sheet and show it to your doctor at every visit.
• You can also use Heart360® (heart360.org), a free online tool to help you track and  


monitor your health information, including your blood pressure.


Date AM PM Date AM PM


194 | Tools and Logs: Building a Healthier Future
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Telehealth Policy and Procedure Guidelines for Home Blood Pressure Monitoring

PURPOSE: To provide guidelines for the Telehealth Home Blood Pressure Monitoring program



PROCEDURES: 

A. Inclusion Criteria for Home Blood Pressure Monitoring:



a. >140/90 with or w/out HTN diagnosis

b. Compliant with appointments

c. Motivated to improve health (>7/10 for importance)

d. Adherent to medication regiment 

e. Patient’s physician agrees to provide orders for Telehealth 



B. Initiation of Care

I. Installation 

a. Patients must agree to the installation of the equipment in the home and to the terms of the Telehealth program. Consent from patient/caregiver is required prior to delivering and installing the Telehealth devices in the home.

b. All patients shall receive instructions on the use of Phillips Telehealth Set by a designated staff member within 24 hours of installation. The staff is to utilize the Patient Teaching Checklist on all patients with a Telehealth Set and each patient is to receive verbal and written instructions regarding the use and purpose of the system.

c. Patient is fitted with the proper cuff size.

d. The staff shall explain that the Telehealth System is not an emergency response system or a substitute for 911.

e. A designated staff member shall be responsible for delivering and installing Phillips Telehealth set in the home and completing the installation checklist.

f. Once equipment is installed, verify with the Telehealth coordinator availability of data on dashboard.

g. Installation shall occur upon identification of appropriate program patients, during regular business hours, from 8am-5pm, Monday-Friday with the exception of an admission on a Friday, in which case the Telehealth Set shall be installed on the following Monday.

h. In the event that all Telehealth Systems are deployed, the Telehealth Nurse shall utilize a patient waiting list until a system becomes available.

II. Initial Visit



a. Discuss with patient/family and MD the purpose and benefits of tele-monitoring and obtain agreement to participate in program.



b. Establish with MD patient-specific parameters for notifying physician of changes in BP



c. Discuss with MD protocols specific to the patient (i.e. standing medication order for abnormal BP values)



d. Instruct patient on the physician established action plan when BP values are outside of norm.



e. Orders for tele-monitoring with patient specific order text required (on 485 or interim order> utilize “Tele-monitoring” order text and edit, as needed). Discuss with MD specific parameters to be set for BP. All parameters to correlate to the 485/interim order.



f. Educate the patient/family/HHA in the proper technique of BP measuring. Obtain return demonstration.”)



g. Show the patient how to record their blood pressure readings on the blood pressure tracker. 



h. Complete lifestyle modification teaching with patient with relation to elevated blood pressure.



a. Referral for nutritional consult 



a. Provide patient/caregiver with the following teaching materials: “Home Blood Pressure Monitoring Protcols”  “Blood Pressure Tracker”





B. Clinical Management and Monitoring of Data 

a. The Telehealth Nurse and/or staff designees shall review data five days per week. Monitoring of data during regular business hours, Monday through Friday, will occur between the hours of 8:00am and 4:00pm. 

b. Patient data transmitted outside of normal review times will be reviewed the following business day by the Telehealth Nurse and/or staff designee.

c. Staff shall inform patients of monitoring policies and made aware that any transmission of data during “non-business” hours will be reviewed the following morning.

d. Patients will take their BP twice daily (AM &PM)

e. Patients’ confidentiality shall be maintained in accordance to Americare’s HIPAA policies.

f. The Telehealth Nurse/managing nurse shall call and evaluate all patients with red alerts on BP measurements, as well as “non-responders”.

g. The evaluation of patient data and supplied responses does not replace a clinical assessment of the patient, the staff is to use their best clinical judgment for each patient and determine if an intervention is required.

h. All patient interventions, including routine follow-up phone calls will be documented in the Clinical review Notes section.

i. All patients will receive minimum of one phone call per week. 

C. Dis-enrollment/De-installation

a. The Telehealth Nurse shall be responsible for de-enrolling patients from the Clinical Review Software program and arranging for removal of the Phillips Telehealth devices.

b. The Telehealth Set is to be removed upon discharge, expiration, or at the request of the patient/caregiver who no longer agrees to terms of the program or if a patient is hospitalized for a period of time greater than 2 weeks.

c. The installation/de-installation checklist shall be completed upon removal of the system and returned to the Telehealth RN.

D. Communication to Staff and Physicians

a. The Telehealth nurse will be responsible for notifying the managing physician when there is a change in the Patient’s medical condition and when an intervention is warranted. The Telehealth nurse will also provide the physician with a recent report on said changes.

b. Additionally, upon completion of the 30 and/or 60 day summary reports the Telehealth Nurse or designee shall be responsible for sending physicians a trending report via fax.

c. The Telehealth Nurse shall update case managers when there is a change in the patient’s condition, prescribed treatment plan, or medication regimen.

E. Equipment Cleaning and Handling

a. All equipment removed from a patient’s home will be bagged and returned to the agency for cleaning. 

b. Storage of the clean and ready to use Telehealth Sets will be kept in the locked storage closed in Home Health Department

c. Equipment will be cleaned according to manufacturer’s recommendations.

d. Equipment will be removed from patient’s home and tested in-house prior to being sent back to manufacturer when malfunctioning and/or when discrepancies are suspected. 
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Home Blood Pressure Monitoring PROTOCOLS

Proper steps for accurate blood pressure reading

1. Rest 5 minutes with your feet flat on the floor and your back supported before taking blood pressure.


2.  Do not take your blood pressure within 30 minutes after a meal, exercising,   bathing, smoking, or drinking caffeine.


3.  Do not take your blood pressure while or after drinking alcohol.


4.  Take your blood pressure before eating, not after.


5. Do not cross your legs while taking blood pressure.


6.  Elevate your arm to heart level on table while taking blood pressure.


7.  Make sure the bottom edge of the cuff is 1/2 inch above the crease of your arm.


8.  Do not talk while the blood pressure machine is measuring your blood pressure.


9. Focus on deep breathing for 2-3minutes prior to screen.


10. If BP is >140/90, rest for 2-3 minutes, focus on deep breathing. Then repeat screen. Repeat process again if >140/90. Complete up to 3 BP readings.

DEEP BREATHING EXERCISES


Complete Natural Breathing before Checking Blood Pressure


1. Sit with good posture, knees bent with feet flat on floor. Relax your shoulders and neck.


2. Take deep, slow breath through your nose.


3. Notice your stomach expand as the air flows downward.


4.  Hold your breath for a few seconds.


5. Exhale slowly through your mouth. Relax your abdomen and chest.


6. Repeat 3-5x or until you feel sense of relaxation.

Evidence-based lifestyle changes to lower BP include:

1. Following the DASH diet, which is rich in fruits, vegetables and whole grains; low-fat dairy, poultry, fish and plant-based oils; and limits sodium, sweets, sugary drinks, red meat and saturated fats

2. Engaging in moderate physical activity, such as brisk walking, for 40 minutes a day at least four days a week 

3. Maintaining a healthy body mass index (BMI) 

4. Limiting alcohol to ≤2 drinks/day in men, ≤1 drink/day in women


Home Blood Pressure Monitoring PROTOCOLS
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WISEWOMAN Blood Pressure Home Self-Monitoring  
Provider Guidelines for Implementation  


 
A. Uncontrolled Hypertension: 


1. Cases of Stage 1 or higher where treatment has not achieved/maintained blood pressure readings of <140 mmHg systolic and <90 mmHg 
diastolic. 


2. Clients with diabetes and hypertension should be treated to a systolic blood pressure goal of <140 mmHg. 
a. A lower systolic target, such as <130 mmHg, may be appropriate for certain individuals, such as younger clients, if it can be achieved 


without undue treatment burden. 
b. Clients with diabetes should be treated to a diastolic blood pressure of <80 mmHg. 


 
Client self-monitoring of blood pressure is a valuable addition to the management of uncontrolled hypertension and is supported by JNC-7, the 
American Heart Association and the American Society of Hypertension. 


 
B. Home self-monitoring can be useful: 


1. To empower the client to manage her blood pressure. 
2. To monitor client who cannot get her blood pressure under control with lifestyle change and medication. 
3. For client who is starting high blood pressure (HBP) treatment to determine its effectiveness. 
4. To titrate medication(s). 
5. To screen for white-coat hypertension. 


 
C. Contraindication for home self-monitoring: 


1. If the client has atrial fibrillation or cardiac arrhythmias (home devices may not be able to give accurate measurements). 
2. If the client has physical and/or mental disabilities. 


 
D. Who should be considered for home self-monitoring: 


1. Clients who are motivated to achieve control by following a medication regimen and lifestyle changes. 
2. Clients who are participating in at least five health coaching sessions for uncontrolled blood pressure. 
3. Clients who understand the value of self-monitoring and are committed to monitoring long term to assess blood pressure control. The 


monitoring frequency will depend on provider recommendations. 
4. Clients who have the manual dexterity to self-monitor and can do so appropriately. 
5. Clients who are dependable and able to come to follow-up office visits and/or coaching sessions. 
6. Clients who are able to take measurements as recommended and will report blood pressure measurements to the WISEWOMAN provider. 


 
E. Introduction of home self-monitoring: 


At the first uncontrolled blood pressure health coaching session, explain the value of the home monitor in controlling high blood pressure and 
determine level of client motivation and interest. If client is considered a good candidate, review the WISEWOMAN Blood Pressure Home 
Self-Monitoring agreement and have the client sign.  
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F. Service Delivery Procedure 


 
PROCEDURE PROVIDER(S) ACTIVITY/COMMENTS 


1. Determine home self-
monitoring start date 
and frequency. 


Nurse Practitioner, 
Physician, Physician 
Assistant 


 Measurements should be taken in the morning and evening until next visit 
(2-4 weeks) *number of measurements to be determined by provider and 
client. 


 Recommend that the first day measurement not be considered when 
averaging the client’s readings. 


 Home blood pressures are generally lower than office pressures (mean is 
8/6 mmHg lower). 


 
2. Validate the monitor by 


checking the monitor’s 
reading against the 
office equipment 
measures. 


Nurse, Health 
Educator, Community 
Health Worker 


 After initial validation, have client bring BP monitor in and check for 
accuracy about every six months. 


 
3. Teach proper technique 


for taking blood 
pressure at home. 


Nurse, Health 
Educator, Community 
Health Worker 


 Use “Be Wise Health Coaching Uncontrolled Blood Pressure Guide.” 
 Make sure the client is practicing proper technique through observation. 


 
4. Provide follow-up office 


visits 
 


Nurse Practitioner, 
Physician, Physician 
Assistant, Pharmacist  
 


 Frequency normally in 2-4 weeks intervals. 
 Tritrate medication until mean out-of-office blood pressure level is below 


135/85 according to physician’s orders. 
 Assess high or lows, compare morning and evening readings to those 


obtained 3-4 hours after medication is taken 
 Screen for White-Coat Hypertension—If no evidence of target organ 


damage and mean is below 130/80, medication may not be necessary. 
 
5. Pressure readings too 


high or too low 
 


Nurse, Health 
Educator, Community 
Health Worker 


 Ensure client knows to call 911 immediately if she has signs or symptoms of 
a heart attack or stroke. 


 Ensure client knows who to call between office visits for clinical and/or 
health coaching sessions. 


 Advise client what to do in case of an extremely high or low reading. 
Reference/Resources - See National Clinical Care Blood Pressure Guidelines and Million Hearts.org 
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		Document Title:

		Treatment Protocols for hypertension management and elevated cholesterol management
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		Approving Committee:
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		Document Objective/Summary:

		This document serves to outline general responsibilities of providers in the adoption of hypertension management, and elevated cholesterol protocols.





	

The PPS recognizes when blood pressure is elevated for an extended period of time, it damages blood vessels, and LDL cholesterol begins to accumulate along tears in the artery walls. This increases the workload of the circulatory system while decreasing its efficiency. As a result, high blood pressure puts patients at greater risk for the development of life-changing and potentially life-threating conditions.  

Left uncontrolled or undetected, high blood pressure can lead to:  

· Heart Attack — High blood pressure damages arteries that can become blocked and prevent blood from flowing to tissues in the heart muscle.

· Stroke — High blood pressure can cause blood vessels in the brain to burst or clog more easily.

· Heart failure — The increased workload from high blood pressure can cause the heart to enlarge and fail to supply blood to the body.

· Kidney disease or failure — High blood pressure can damage the arteries around the kidneys and interfere with their ability to effectively filter blood.

· Vision loss — High blood pressure can strain or damage blood vessels in the eyes.

· Sexual dysfunction — This can be erectile dysfunction in men or lower libido in women. 

· Angina — Over time, high blood pressure can lead to heart disease or microvascular disease. Angina, or chest pain, is a common symptom.

· Peripheral artery disease (PAD) — Atherosclerosis caused by high blood pressure can cause a narrowing of arteries in the legs, arms, stomach and head, causing pain or fatigue.

High low-density lipoprotein (LDL) cholesterol is a major risk factor for heart attack, stroke, and atherosclerotic cardiovascular disease (ASCVD). The use of evidence-based protocols is one strategy to manage and lower cholesterol levels among patients with established ASCVD and patients at risk for heart attack, stroke, or ASCVD

The PPS will adopt jointly agreed upon protocols.  Participating providers in this project will utilize these guidelines in management of hypertension and elevated cholesterol. 



		Protocol



		· Assessment and Management of hypertension in adults

· If the screening indicates elevated blood pressure:

Implement the Controlling Hypertension in Adults protocol as outlined in the Million Hearts algorithm, when clinically appropriate for the patient

· Establish agreed upon self-management goals including (as needed):

1. Medication

2. Lifestyle modifications such as weight reduction, adopting a DASH diet, dietary sodium reduction, physical activity as clinically tolerable, and modification in alcohol consumption

· Establish follow-up recommendations 

U:\Clinical Projects\2.a.ii & 3.b.i - PCMH & Cardio\Million Hearts\HTN_Change_Package.pdf

· Assessment and Management of high LDL levels

· If the screening indicates elevated:

Implement the Heart-Healthy lifestyle habits protocol as outlined in the Million Hearts algorithm, when clinically appropriate for the patient

· Establish agreed upon self-management goals including (as needed):

1. Medication

2. Lifestyle modifications 

3. Establish follow-up recommendations

U:\Clinical Projects\2.a.ii & 3.b.i - PCMH & Cardio\Million Hearts\Cholesteol Management, Million Hearts.jpg
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