
Identifying and 
Controlling Hypertension: 
What Works and What Does Not

Stevi Sy, PharmD, MS-HSA
Mountain-Pacific Quality Health

September 8, 2020



Objectives

At the end of this four-part session, attendees will be able to:
1. Discuss COVID-19-related current events in health care

2. Identify best practices for hypertension identification and management during 
the pandemic

3. Implement quality improvement project(s) designed to improve hypertension 
diagnosis and management during the COVID-19 pandemic

4. Engage and empower patients to foster continued health team participation
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Under contract with Centers for Medicare & Medicaid Services (CMS),

Mountain-Pacific Quality Health serves… 
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Guam

Saipan

American Samoa

Hawaii

Alaska

Montana

Wyoming

Engaging providers ♦ Encouraging collaboration ♦ Empowering patients
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Presentation Notes
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Questions 
from Session One
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COVID-19 
Regional Updates



COVID-19 Updates

Alaska (as of 9/7)
0 new cases (95 cases 9/5)
3,635 active cases (+531)

42 deaths (+10)

https://coronavirus-response-alaska-
dhss.hub.arcgis.com/

Guam (9/8)
43 new cases (-44)

743 active cases (+271)
19 deaths (+12)

https://ghs.guam.gov/infographics-and-fact-sheets-
coronavirus-covid-19
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AK 8/2371 new cases3,104 active cases32 deathsGuam87 new cases472 active cases7 deathsAK 9.71 new cases per 100k  424 active cases per 100k  4.37 deaths per 100kGuam  51.55 new cases per 100k  280 active cases per 100k  4.14 deaths per 100k

https://coronavirus-response-alaska-dhss.hub.arcgis.com/
https://ghs.guam.gov/infographics-and-fact-sheets-coronavirus-covid-19


COVID-19 Updates

Hawaii (9/7)
105 new cases (-64)
6,931 active cases

86 deaths (+37)

https://health.hawaii.gov/coronavirusdisease2019/

Montana (9/7)
66 new cases (+14)

1,992 active cases (+436)
119 deaths (+28)

https://montana.maps.arcgis.com/apps/MapSeries/in
dex.html?appid=7c34f3412536439491adcc2103421d

4b
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HI 169 new casesNo count of active cases49 deathsMT 52 new cases1,556 active cases91 deathsHI 11.8 new cases per 100k  3.42 deaths per 100kMT  5.41 new cases per 100k  162 active cases per 100k  9.47 deaths per 100k

https://health.hawaii.gov/coronavirusdisease2019/
https://montana.maps.arcgis.com/apps/MapSeries/index.html?appid=7c34f3412536439491adcc2103421d4b


COVID-19 Updates

Northern Mariana Islands 
(9/7)

1 new case(s) (+1)

2 deaths (+0)

https://cnmichcc.maps.arcgis.com/apps/opsdashboar
d/index.html#/4061b674fc964efe84f7774b7979d2b5

Wyoming (9/6)
39 new cases (+2)

616 active cases (-60)
42 deaths (+5)

https://health.wyo.gov/publichealth/infectious-
disease-epidemiology-unit/disease/novel-
coronavirus/covid-19-map-and-statistics/
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WY37 new cases676 active cases37 deathsNMI 3.47 deaths per 100kWY  6.72 new cases per 100k  123 active cases per 100k  6.73 deaths per 100kYou will notice we did not report on American Samoa in this section. This is because they are the only state or territory in the US without a case of covid-19! As of 8/24 they have conducted 1533 tests, but have zero cases of covid, and therefore have no associated fatalities

https://cnmichcc.maps.arcgis.com/apps/opsdashboard/index.html#/4061b674fc964efe84f7774b7979d2b5
https://health.wyo.gov/publichealth/infectious-disease-epidemiology-unit/disease/novel-coronavirus/covid-19-map-and-statistics/


Check-Ups 
and Check-Ins
Patient Pandemic Perspectives 
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Getting to Goal
Hypertension Quality Improvement



Suggested Evaluation Measures

Payor Measures: Hypertension 
(HTN)
 CMS165
 NQF0018
 MIPS Quality ID 119

Payor Measures: Nephropathy
 CMS134
 NQF0062
 MIPS Quality ID 226

Clinic-Derived Measures (HTN or 
CVD)
 Patients with managed care plan 

and goals, longitudinal care 
management and/or chronic care 
management

 Patients participating in a self-
monitored blood pressure 
monitoring program

 Patients enrolled in lifestyle classes
 Patients participating in shared-

decision making
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Payor measures could also include statin therapy for the prevention of CVD, and smoking screening and cessationCan utilize EHR records (with validation), explore availability of local/state/regional population health QI opportunities, including registries



https://www.heart.org/-/media/files/health-
topics/high-blood-pressure/tylenol-
hbp/aha_toolkit_poster_final_102618.pdf?la=en

https://www.heart.org/-/media/files/health-topics/high-blood-pressure/tylenol-hbp/aha_toolkit_poster_final_102618.pdf?la=en


15

Prepare Care 
Team

 Standardize training and treatment
 Train relevant members of care team

Clinical Support 
System

Self-Monitored Blood Pressure (SMBP) 
Programs

 Use an existing model
 Establish a feedback loop

Empower 
Patients

 Discuss blood pressure, SMPB and provide training
 Provide written guidance

Presenter
Presentation Notes
Current Payer Coverage (as of November 2016)MedicareMedicare Part B (traditional fee-for-service): Home blood pressure monitors used for SMBP are not covered.Medicare Part C (Medicare Advantage): Coverage is not mandated but may include supplemental coverage of home blood pressure monitors or additional support programs for enrollees.43MedicaidCoverage varies by state.States offering Medicaid expansion plans: Medicaid plans that are offered for non-elderly individuals with annual incomes at or below 133 percent of the federal poverty level—or opting to cover recommended preventive services without cost-sharing in their standard Medicaid benefit package— may cover home blood pressure monitors as per the United States Preventive Services Task Force (USPSTF) recommendation.44Select state Medicaid agencies cover SMBP as part of their experimental, pilot, or demonstration projects45,46,47CommercialNon-grandfathered private insurance plans may cover home blood pressure monitors as per the USPSTF recommendation.48Decision to cover home blood pressure monitors and additional support is made by individual private health insurance plans.Some private insurance plans provide these benefits only for beneficiaries enrolled in disease-management programs for high blood pressure or other medical conditions that increase the risk for heart disease and stroke.



Self-Monitored Blood Pressure (SMBP) 
Programs
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SMBP Program
 Defined as regular measurement of blood pressure by patient outside of 

clinical setting

Additional Patient Support
 One-on-one patient counseling
 Educational sessions on blood pressure and blood pressure self-

management
 Access to electronic or web-based tools

Presenter
Presentation Notes
More research is needed to determine whether one form of support is most effecitve.2 However, with one exception, all forms of additional support in the trials that successfully lowered patients’ blood pressure were administered by clinicians (e.g., pharmacists, NPs, PAs) specifically One-on-one counseling: Examples included regular telephone calls from nurses to manage blood pressure–lowering medication7 and in-person counseling sessions with trained pharmacists.34 Web-based or telephonic support: Examples included an interactive computer-based telephone feedback system30 and secure patient website training plus pharmacist care management delivered through Web communications,31 both in response to patient-reported blood pressure readings. Educational classes: Examples included telephone-based education by nurses on blood pressure–lowering behaviors, delivered only when patients reported poor blood pressure readings,29 and small-group classes on SMBP technique and lifestyle changes that help lower blood pressure, taught by PAs.37



Heart Healthy Team-Based Care
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Step 1: 
Create a Change 

Team

Step 2:
Select a Pilot Team

Step 3:
Develop Team-

Based Care 
Workflows

Step 4:
Implement Team-

Based Care

Step 5: 
Track Outcomes 

and Optimize 
Processes

Team-Based Care: Improve Patient Care and 
Team Engagement Through Collaboration 
and Streamlined Processes. StepsForward. 
American Medical Association. December 10, 
2016. Available from: https://edhub.ama-
assn.org/steps-forward/module/2702513

Presenter
Presentation Notes
Bring together a multi-disciplinary change team of nurses, medical assistants, physicians, administrators, and information technology team members with a physician leader who has enough authority within the practice or organization to empower the process. Consider involving patients or members of your Patient and Family Advisory Council on the change team as well.Out of the change team, assemble a smaller team that will pilot the team-based care model in your practice. This pilot team may consist of one physician or a pod of physicians and their care team(s). Members of the pilot team should be trailblazers and good communicators who are willing to put in extra effort to prepare for the transition and continue to develop the new model once it is underway.Conduct pre-visit planning one to three clinic days prior to the visit. Day of Visit: Prepare the team by reviewing the day's schedule during a five- to 15-minute team huddle. The huddle should include the extended care team, such as registration or check-in team members, the physician, nurses, medical assistants, behavioral health specialist, care manager, and health educator, as appropriate. The team can discuss important items that are pertinent to all team members to sustain the greatest efficiency and cohesion throughout the clinic day and to make sure that resources are allocated where the anticipated need will be.  In team documentation, either a clinical person (nurse or medical assistant) or trained clerical person documents, or “scribes,” the visit.Synchronize Prescription Renewals.Post-visit wrap upPrepare your pilot team by informing them that team-based care implementation will be a gradual process. Communicate the change team's work to your patients as well. You may want to draft a letter announcing this exciting transition, incorporate information about the change into a personalized pre-visit phone call, or simply let patients know of the changes during the rooming process—so patients know what to expect. Pamphlets in the waiting and exam rooms could also be used to remind patients of the changes before their visit begins.

https://edhub.ama-assn.org/steps-forward/module/2702513


Heart Healthy Team-Based Care
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Removal of 
Non-Value-Add 

Work

Role 
Flexibility

Patient-
Centered 
Culture

Keys to success:
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Questions?

Stevi Sy, PharmD, MS-HSA
ssy@mpqhf.org

Katelin Conway, MBA, MPH
kconway@mpqhf.org
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Developed by Mountain-Pacific Quality Health, the Medicare Quality Innovation Network-Quality Improvement Organization (QIN-QIO) for Montana, Wyoming, Alaska, Hawaii and the U.S. 
Pacific Territories of Guam and American Samoa and the Commonwealth of the Northern Mariana Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency 
of the U.S. Department of Health and Human Services. Contents presented do not necessarily reflect CMS policy. 12SOW-MPQHF-AS-CC-20-58
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