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Project Goal 
 
Background 
 
Application Requirements 
 
Supplemental Documentation 
 
Proposed Timeline 
 
Model for Improvement 
 

Additional Resources 

 Integrating Community Health Workers on Clinical Care Teams and in the Community (CDC, included) 

 Self-Measured Blood Pressure Monitoring With Clinical Support (CDC, included) 

 My Action Plan (included) 

 Personal Action Plan for Patients with Hypertension (included) 

 Patient Self-Monitoring of Blood Pressure: A Provider’s Guide (included) 

 Utilizing Team-Based Care to Improve Hypertension and Diabetes Outcomes (KDHE, included) 

 

Web Resources 
Digital interventions to promote self-management in adults with hypertension (meta-analysis) 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4947544/ 

American Heart Association Check. Change. Control.  
http://www.heart.org/HEARTORG/Conditions/HighBloodPressure/ 
FindHBPToolsResources/Check-Change-iControli-Community-Partner- 
Resources_UCM_445512_Article.jsp#.WnC3M2tG16I  
 
Community Health Council of Wyandotte County 
Community Health Workers: An Invaluable Resource 
https://wycohealth.com/community-health-workers/ 
 

Blood Pressure Reduction Challenge 
Mini-Grant Request For Proposals 

2018 Quarter 2 

 Intervention Outline 

Patient-Centric Goal Setting with Patient Navigator or CHW 

   Blood Pressure Reduction Challenge 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4947544/
http://www.heart.org/HEARTORG/Conditions/HighBloodPressure/FindHBPToolsResources/Check-Change-iControli-Community-Partner-Resources_UCM_445512_Article.jsp#.WnC3M2tG16I
http://www.heart.org/HEARTORG/Conditions/HighBloodPressure/FindHBPToolsResources/Check-Change-iControli-Community-Partner-Resources_UCM_445512_Article.jsp#.WnC3M2tG16I
http://www.heart.org/HEARTORG/Conditions/HighBloodPressure/FindHBPToolsResources/Check-Change-iControli-Community-Partner-Resources_UCM_445512_Article.jsp#.WnC3M2tG16I
https://wycohealth.com/community-health-workers/


Project Goal 
 
Prescribe a lifestyle change (self-measured blood pressure monitoring, increased physical activity, or dietary changes) with 
goal setting to patients with hypertension. Document goals in the medical record and regularly provide clinical support through 
monthly, accountability check-ins with patients (phone, email, no-cost nurse visit, other). Practice may consider using funds to 
support current staff, a Patient Navigator, or Community Health Worker (CHW). Funds may also be used to purchase  
devises such as Fitbits, pedometers, journals, wallet cards, or cell phone apps to encourage patient self-monitoring.  
 
 

Background 
 
Self-measured blood pressure monitoring (SMBP) involves a patient’s regular use of personal blood pressure monitoring  
devices to assess and record blood pressure across different points in time outside of the clinical setting, typically at home. 
When combined with clinical support (e.g., one-on-one counseling, web-based or telephonic support tools, education), SMBP 
can enhance the quality and accessibility of care for people with high blood pressure and improve blood pressure control.  
 
Integrating CHWs on clinical care teams and in the community is an effective strategy for increasing patient knowledge and 
medication adherence, lowering blood pressure, cholesterol levels, and blood sugar levels, reducing patient CVD risks,  
increasing physical activity among patients, and helping patients stop smoking.  
 
Consider CHWs a patient accountability partner that can help set up doctor’s appointments, remind patients when to take their 
medication, help find community resources, and act as a patient advocate. CHWs are known by a variety of names including 
patient navigators, lay health advisors, peer leaders, and community health advisors.  
 
 

Application Requirements 
 
Application with budget proposal (Required)  
Letter of Support from staff member, patient navigator, or CHW who will be providing monthly accountability. 
 
 

Proposed Timeline 
 

March 12 - March 31: Planning Period 

 Schedule initial meeting between the practice, the Patient Navigator/CHW and KHC staff to finalize the data collection plan. 

April 1 – June 30: Intervention Period 

 Week of April 15: Schedule Progress Update Call (PUC) with KHC and Practice 

 Week of May 13: Schedule PUC with KHC and Practice 

 Week of June 10: Schedule PUC with KHC and Practice 

 

July 1 – July 31: Wrap Up Period 

 Collect final measurements, including BP of participants 

 Submit an Intervention Summary to KHC (template to be provided upon notification of awarded grant) 

 Week of July 8: Schedule Wrap Up Call with KHC, Practice and Patient Navigator/CHW 

 Intervention Outline 

Patient-Centric Goal Setting with Patient Navigator or CHW 

   Blood Pressure Reduction Challenge 



Study     Do 

Act      Plan 

Model for Improvement 

1. What are we trying to  

accomplish? 

2. How will we know that a  

change is an improvement? 

3. What change can we make that 

will result in improvement? 

1. What are we trying to accomplish? 
Prescribe a lifestyle change (self-measured blood pressure monitoring, increased 
physical activity, or dietary changes) with goal setting to patients with hypertension. 
Document goals in the medical record and regularly provide clinical support through 
monthly, accountability check-ins with patients (phone, email, no-cost nurse visit, 
other). Practice may consider using funds to support current staff, a Patient  
Navigator, or Community Health Worker (CHW). Funds may also be used to  
purchase devises such as Fitbits, pedometers, journals, wallet cards, or cell phone 
apps to encourage patient self-monitoring.  
 

2. How will we know that a change is an improvement?  
As part of the project, the practice will develop a study design and a data  
collection/analysis plan during the initial planning period.  The practice will need to 
collect data on a sample of patients according to the study design.  The data 
collected must include documentation of how the practice will implement the  
intervention (process measure), a measurement of blood pressure control (outcome 
measure), and a business-related measure.   

Practices will work with Kansas Healthcare Collaborative  to finalize a data collection plan that is best suited for each  
project. For example, the practice may choose a pre—/ post—design which implies the practice will have two  
measurements for each measure.  
 
Practices will also need to consider who will be affected by the project. Patient selection criteria could include 

 Patients with uncontrolled hypertensions seen by the practice in the month of April 
 

3. What change can we make that will result in improvement? 
 
Select an Evidence-Based Intervention: 
Patient-Centric Goal Setting with Patient Navigator or CHW 
 
Example Project Plan: 
Any patients with hypertension, seen during the first month of the intervention period (April), would be eligible to participate.  

During the initial visit, patients would collaborate in goal setting with their provider. Goals can include regularly  

self-monitoring blood pressure, increased consumption of nutritious foods, or increased physical activity. Goal would be  

included in the patient’s medical record and a copy of the goal would be provided to the patient at the end of the visit.  Three 

attempts (morning, afternoon, and evening) would be made to reach the patient, each month following the initial visit, to  

encourage patient compliance (April and June). Progress notes could be made in the medical record or provided directly to the 

clinical care team.  

 Intervention Outline 

Patient-Centric Goal Setting with Patient Navigator or CHW 

   Blood Pressure Reduction Challenge 

  Example Process Measures 

 Dates of visits, telephone calls or other interactions between the patient and 

patient navigator or CHW.  

 Updates from the patient navigator or CHW included in the EHR and/or  

provided directly to the clinical care team. 

Example Outcome Measures 

 Systolic and diastolic BP, recorded for each patient of the intervention 

 Yes/No for BP < 140/90, recorded for each patient of the intervention 

 Yes/No for BP < 130/80, recorded for each patient of the intervention 

Example Business-Related Measures 

 Assess job satisfaction of practice and pharmacy staff,  
pre– and post– intervention 

 Assess patient compliance with treatment plan,  
pre– and post-intervention 

 Assess physician burden, pre– and post– intervention 
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Domain 4: Community-Clinical Links 
Community Health Workers

Integrating Community Health
Workers on Clinical Care Teams
and in the Community
A community health worker (CHW) is defined as a frontline public health worker who is a 
trusted member of a community or who has a thorough understanding of the community 
being served.1 This relationship allows CHWs to serve as a link between health and social 
service programs and the community to promote access to services and improve the quality 
and cultural competence of service delivery. CHWs also help build individual and community 
capacity to improve health outcomes by increasing health knowledge and self-sufficiency 
through a range of activities, such as outreach, community education, informal counseling, 
social support, and advocacy. The integration of CHWs on clinical care teams is a strategy 
that can be considered to straddle both Domains 3 (health care system interventions) and 4 
(community-clinical links).

Summary

Integrating CHWs on clinical care 
teams and in the community 
is an effective strategy for 
increasing patient knowledge 
and medication adherence and 
lowering blood pressure and 
cholesterol levels among diverse 
populations and in various 
settings.

Stories From the Field:   
Clinical-Community Health 
Worker Initiative, Mississippi State 
Department of Health.

Evidence of Impact

Health 
Impact

Health 
Disparity 
Impact

Economic 
Impact

Legend: Supported Moderate Insufficient

Evidence of Effectiveness

Effect Implementation 
Guidance

Research 
Design

Internal 
Validity

Independent
Replication

External & 
Ecological 
Validity

Legend: Well supported/
Supported

Promising/
Emerging

Unsupported/
Harmful
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Domain 4: Community-Clinical Links 
Community Health Workers

Evidence of Effectiveness
The evidence base demonstrating the effectiveness of integrating CHWs on clinical care teams is very strong. Research studies 
examining this intervention have had strong internal and external validity, the Community Preventive Services Task Force 
concluded that the integrating CHWs on clinical care teams is effective, and trials of interventions that integrated CHWs have been 
replicated with positive results. Implementation guidance for integrating CHWs on clinical care teams is available from  
several sources.

Evidence of Impact

Health Impact

Integrating CHWs on clinical care 
teams or in the community as part 
of cardiovascular disease (CVD) 
prevention programs can help 
program participants lower their 
blood pressure, cholesterol, and 
blood sugar levels; reduce their CVD 
risks; be more physically active; and 
stop smoking.2 It can also improve 
patient knowledge and adherence 
to medication regimens and 
improve health care services.2

Health Disparity Impact

By design, the CHW model seeks to 
eliminate health disparities because 
the populations served usually include 
people who have more barriers to care.3 
A Community Preventive Services Task 
Force review found that most studies 
on CHWs focused on underserved 
populations and concluded that 
the CHW model can be effective in 
improving health and reducing health 
disparities related to CVD.2

Economic Impact

A review by the Community Preventive 
Services Task Force concluded that 
interventions that integrate CHWs on 
clinical care teams to prevent CVD are 
cost-effective.2 The median cost of 
intervention was $329 (range: $98 to 
$422) per person per year, with the main 
cost drivers being CHW time, costs for 
training and supervision of CHWs, and 
cost for any additional interventions or 
staff. The median change in health care 
costs after a CHW intervention was a 
reduction of $82 (range: -$415 to $14) 
per person per year.

One well-designed study found a return 
on investment of 1.8 to 1 for a large 
health plan that served an underserved 
urban population. Overall evidence for 
an estimated net benefit indicated that 
health care cost savings did not exceed 
the cost of intervention (median net 
benefit: -$311 from seven studies). The 
median cost per quality-adjusted life 
year (QALY) saved was $17,670 (range: 
$8,233 to $24,149), and all estimates 
were well below the commonly used and 
conservative threshold of $50,000 per 
QALY. The review also noted incomplete 
reporting or inclusion of major cost 
drivers in some studies. Future studies 
should assign a cost to CHW services 
and time, whether those services are 
voluntary (unpaid) or otherwise.2



Stories from the Field
Community Health Workers

CHWs at Mississippi Delta Health Collaborative

The Mississippi Delta Health Collaborative implemented the Clinical-Community Health Worker 
Initiative (CCHWI) to improve clinical outcomes for CVD through aspirin use, hemoglobin 
A1c control, blood pressure control, cholesterol management, and smoking cessation in the 
18-county Mississippi Delta region.13 The CCHWI model emphasizes the importance of CHWs as 
integral members of clinical care teams. CHWs received 160 hours of core competency training 
and 40 hours of training specific to CVD prevention. About 1,100 patients from six participating 
health care systems—including FQHCs, Rural Health Centers, and private providers—were 
enrolled because they were diagnosed with hypertension, diabetes, or dyslipidemia. After 4 
years, seven CHWs were integrated into the participating health care systems and their duties 
included visiting patients in their homes. CHWs worked to meet patients’ health care needs 
through chronic disease self-management workshops, trainings on self-measured blood 
pressure monitoring, and encouragement of medication adherence. From 2012 to 2016, a 
1.3% relative decrease in systolic blood pressure and a 1.7% relative decrease in diastolic blood 
pressure were observed among patients with hypertension who were enrolled in this program. 

For more information:
Tameka Walls, Bureau Director, Mississippi State Department of Health 
E-mail: Tameka.Walls@msdh.ms.gov
Websites: http://msdh.ms.gov/msdhsite/ and www.cdc.gov/dhdsp/docs/field_notes_clinical_
community_health_worker.pdf

mailto:Tameka.Walls@msdh.ms.gov
http://msdh.ms.gov/msdhsite/
http://www.cdc.gov/dhdsp/docs/field_notes_clinical_community_health_worker.pdf
http://www.cdc.gov/dhdsp/docs/field_notes_clinical_community_health_worker.pdf
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Self-Measured Blood Pressure 
Monitoring With Clinical Support

Self-measured blood pressure monitoring (SMBP) involves a patient’s regular use of 
personal blood pressure monitoring devices to assess and record blood pressure across 
different points in time outside of a clinical or community or public setting, typically at 
home.1,2 When combined with clinical support (e.g., one-on-one counseling, web-based or 
telephonic support tools, education), SMBP can enhance the quality and accessibility of care 
for people with high blood pressure and improve blood pressure control.3

Summary

SMBP with clinical support 
involves training patients to 
regularly monitor and record 
their own blood pressure at home 
with a personal device and rely 
on clinical support as needed. 
SMBP is a cost-effective strategy 
for lowering blood pressure and 
increasing medication adherence.

Stories From the Field:  
Millgrove Medical Center 
(Norristown, Pennsylvania).

Evidence of Impact

Health 
Impact

Health 
Disparity 
Impact

Economic 
Impact

Legend: Supported Moderate Insufficient

Evidence of Effectiveness

Effect Implementation 
Guidance

Research 
Design

Internal 
Validity

Independent
Replication

External & 
Ecological 
Validity

Legend: Well supported/
Supported

Promising/
Emerging

Unsupported/
Harmful
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Evidence of Effectiveness
The evidence base for implementing SMBP in health care systems and practices is very strong. Studies demonstrate internal and 
external validity, and there has been independent replication with positive results. Several studies show the positive effect of 
SMBP in improving blood pressure control. Comprehensive implementation guidance is available to facilitate the adoption of this 
strategy by health care systems and practices.

Evidence of Impact

Health Impact

SMBP has proven useful in reducing 
the risk of death and disability 
associated with hypertension.4,5 
The research literature has 
shown that, when combined 
with additional clinical support, 
SMBP is effective in reducing 
hypertension, improving patient 
knowledge, improving the health 
system process, and enhancing 
medication adherence.2 SMBP has 
also been associated with patient 
empowerment, autonomy, self-
efficacy, and lifestyle modification.

Health Disparity Impact

Evidence is insufficient to show that 
SMBP affects health disparities. Some 
of this lack of evidence is related to 
minorities being underrepresented in 
comparative studies.2 In current studies, 
some findings show that SMBP failed 
to improve blood pressure control for 
a largely minority, urban population 
of Hispanics and people without 
insurance, a population which is largely 
understudied.6 A statistically significant 
difference in systolic blood pressure was 
found for white participants who used 
SMBP, but not for African Americans or 
Hispanics. Studies note the potential 
negative effect of barriers to SMBP 
for low-income and minority groups. 
For example, while validated blood 
pressure monitors for home use are 
generally considered affordable, the 
lack of reimbursement for these devices 
and additional out-of-pocket costs can 
be barriers for low-income populations.

Economic Impact

Economic evidence from a review by 
the Community Preventive Services Task 
Force indicates that SMBP monitoring 
strategies are cost-effective when 
combined with additional clinical 
support or within a team-based care 
model.7 The median cost per quality-
adjusted life year (QALY) gained 
over a 20-year period for SMBP with 
additional support was $2,832 or $4,046, 
depending on the QALY conversion 
method used.7 The median cost per 
QALY gained for SMBP as part of team-
based care was $7,585 or $10,923.7 SMBP 
has been found to be cost-beneficial for 
insurers, with an estimated net savings 
associated with the use of home blood 
pressure monitors ranging from $33 to 
$168 per member in the first year and 
from $420 to $1,380 per member over 10 
years.8 The return on investment (ROI) for 
the insurer ranges from $0.85 to $3.75 
per $1 invested in the first year and from 
$7.50 to $19.34 per $1 invested over 10 
years. Because of the clear financial and 
health benefits of SMBP, experts from the 
American Heart Association, American 
Society of Hypertension, and Preventive 
Cardiovascular Nurses Association 
recommend that payers cover the costs 
of home blood pressure monitors, 
patient training in SMBP techniques, and 
clinical support.3

SMBP has proven useful in 
reducing the risk of death and 
disability with hypertension.



Stories from the Field
Self-Measured Blood Pressure

SMBP at Millgrove Medical Center

The family practice of Dr. Nilesh V. Patel at Millgrove Medical Center in Norristown, 
Pennsylvania, serves 5,300 adult patients in eastern Pennsylvania and is a 
2013 Million Hearts Hypertension Control Champion. The practice achieved 
successful outcomes using SMBP by training patients to monitor and record 
their blood pressure with a blood pressure cuff at home and then transferring 
these measurements to the patients’ electronic health record (EHR). By using 
SMBP and EHRs and including pharmacists in a team-based care approach, the 
practice increased the blood pressure control rate for its patients from 83.4% to 
94.9% in 1 year. This improvement translates to an additional 49 patients who 
are reaching their target blood pressure and significantly reducing their risk of 
cardiovascular disease.

For more information:
Website: www.millgrovemedical.com
Phone: 610-666-1400

http://www.millgrovemedical.com


 

The 10 Building Blocks of Primary Care 
 

My Action Plan 
 

 
 
 

Background and Description 

The Action Plan is a tool used to engage patients in behavior-change discussion with a clinician 

or health coach. Using an action plan, patients set a goal for a behavior that they wish to 

change, and clinicians/coaches engage patients in a discussion of an action plan that can help 

the patient fulfill the goal. Action plans should be patient-driven, specific, and realistic (patients 

have a high confidence level of success of the plan). 
 

Instructions 

Ask the patient what he/she would like to do to improve his/her health (e.g. physical activity, 

improving food choices, taking medications, reducing stress, cut down on smoking, or a goal of 

their choice). Ask more about specific details and record these details on the action plan form 

(what, how much, when, how often, where, and with whom). Once the patient identifies a 

specific action plan, ask the patient to assess his/her confidence level in achieving the action 

(using a scale of 0-10). If the confidence level is less than 8, ask how the goal can be changed to 

increase a confidence level of 8 or more.  
 

UCSF Center for Excellence in Primary Care 

The Center for Excellence in Primary Care (CEPC) identifies, develops, tests, and disseminates 

promising innovations in primary care to improve the patient experience, enhance population 

health and health equity, reduce the cost of care, and restore joy and satisfaction in the 

practice of primary care. 
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Created by UCSF Center for Excellence in Primary Care. 
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provided that the contents are not altered and that attribution is given to the UCSF Center for 

Excellence in Primary Care. These materials may not be used for commercial purposes without the 

written permission of the Center for Excellence in Primary Care. 



MY ACTION PLAN DATE:   
 

 

I and    

have agreed that to improve my health I will: 

 
 

1. Choose ON 
 
 

 
 

 
 
 

 
 
 

 
 

 
 

 

 

E of the activities below: 
 
 
 
 

  Work on something that’s 

bothering me: 

2. Choose your confidence level: 

How sure are you that you can do the 
action plan? (if < 7, then change plan) 

 
10 VERY SURE 

 
 

7 SURE 
 
 

5 SOMEWHAT SURE 
 
 
 

0 NOT SURE AT ALL 
 
 
 
 

 
3. Fill in the details of your activity: 

 
 
 

What: 
 
 
 

 
How 
much:   

When: 

How 

often:    

Where:    

With whom: 
 

Start Date:    

Follow-Up Date:   

 

Best Way to Follow-Up:    

 

 
 
 
 
 
 

  Stay more physically active! 
 
 
 
 
 
 
 

 
  Take my medications. 

 

 
 
 
 
 
 
 
 

  Improve my food choices. 
 

 
 
 
 
 
 
 
 
 

  Reduce my stress. 
 
 
 
 
 
 
 

  Cut down on smoking. 



Action Plan Calendar 
 
 

Draw a in the box for the days that the action plan was set. If the 
goal for that day is reached, draw a check in the circle. 

 
 
 
 

 Mon Tue Wed Thurs Fri Sat Sun 

Week 1        

Week 2        

Week 3        

Week 4        

Week 5        

Week 6        

Week 7        

Week 8        

 
 

 

Did you face any challenges doing this plan? If yes, explain below. 



MI PLAN DE ACCIÓN Fecha:   
 

 

Yo y    

hemos acordado que para mejorar mi salud, voy hacer lo siguiente: 

 
 

1. Escoja UNA de las siguientes opciones: 2.  Escoja su nivel de confianza: 

¿Qué tan seguro(a) está usted de poder 
 

  Trabajar en algo que me 
este molestando: 

cumplir con su plan de acción? 

(si < 7, cambie el plan) 
 

10 Muy Seguro(a) 
 

 

7 SEGURO(A) 
 
 

5 Un poco seguro(a) 
 
 

  Mantenerme más activo! 0 Nada Seguro(a) 

 
 
 

 
3. Llene los detalles de su actividad: 

 
 

  Tomar mis Medicamentos. 
Qué va a hacer:

 

 
 
 
 
 
 
 
 

 Mejorar mis decisiones 
alimenticias. 

Cuánto: 

Cuándo: 

Con qué 

frequencia:   
 

Dónde:   
 

 
 

  Reducir mi nivel de estrés. 

Con Quién:   

Fecha de comienzo: 

Fecha para revisar el plan:   

 
 

 
  Fumar menos. 

Mejor manera para contactarlo(a):   



Calendario de Plan de Acción 
 

Marque con un círculo ̈ O¨ los cuadros de los días que fijó para hacer su 
plan de acción. Si cumplió su meta para ese día, márquelo con una 
palomita dentro del círculo. 

 
 
 

 
  

Lunes 
 

Martes 
 

Miércoles 
 

Jueves 
 

Viernes 
 

Sábado 
 

Domingo 

Semana 1        

Semana 2        

Semana 3        

Semana 4        

Semana 5        
 

Semana 6        

Semana 7        

Semana 8        

 
 

 

¿Encontró obstáculos haciendo este plan? Explique. 
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High Blood Pressure — Personal Action Plan

Date:                   

The most important person managing your 
blood pressure (BP) is you. Your healthcare team 
will help you fill out this first page during your 
visit. Other members of your team may help you 
develop your action plan on the following pages.

Current blood pressure             /     

The table below shows what your BP numbers mean.

Yearly lab tests

 � Comprehensive / Basic Metabolic Panel (CMP / BMP)  

                     (date)

 � Urine Albumin / Creatinine ratio (ACR)  

                      (date)

My personal BP management goal

 

My healthcare team’s treatment goals for 
managing my BP

 

My personal action plan
Focus on just 1 or 2 of the following each week:

 � Taking medications daily (see page 2)

 � Monitoring my blood pressure (see page 2)

 � Following a healthy eating plan (see page 3)

 � Monitoring my weight (see page 4)

 � Being more active (see page 4)

 � Managing stress or quitting smoking (see page 4)

Patient education resources
Write the date you received each checked resource:

 � BP Basics                             (date)

 � BP Tracker                           (date)

 � High Blood Pressure                         (date)  
and the DASH Diet 

Online resources
 � Sign up for MyHealth

 • IntermountainHealthcare.org/bp

 • Hypertension and Your Heart, from AHA  
Heart.org/HEARTORG/Conditions/High-Blood- 
Pressure_UCM_002020_SubHomePage.jsp#

 • Blood Pressure from Utah Department of Health 
choosehealth.utah.gov/your-health/ 
blood-pressure.php

 • HeartWise Blood Pressure Tracker app 
for smart phones

 • Blood Pressure Companion app for smart phones

My next appointment:   

 

Bring this Action Plan to your appointment.

Local resources

Care manager or health educator:      

     

Local clinic phone and website:  

 

 

Other consultants or providers:  

 

BP category Systolic / Diastolic

Normal less than 120 and less than 80 

Elevated 120 to 129 and less than 80 

Stage 1 High 130 to 139 or 80 to 89
Stage 2 High 140 or higher or 90 or higher

https://intermountainhealthcare.org/ext/Dcmnt?ncid=51061873
https://intermountainhealthcare.org/ext/Dcmnt?ncid=51061889
https://intermountainhealthcare.org/ext/Dcmnt?ncid=521046636
https://intermountainhealthcare.org/ext/Dcmnt?ncid=521046636
https://myhealth.intermountainhealthcare.org
http://www.intermountainhealthcare.org/bp
http://www.heart.org/HEARTORG/Conditions/High-Blood-Pressure_UCM_002020_SubHomePage.jsp#
http://www.heart.org/HEARTORG/Conditions/High-Blood-Pressure_UCM_002020_SubHomePage.jsp#
http://www.choosehealth.utah.gov/your-health/blood-pressure.php
http://www.choosehealth.utah.gov/your-health/blood-pressure.php
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Take my MEDICATIONS — See page 9 of BP Basics

Check the types of medications you take. Circle or write in the name that's on your pill bottle.

 ACE inhibitor — Helps open blood vessels, making it easier for your heart to pump and to lower blood pressure.

 • lisinopril (Prinivil, Zestril)

 • benazepril (Lotensin)

 • enalapril (Vasotec)

 • quinapril (Accupril)

 • ramipril (Altace)

I take:  

I will remember to take this medication by:
 

I will watch for these side effects:  
Cough, dizziness, headache, drowsiness, weakness

 ARB — Helps open blood vessels, making it easier for your heart to pump and to lower blood pressure.

 • losartan (Cozaar)

 • candesartan (Atacand)

 • irbesartan (Avapro)

 • valsartan (Diovan)

I take:  

I will remember to take this medication by:
 

I will watch for these side effects:  
Cough, dizziness, headache, drowsiness, weakness

 Calcium channel blocker (CCB) — Helps block calcium from entering heart, makes blood vessel cells relax, 
and widens blood vessels, which lowers blood pressure.

 • amlodipine (Norvasc)

 • diltiazem (Cardizem, Cartia, Dilacor, etc.)

 • verapamil (Calan, Isoptin)

I take:  

I will remember to take this medication by:
 

I will watch for these side effects:  
Headache, flushed skin, ankle swelling

 Diuretic — Helps kidneys get rid of extra fluid and sodium through your urine.  
These are often combined with an ACE or ARB in one pill.

 • hydrochlorothiazide (HCTZ)

 • lisinopril / HCTZ combination

 • losartan / HCTZ combination

 • chlorthalidone (Thalitone)

 • furosemide (Lasix)

I take:  

I will remember to take this medication by:
 

I will watch for these side effects:  
Dizziness, lightheadedness, headache or blurred vision

 Beta blocker — Helps make your heart muscle function better and lowers your blood pressure.

 • carvedilol (Coreg)

 • metoprolol succinate ER (Toprol XL)
I take:  

I will remember to take this medication by:
 

I will watch for these side effects:   
 

 Statins — Helps manage cholesterol.

 • atorvastatin (Lipitor)

 • rosuvastatin (Crestor)

 • lovastatin (Altoprev, Mevacor)

 • pravastatin (Pravachol)

 • simvastatin (Zocor)

I take:  

I will remember to take this medication by:
 

I will watch for these side effects:  
 

https://intermountainhealthcare.org/ext/Dcmnt%3Fncid%3D51061873#page=9
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Monitor my BLOOD PRESSURE — See pages 20 – 21 of BP Basics

To keep track of my blood pressure I will:  
(pick 1 or 2 for each week)

Week 1 Week 2 Week 3 Week 4

Measure my blood pressure daily

Record my blood pressure in a tracker

Follow a healthy EATING PLAN — See pages 14 – 15 of BP Basics

To reduce my sodium (salt) intake, I will:  
(pick 1 or 2 for each week)

Week 1 Week 2 Week 3 Week 4

Limit my sodium intake to   per day

Take the salt shaker off the kitchen table

Read food labels to see which foods are high in sodium

Rinse canned foods before cooking and eating them

Remove one high-salt item from my diet this week

At restaurants, choose items listed as "healthy choice"

At restaurants, ask for food with no added salt

To eat more fruits and vegetables, I will: (pick 1 or 2 for each week) Week 1 Week 2 Week 3 Week 4

Fill half my plate with vegetables and fruits

Snack on vegetables and fruits, not chips and candy

Buy pre-washed, pre-cut vegetables for quicker meals and snacks

Eat more dark green and leafy vegetables, such as spinach, kale, and broccoli

Eat more bright yellow, orange, and other colorful vegetables, such as 
sweet potatoes, carrots, squash, sweet red peppers, dried apricots

Choose whole fruits more often than juices

To eat more whole grains, I will: (pick 1 or 2 for each week) Week 1 Week 2 Week 3 Week 4

Switch to whole-grain bread, rice, or tortillas

For breakfast, eat oatmeal or cold cereals with a whole grain listed first

Make sure at least half my grains are whole grains

To choose heart-healthy proteins, I will: (pick 1 or 2 for each week) Week 1 Week 2 Week 3 Week 4

Eat fish or shellfish 2 or 3 times a week

When eating chicken or turkey, choose skinless white meat

When eating red meat, choose lean cuts, and servings smaller than a deck of cards

To choose heathy fats and low-fat dairy, I will:  
(pick 1 or 2 for each week)

Week 1 Week 2 Week 3 Week 4

Avoid products with trans fats

Buy low fat milk, cheese, and yogurt

Choose olive, canola, or peanut oil

*Possible problems for meeting my goal:  

*Things that will help me meet my goal:  

https://intermountainhealthcare.org/ext/Dcmnt%3Fncid%3D51061873#page=20
https://intermountainhealthcare.org/ext/Dcmnt%3Fncid%3D51061873#page=14
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Monitor my WEIGHT — See pages 12 – 13 of BP Basics

To keep track of my weight I will: (pick 1 or 2 for each week) Week 1 Week 2 Week 3 Week 4

Track my current weight

Track my target weight

Weigh myself every day

Keep track of my weight in a journal

*Possible problems for meeting my goal:  

*Things that will help me meet my goal:  

Increase my ACTIVITY — See pages 10 – 11 of BP Basics

To increase my physical activity, I will: (pick 1 or 2 for each week) Week 1 Week 2 Week 3 Week 4

Walk   minutes   times in my neighborhood or at a mall

Go to an exercise class at a gym or senior center

Do light housekeeping or yard work

Have a physical therapy evaluation if needed

Take a brisk walk

Do strength training exercises — with light weights or without weights

Swim or do water exercise   minutes   days a week

Other:

*Possible problems for meeting my goal:  

*Things that will help me meet my goal:  

Manage STRESS or quit SMOKING — See pages 16 – 17 of BP Basics

To reduce stress, I will: (pick 1 or 2 for each week) Week 1 Week 2 Week 3 Week 4

Change my expectations

Learn to say no

Practice gratitude and joy

To quit smoking, I will: (pick 1 or 2 for each week)

Identify a support program or team

Talk with my doctor about medications that will help me succeed

Set a quit date

*Possible problems for meeting my goal:  

*Things that will help me meet my goal:  

Watch for SYMPTOMS
I will call my healthcare provider when: Week 1 Week 2 Week 3 Week 4

My blood pressure is above 180 / 110  AND  
I have chest pain, shortness of breath, or a severe headache

Intermountain Healthcare complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. 
Se proveen servicios de interpretación gratis. Hable con un empleado para solicitarlo.  我們將根據您的需求提供免費的口譯服務。請找尋工作人員協助

http://intermountainhealthcare.org
https://intermountainhealthcare.org/ext/Dcmnt%3Fncid%3D51061873#page=12
https://intermountainhealthcare.org/ext/Dcmnt%3Fncid%3D51061873#page10
https://intermountainhealthcare.org/ext/Dcmnt%3Fncid%3D51061873#page=16


Patient Self-Monitoring of Blood Pressure: 
A Provider’s Guide

Patient self-monitoring of blood pressure is a valuable addition to the management of hypertension,
supported by the Joint National Committee on Prevention, Detection, Evaluation and Treatment of
High Blood Pressure (JNC-7), the American Heart Association and the American Society of
Hypertension.

• Self-monitoring is especially useful for patients with poorly controlled hypertension. 

• It can be used to titrate medications, improve control, and screen for white-coat hypertension.

• Home readings may be an equal or better predictor of cardiovascular risk and of target organ
damage than office readings.

• Self-monitoring can enable and motivate patient participation in managing a condition that is often
asymptomatic. 

While self-monitoring can be done by most patients, it may be contraindicated for those with certain
conditions: cardiac arrhythmias, and certain physical and mental disabilities. Because home monitors
are not covered by most insurance plans, cost may be a barrier.

INTRODUCING SELF-MONITORING TO YOUR PATIENT

1. Explain the value of the home monitor in controlling high blood pressure. Encourage
patients to “know their numbers,” and describe what the numbers mean. 

2. Provide guidance on selecting a monitor. Recommend:

• A validated monitor only. For a list, see:
http://www.dableducational.org/sphygmomanometers/devices_2_sbpm.html#UpperArm

• A brachial cuff model. Wrist and finger models are often used incorrectly.

• A monitor with a fully automated – rather than a manual – inflation cuff.  

• An appropriate sized cuff. (Standard adult cuffs are too small for about a third of patients.)

• Models equipped with printers or memory may improve reliability in record keeping, though
they are also more expensive.

3. Validate the monitor.
Ask your patient to bring it in so you can check it against your office equipment. After that, check for
accuracy about every 6 months (or per monitor instructions) and/or if faulty readings are suspected. 

4. Teach patients proper techniques.  
• Rest 5 minutes before taking your blood pressure. 

• Don’t smoke or drink caffeinated beverages for at least 30 minutes before. 

• Take your blood pressure before (not after) you eat.  

• Sit comfortably with your back supported and both feet on the floor (don’t cross your legs). 

• Elevate your arm to heart level on a table or a desk.

• Use the proper sized cuff. It should fit smoothly and snugly around your bare upper arm. There
should be enough room to slip a fingertip under the cuff.  The bottom edge of the cuff should
be 1 inch above the crease of the elbow.

• Ideally, take 3 measurements at one sitting and record the average.

5. Provide self-blood pressure monitoring tools for patients to easily keep track of their 
numbers at home. 

See reverse for more information
The New York City Department of Health and Mental Hygiene



CIRCUMSTANCE

Titrating Medication

Self-Management Tool to Enhance
Medication Adherence and to Improve
and Maintain Control of High Blood
Pressure

Screen for White-Coat Hypertension

MONITORING FREQUENCY/DURATION

• Titrate medication until mean out-of-office blood pressure levels
are below 135/85.

• To assess peaks and troughs, compare morning and evening
readings to those obtained 3-4 hours after medication is taken.

• Emphasize patient education.

• Adjust frequency of monitoring to complement patient self-
management goals (could vary from once a day to once a week).

• Encourage the recording of lifestyle changes and their observed
impact on pressure (e.g., increased or decreased salt intake).

• Measurements should be taken in the morning and evening until
next visit (2-4 weeks).

• If no evidence of target organ damage and mean is below 130/80,
medication may not be necessary.

• Some guidelines recommend confirmation with ambulatory blood
pressure monitoring.

RECOMMENDED PROTOCOL

PRESCRIBE SELF-MONITORING FREQUENCY

Initially, blood pressure measurements should be taken in the morning and evening for 3-4 consecutive days.
Disregard the first day when averaging outpatient readings. Home blood pressures are generally lower than
office pressures (mean 8/6 mmHg lower).

• Make sure your patients know how to respond to an emergency.
• Ensure that patients know to call 911 immediately if they have signs or symptoms of a heart attack or stroke.

• Advise patients what to do in case of an exceptionally high or low reading.

• Create office systems to easily integrate home blood pressure monitoring into your practice.

• Identify a support staff member who can teach patients how to use monitors, validate devices, and
review action plans and blood pressure logs.

• Develop a protocol to address frequency of office visits, handle inquiries from patients about home
monitor concerns, etc.

• Consider organizing hypertension support groups for your patients or using peer educators to teach
patients how to measure blood pressure at home.

TOOLS FOR PATIENT SELF-MONITORING OF BLOOD PRESSURE

• Keep Your Heart Healthy: Blood Pressure Tracking Card

• Health Bulletin #30: Healthy Heart - Blood Pressure

To order these patient tools for your office, call 311.
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Team-Based Care saves money  

for your practice2. 

AMA’s Stepsforward  Online module for Implementing Team-Based Care 

provides a Cost Calculator: https://www.stepsforward.org/modules/team

-based-care 

Team-based care1-5 is an evidence-based model that combines the expertise of the patient and the patient’s primary care provider, as well 

as other members of the care team such as nurses, pharmacists, dietitians, social workers, and community health workers. Team members 

augment the activities of the primary care provider by providing support and sharing responsibility for tasks in hypertension and diabetes 

care, such as:  
 

• Medication management  
• Patient education and follow-up  

• Maintaining adherence to the patient’s blood pressure control or diabetes management plan  

• Reminding patients to take medications as prescribed  

• Monitoring patients’ blood pressure or blood glucose levels 

• Connecting patients to community resources for self-monitoring and self-management programs 

• Providing dietary counseling 

• Working with patients to increase the level of physical activity 

Utilizing Team-Based Care to Improve Hypertension  

and Diabetes Outcomes 
 

Helpful  Tip: 
 

Generating Support From the Team: 

“Strong support from a project champion high in the 

organization is critical. Ensuring that everyone who 

will be impacted by the change has an opportunity to 

shape the change increases the chance of success.“2 

https://www.stepsforward.org/modules/team-based-care
https://www.stepsforward.org/modules/team-based-care
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Patient 
Through each member’s unique  

function, a team-based approach provides 
medication management, patient follow-up, 
medication adherence, self-management 
support, as well as connections to other 

community  

resources1, 2 

Dietitian, Diabetes  
Educator:  

Patient  
education and/or 

counseling, patient follow 
up1, 3 

 
Community Pharmacist: 

Medication therapy 
management, extension of 

the health care team into the 
community, assistance with 

medication refills3, 4 

Physician Leader:  
Patient care,  

diagnosis,  
management of  

complex cases1, 3 

Community Health 
Worker:  

Assist patient with access 
to care and follow-up; 

connect patient to 
community resources, 

identify barriers1, 3 

Nurse:  
Manage preventive care, 

chronic illness monitoring, 
address acute symptoms2, 3 

Medical  

Assistant:  
Scribe/document patient 

visits for physicians, 
patient follow up1, 2 

Administrative  
Staff and IT: Provide 

resources for blood pressure 
monitor, EHR  quality 

improvement, community 
resources linked within EHR1 

Team Member 

Roles 

Patients linked to community resources for chronic disease support 

Improved outcomes for other chronic conditions 

Outcomes of Team-Based Care Implementation1-3, 5  

Increased provider and staff job satisfaction  

Increased number of patients seen 

Increased cost-effectiveness of care 

Improved blood pressure and glucose levels  

Increased patient satisfaction 

Integrated, comprehensive care benefits 

everyone involved—patients, health care 

providers, and the community.3  
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Steps to Implementing Team-Based Care2 

Helpful  Tip:  
 

Engage Community Pharmacists: 

“Public health initiatives that promote efforts to  

engage pharmacists as members of the health 

care team can result in significant improvements 

in the treatment of diabetes, better control of 

high blood pressure, improved management of 

cholesterol, and reduced overall health care 

costs.”4  

https://www.ama-assn.org/sites/default/files/media-browser/public/cms/team-based-models_0.pdf
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