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Moderator: Today’s topic is hypertension control change package for clinicians. It was developed by the Million Hearts campaign. This toolkit provides a framework for addressing hypertension within a clinical practice and includes multiple tools and resources. We’re excited to have this presentation for you today. 
This is Laura Coe from the PWTF team at DPH. Before we get started with the content of the webinar I just wanted to review a few technical items. The screen that you see now explains that you should type in your name, organization, and partnership for PWTF attendees into the question chat box so that we have record of attendance. For those of you who are non-PWTF, please do the same so we can see who has attended. If you’re in a room with someone else who’s logged in, please let us know that you are in attendance. That’s helpful for us. 
Everyone’s currently muted, but we’d like the opportunity to be able to un-mute you if you have a question or a comment, so if you type in the audio pin, which should be—we’re sending that to you currently for people who have not typed in their audio pin. Then we will be able, we’ll have the capability of un-muting you to hear your question or comment throughout the webinar. If you’d please enter your audio pin, that’s helpful to make this a bit more interactive. We would like you to be able to participate either through audio or typing in questions, so if you wanted us to un-mute you you raise your icon hands and we can see that. We’ll be checking that periodically. Or you can type a question in and we’ll also be checking the question box and take time to answer those. 
As many of you know who have been on our webinars, at the end we will have a brief survey that pops up when we close out the webinar and we value your feedback. Please take a minute. It’s just a few quick questions and it helps us with planning. The slides for today’s webinar have been posted on the PWTF SharePoint page in the intervention support folder where webinar slides are always posted. If you have trouble accessing that or if you want to forward them on to a colleague there, they’re there and we’ll be able to send the slides after the webinar to the 1422 participants. Let’s see what else. Lastly, this webinar is being recorded and the recording will be available on SharePoint after the webinar is finished. That, too, will be in SharePoint on the folder and we’ll provide access to the recordings for 1422 sites as well. 
Now I’d like to introduce today’s speaker, who is Hilary Wall, a former DPH colleague of mine. We’re very fortunate to have Hilary present for us, and she’s been very supportive for the Department of Public Health here where she was an epidemiologist. I’m just going to read her bio quickly so you have a reference. She’s a senior health scientist in the Division of Heart Disease and Stroke at the CDC. She serves as a science lead for Million Hearts, an initiative from the Department of Human Health and Services co-led by CDC and the Centers for Medicare and Medicaid with the goal of preventing one million heart attacks and strokes by 2017. 

In that role she provides oversight and scientific expertise to support areas including healthcare systems, change, clinical quality measurement, and health information technology. She has 13 years of experience in cardiovascular disease prevention in both research and state federal government including formerly working as an epidemiologist here. She holds a Masters of Public Health in Chronic Disease Epidemiology from the Yale School of Public Health. 
We’re going to turn it over to Hilary. There we go. Hilary, we can see your screen. Are you there? Hilary, we can’t hear you. Huh, okay. Hilary, are you muted? Did you mute yourself? A question is coming in. It might be her. Did I get muted when we opened the call? I don’t think so. Do you want to un-mute all? 
Female: Yeah, un-mute her.
Female: All right. Now I’m un-muted. Can you hear me?

Moderator: Oh, there we go. Yep. We can hear you, we can see your slide.

Female: Okay, hi. Thanks. Something happened when you guys switched over. Anyway, thanks so much, Laura. Sorry about the technical difficulties. I just want to say to everyone that I’m thrilled to be talking to colleagues in Massachusetts, my favorite state in the country. I’m really thrilled to have this opportunity today to tell you about a tool that I think can be really useful in improving hypertension control. Hang on. There we go. I have no disclosures to let you know about. 
Just a quick overview of today’s presentation, I’ll provide a very brief overview of Million Hearts. I think most of you know a little bit about the initiative, but in particular I’ll highlight the burden of hypertension in the U.S. Then we’ll explore continuous quality improvement as a way to improve hypertension control and then talk about some of the tools that can help those improvement efforts. I think we’ve got some poll questions lined up for you.

Moderator: Yes. We’re going to launch our first poll right now to get a sense of who is in the audience. We’d like to know what DPH program you are involved in: PWTF, 1422, Clinical Community of Practice, or other. You should see the poll up on your screen. If you could vote, that would be great, to give us a sense of who we are presenting to. The votes are coming in. Overwhelmingly PWTF. One more minute. Okay, I think we can close that out. The results here are 67% PWTF, 11 1422, a couple Clinical Community of Practice, and a few other. Thank you. 
Then we have one more poll about what intervention you’re working on specifically for hypertension. The options are clinical work, community CDSMP, community self-monitoring, or other. If you could vote now. I’ll say a word while the poll is going. The presentation targets a lot of clinical strategies primarily, but there are some tools around working with patients and promoting self-management as well as self-monitoring. We can close this out. Most people have voted and 41% clinical and about 40% doing community interventions as well. That’s great. I’ll turn it back over to Hilary.
Female: All right. Great. Thanks, Laura. While we’ve seen a gradual decline in mortality from cardiovascular disease over the last 40 years or so, as you all know it still remains our nation’s leading cause of death for men and women in all races and ethnicities. Every year there are more than one and a half people who will have a heart attack or stroke and 800,000 of them will die. It’s also the leading cause of preventable death in people under the age of 65. 
As you know, the annual cost is huge to the U.S. economy. We come in at over $300,000 billion of healthcare costs and lost productivity. To really just address this large burden, back in 2012 the U.S. Department of Health and Human Services launched Million Hearts. As you heard, it’s a national initiative co-led by CDC and CMS with that ultimate goal of preventing 1 million heart attacks, strokes, and other acute cardiovascular events by 2017. 
In the community we’re working to reduce sodium and eliminate artificial trans-fat in our food supply as well as reduce the prevalence of smoking through tactics like smoke-free laws. Then in the clinical arena we’re working to improve the quality of cardiovascular disease specific care delivered by supporting clinical innovations, harnessing the power of health information technology, and then focusing clinicians and healthcare systems on the most effective levers for cardiovascular disease prevention, also known as the ABCS: Aspirin when appropriate, blood pressure control, cholesterol management, and smoking cessation. Today obviously we’re focusing on the B, blood pressure control. 
When we launched Million Hearts we needed to figure out where were we at and where did we want to go. Really to achieve the Million Hearts goal of preventing those one million heart attacks and strokes we need to get 10 million more people with hypertension under control. How can healthcare settings improve control rates by almost 20 percentage points on average? Frankly, that seems like a potentially daunting task, but on the flip side there’s clearly room for improvement. 
You’re likely pretty familiar with these statistics. We’ve got one in three American adults that have hypertension, and of the roughly 70 million people with hypertension almost half do not have it under control, meaning that they remain at increased risk for heart attack, stroke, and kidney and heart failure. People with hypertension are four times more likely to die from a stroke and three times more likely to die from heart disease. 
Let’s look a little bit closer at the uncontrolled group. We’ve got about 34 million adults with uncontrolled hypertension. Of those, 17 million are aware that they have hypertension and are being treated with medication but are still not under control. We’ve got 5 million who are aware of their high blood pressure but are not taking medication for it. Then we have these 13 million adults who don’t even know that they have high blood pressure. I think it’s easy to assume that these people are among the uninsured population or those who don’t actually access the healthcare system and have consequently not been provided that opportunity for detection and diagnosis. 
However, when we dig deeper into the data we see that most adults with uncontrolled hypertension are in fact in care. The vast majority have health insurance and a usual care provider and most have received health care in the past year. If many of these people are already in care, why are control rates still low? The clinicians on this call know that answer. Rates remain lower than we’d like because hypertension is complicated and there are lots of barriers, including patient non adherence to medications and lifestyle modifications as well as the flip side. There’s some therapeutic inertia that happens where clinicians are hesitant to add another medication or increase a dosage for an anti-hypertensive medication. I’ll pause there. 
Moderator: Yep. We had another poll we wanted to launch asking you about the barriers that you’ve experienced dealing with patients and clients around hypertension. Competing priorities for providers— this is only a few; we know there’s many, many barriers—lack of concern or understanding by patients, difficulty enrolling patients in the community interventions, all of the above. This is certainly not an exhaustive list, but…okay, so the votes are coming in and all of the above is winning here with 50% of the votes, but 17% for the other three options, so thank you for sharing some of the challenges you’re facing. We hope these tools and resources will help you address some of these barriers. 

Female: I think that that polling question just supports the fact that hypertension control is complicated and it’s hard to achieve that level of control because of lots of competing factors. We know it’s tough, but I think the good news is that clinicians are seeing many at-risk patients and thus have that potential to make a measurable difference in hypertension control and consequently cardiovascular health. 
As you likely know, we’ve sort of talked about it a little bit already, Million Hearts and lots of other partners in the field have created a number of products with strategies that can improve high blood pressure and blood pressure control in clinical settings. Implementing these strategies likely needs to be incorporated into existing efforts to improve quality. It doesn’t work to just hand folks some strategies and say okay, thanks, go on your way. How can we better attack this complicated problem? 
I think the answer probably lies in using Continuous Quality Improvement strategies. Continuous Quality Improvement or CQI, it’s just really a structured improvement approach that encourages care team members to take a step back and say how are we doing and can we do it better? More specifically, it really asks can we do it more efficiently or effectively and can we do it in a faster or more timely way? CQI strategies and techniques are fundamental components of effective care models that we all know about like patients that are in medical homes and accountable care organizations. 
We know it’s feasible for health care systems to dramatically improve their hypertension control rate using a CQI process. This slide—hang on, sorry. Missing some pieces on this slide, but this slide really shows that if you do Continuous Quality Improvement you can improve your hypertension control. This is a slide of some data from Kaiser Permanente of Northern California, and starting back in 2001 they did QI program for hypertension. They implemented a large scale QI program using systematic approaches that reduced clinical variation. What I love most about this is that that improvement has really been sustained for a long period of time. This graph ends at 2011, but we’ve been in touch with these folks and know that they’ve continued to improve after this publication. We see an improvement from 44% to 87%. 
When we think about it, how exactly was it that Kaiser was able to make such incredible progress in hypertension control? The simple answer is that they were willing to make changes to their care systems and care practices. I really appreciate the quote on the slide: It’s not necessary to change. Survival is not mandatory. For those of you who aren’t familiar with W. Edwards Deming, he was a management consultant whose ideas became the cornerstones for what we think of as modern day quality improvement. I think that this quote is particularly apropos in today’s ever changing health care environment that’s rapidly shifting away from the old fee for service model towards more innovative paper quality models like accountable care organizations. 
There are many Continuous Quality Improvement models available, including things like Lean and Six Sigma, and the health systems and health centers on this call may already use one specific model, which is great. We’re going to discuss how the Model for Improvement, which is another formal CQI model, how we can use that Model for Improvement to improve hypertension control specifically. The first part of this model, folks, is on answering the three questions shown in the diagram. What are we trying to accomplish, how will we know that a change is an improvement, and what changes can we make that will result in an improvement? Then it ends with a concept I think most of you are familiar with: plan, do, study, act, or PDSA cycles. They’re used as a way to test changes in real life work settings. I’ve included some URLs on some of the slides that I think point out helpful worksheets or helpful tools that can really support your quality improvement efforts. The IHI, the Institute for Healthcare Improvement, has a great improvement project planning form that you may want to look at. 
Practices and health centers can solidify what they’re trying to accomplish by setting an aim, which is really just determining what care process or outcome they’d like to improve. Both clinical and administrative staff should be asked what they think needs to change, because they each bring different insights to the table. You can also gather insights from patient surveys or chart reviews. The office of the national coordinator for health information technology has this ambulatory health IP-enabled quality improvement worksheet, which is a nice starting place to help you figure out what it is that you might want to try to accomplish with quality improvements. 
The best aims are SMART. Many of you might be familiar with that acronym. It refers to Specific, Measurable, Achievable, Realistic, and Time-bound aims. That’s where you really want to specify which patients will be impacted, set a goal for something that you can measure and actually achieve, and then set a deadline for when you realistically believe you can achieve your desired outcome. I provided two examples of SMART objectives on this slide, which they could be things that you may want to accomplish in one day or over a longer period of time, say a few months. We can determine if a change is an improvement by having a good data source to measure progress. This could include information from chart reviews on samples of patients. Hopefully most of you have moved to electronic health records, so using tools like patient registries or other electronic health record data, or even results from patient surveys. They’re all good data sources depending on what your aim is. 
Whatever your data source, be sure to carve out a plan for how you will share data to hold the team accountable and garner support from others. That’s very important, as I’m sure most of you have experienced. The question I ask myself—I’m a scientist and I’m driven by evidence and I like to promote evidence and practice-based strategies. The question I always say is will all changes result in improvement? The answer is most definitely no. The most likely candidates for changes will come from creative problem solving from your team or from insights of others who work within your system. I always think the scientific literature can be a good source so that we can tap into folks like Kaiser Permanente Northern California and the strategies that they’ve used. Frankly, I just recommend begging, borrowing, and stealing from others who have successfully improved. We’re going to come back to this idea for a minute, but I think it’s great that you’re all in a collaborative where you might be in a place to share some of your successes and challenges as you go down this pathway. 
Once a practice or health center has decided on a change to implement, I really recommend not making the mistake of assuming that a particular intervention that was successful for another healthcare setting will work in yours in exactly the same way. Making a permanent change without testing it in your specific clinical setting may have a negative impact. The way to do this is through these plan, do, study, act cycles, PDSA cycles, which are really just rapid tests of change that allow us to test proposed changes in our actual work settings where you first plan the change, then you try it on the small scale, you see how it worked, and then you take what you learned and expand it or plan the next change. 
Often the PDSA cycle needs to be repeated and morphed as data and information are collected. The plan phase of a PDSA cycle includes figuring out how you will intervene and really what data you need to collect. You want to say what your intervention objective is and then predict what you think the outcome will be. The do phase involves trying the planned test on a small scale, starting with just a few patients or with one physician, for example. I know that some practices start very small and use the one patient from one physician on one day paradigm as their starting point for test of change. During this phase you want to document any barriers that you encounter and make sure you collect the needed data that you had identified in your plan phase. 
Once your data are collected you need to study your results by comparing your outcomes to your predictions and summarizing and reflecting upon what was learned. Then you’re ready to act on this information by refining your original change based on your results, and you can then prepare a plan for the next test of change. Once the change has been tested and refined over several of these PDSA cycles the change is likely ready for implementation on a broader scale to other parts of the organization. Again, the Institute for Healthcare Improvement has a great PDSA worksheet for testing change that I highly recommend you check out. This figure just, it really helps illustrate the iterative nature of PDSA cycles. As I said, they’ll often need to be repeated, perhaps multiple times, to result in an ultimate improvement. These sequential tests of change can help you figure out what works on a small scale before you try to do that widespread implementation. 
Now that we’ve reviewed a little bit of the model for improvement, let’s return to the selecting changes step. I encouraged you earlier to beg, borrow, and steal from others to identify which changes you can make that will result in improvement. If you’re lucky, someone may have put all of their ideas for improvement into a change package for you. If you’re not familiar with this phrase, a change package is a pretty well-known quality improvement tool comprised of evidence and practice-based changes that support improvement in care processes. It may include changes to assessments, referrals, medications, or other therapies. It really things that the literature and others have shown improve the outcomes of patients. 
No surprise, Million Hearts has developed a change package that really tries to capture best practices in hypertension control to help healthcare professionals and practices nationwide improve their patients’ hypertension control rates. You can access the full change package using the URL on this slide, but I’m going to review its different components. The change package is broken down first into higher level change concepts. These are sometimes referred to as key drivers. These are just really broad areas throughout the continuum of a patient visit where changes can make an impact. 
Then we have change ideas, which are more specific, actionable suggestions for changing a process. These are the interventions that you can really implement. For each change idea we’ve taken our change package a step further and we’ve reached out to healthcare providers and groups who provide quality improvement tactical assistance to identify tested tools that can help make an impact in hypertension control. We’ve tried to make this as easy for you as possible and really as comprehensive as possible. 
The change package is then organized into three broad buckets. We have key foundations, population health management, and individual patient supports. We’ve also included a series of case studies from organizations around the country to really show how they’ve used quality improvement techniques and systematic approaches to optimize their work flow and ultimately achieve significant improvements in hypertension control. Let’s drill down a little further into each of the buckets. 
Key foundations offers ways to establish practice fundamentals for effective hypertension control efforts and is likely the best place on which to focus your initial quality improvement. This includes making hypertension control a priority for a practice and training staff on accurate blood pressure measurement and recording. Let’s see how the change package drills down from a specific change concept. Let’s say that a health center decides that before broad quality improvement activities are done for hypertension control they’ve got to focus on accurate blood pressure measurement and recording among staff so that physicians can have confidence in blood pressure readings taken by medical assistants and others. 
There are two major change ideas on which they can focus. We’ve got providing guidance on accurate blood pressure readings or evaluating that proper technique is followed. Based on the feedback from the clinical team, they decide that an issue—that training, I’m sorry, isn’t an issue, but they need to evaluate that staff continue to use proper techniques systematically after initial training is received. The change package then provides several checklists and documentation templates that one can use or adapt to meet this need. 
Population health management change concepts are focused on using data and standardized approaches to drive improvement among a panel of patients by proactively monitoring and managing hypertension practice-wide. For population health management, maybe a health center decides it wants to use data to drive improvement. Well, it turns out clinical staff don’t think blood pressure control is a problem for the health center. The QI team decides to use quantitative data from their electronic health record to highlight gaps in care. There are two aspects on which one can focus: determining which metrics you should use to measure the quality of care delivered or regularly providing clinicians with dashboards or report cards. 
The health center then decides it has a need for a clinician-specific dashboard for care related to hypertension control. As you can see on this slide, the change package provides multiple examples of dashboards that have been implemented in real life health care settings who have achieved a high level of hypertension control. I think these are great because they provide a wide array of different graphs and charts, tables, spark lines, which is some visualization that many people haven’t heard of. You can pick and choose from all these different dashboards to create the one that works best for your healthcare setting. It just really offers you a menu of data visualizations. 
This next slide lists the change concepts for the third bucket, which is individual patient supports. These include ways that practices can leverage all care steps to better manage hypertension for individual patients. These supports span the patient care spectrum, including pre-visit outreach, check-in opportunities, interactions during the visit, check out, and then after visit reinforcement. 
Let’s look at options for a practice that decides to optimize patient intake processes. There are many points during intake where one could intervene, including changes to patient education materials, patient goal setting opportunities, documenting blood pressure and flagging abnormal blood pressure readings, or medication reconciliation. The team decides changes are needed on the latter, medication reconciliation. Then the change package provides examples of medication reconciliation templates and electronic health record reports that could be useful in this area.
I’d like to take a minute to explain a few specific resources developed by the Million Hearts team that can help with hypertension controls. These are all highlighted in the change package. If you look at the change package as the full toolbox, the things I’m going to review are some of the tools contained within it. One of the strategies highlighted in the change package is using standardized hypertension treatment protocols for blood pressure control. These are known by lots of names: care pathways, care algorithms. Whatever name you use, they’re standardized approaches for hypertension treatment. Using protocols are great because they can send a strong signal to clinical staff that hypertension control is a priority. They also help to reduce clinical variability and they may better enable all members of the care team to do things like titrate medications. They really can support the concept of team-based care. 
On the Million Hearts website I provided the URL on the slide. You’ll find a customizable protocol template as well as examples from four health systems that have effectively implemented a hypertension treatment protocol. These include the VA, Kaiser, the Institute for Clinical Systems Improvement, and the New York City Health and Hospitals Corporation. Coming soon, in the next couple of months we will be launching a suite of materials related to tobacco cessation treatment protocols, so stay tuned for that. 
Another strategy from the change package, and I think many of you are familiar with this, is the use of self-measure blood pressure monitoring, which I will probably call SMBP from now on. It’s also known as home blood pressure monitoring. The idea of using SMBP with additional clinical support is really what Million Hearts supports. The crux of SMBP with clinical support is a patient clinician feedback loop where the patient has a way to transmit their self-measured readings, their medication side effects, or any information about lifestyle habits to their clinician. It doesn’t have to be a doctor, it can be a nurse, a nurse practitioner, lots of different types of clinicians. Then that clinician has a way to interpret that information and transmit back titration or lifestyle modification advice. 
I hope you can see that if a health center for example has a standardized hypertension treatment protocol in place it may have a medication titration protocol that can be used by nurses and then we can incorporate that right into SMBP with clinical feedback. They’ve got the protocol in place that allows nurses to titrate medications so that when they get home blood pressure readings from patients they can then—they have the authority and the guidance to provide titration advice. That’s the feedback loop. 
You may have seen this. In December of 2014, we released a guide called Self-Measured Blood Pressure Monitoring Action Steps for Clinicians. This SMBP guide for clinicians, it’s really soup to nuts, very comprehensive guide that contains everything a clinician needs to know to implement an SMBP program with her patients. This includes checking a patient’s home blood pressure cuff for accuracy, training patients to use their cuff, and includes information on the frequency with which patients should check their blood pressure. I think I’ll pause there. I think we have another polling question.
Moderator: We do. Thank you, Hilary. We do have another poll question right now. Now that you’ve seen this change package, if you hadn’t before, we wanted to ask whether you anticipate using this in your work. If you could vote now; you should see the poll up. As you’ve seen there’s lots of resources available. It’s posted on the SharePoint page. We can certainly get it out to the 1422 sites. Again, that guide on SMBP is a great resource if people haven’t already seen that. I know several of the PWTF sites are considering or have already started doing self-monitored blood pressure with support as a community intervention. Okay, so the votes have come in. 78% think that you will be able to use this, which is great. Thank you.

Female: All right. I’m going to switch gears just a little bit. We’ve been talking about strategies to address hypertension control among known hypertensive patients. People in clinical care who have a diagnosis code for hypertension. If we look again at the national data slide I showed earlier, I’ll re-point out that there are about 13 million people with hypertension who aren’t even aware of it. 
How are those people being addressed in clinical settings? The answer is they likely may not be. Certainly some of them may have a diagnosis code and may not have remembered that they have hypertension, but we’ve got some evidence to show that they actually may not have that diagnosis code. Using their electronic health record data, large health systems like Geisinger out of Pennsylvania and North Shore from Illinois, they have found a non-trivial number of patients with patterns of high blood pressure who have not been given an official diagnosis code. They have multiple high blood pressure values but have not been diagnosed with hypertension. These patients whom we’ve sort of dubbed as they’re hiding in plain sight, they’re less likely to be on anti-hypertensive treatment and their care is not captured in clinical quality measures for blood pressure control. 
If you are familiar with NQF 18, which is a clinical quality measure that’s part of meaningful use and many other quality reporting programs, that denominator for that measure relies on patients having an ICD-9 code of 401 for hypertension. If you don’t have that diagnosis but you have high blood pressure you’re not captured in that quality measure. The reference on this slide is from a perspective in JAMA that summarizes what Geisinger and North Shore and some other large health systems did to find and address patients with potentially undiagnosed hypertension. 
I’m going to come back to those guys in just a second, but I did want to note that for the last year or so myself and some other folks at CDC have been working with the National Association of Community Health Centers to conduct really a feasibility project to determine what it would take for community health centers to find potentially undiagnosed patients with hypertension and what the impact of that work would be. Of the patients who were found to have possible undiagnosed hypertension and were brought back in for confirmation, almost 20% ultimately received a hypertension diagnosis. Frankly, this has potentially large ramifications as this work is scaled and spread. We worked with ten health centers on this project and NACHC, the National Association of Community Health Centers, put together a change package—hang on, I’m having a little computer glitch. They put together a change package of interventions used by those health centers as they looked for undiagnosed hypertensives, and it can be found on the URL on this slide. We’re going to have some additional tools to help with finding undiagnosed hypertensives on the Million Hearts website soon. I’ll be sure to circle back with Laura and Janet and others to make sure you all know about those. 
Since we do have a few minutes I wanted to at least provide you some slides that really pull from that JAMA perspective I had on the other page. You’ll note that, and the point I’d like to make when it comes to finding undiagnosed hypertensives is there’s no one right way to do it. Different health systems and health centers, practices, they need to figure out what clinical criteria they think they should use when they cast their net to find potentially undiagnosed hypertensives. Some of that has to do with the resources available. Health centers, they don’t have a whole lot of resources, extra personnel, extra time, extra money to try to address another issue. They might want to use very conservative criteria to at least find an initial bolus of potentially undiagnosed patients. 
I’ll just quickly go through how some of these health systems have done it. North Shore again, they’re in the Chicago area, they embedded clinical algorithms in their electronic health records to identify patients at risk for undiagnosed hypertension, and then they implemented a diagnostic protocol that utilized something called an automated office blood pressure machine. They used something called BP True to then verify whether or not patients flagged by the algorithms actually have hypertension. That involves bringing a patient back in for an extra visit. That can be resource intensive. 
I wanted to just share with you the clinical criteria that North Shore used. You can see they did use sort of stage one hypertension criteria. They’ve got the three most recent encounters. They also, this criteria number three or algorithm number three, they looked at people who had above one stage two reading. They’re looking at 180/100, which is greater than stage two hypertension. They used these algorithms and they actually have great results, and I’ve given you some references that you can go and read more about their work. 
In Pennsylvania, Geisinger, they just sort of wanted to explore their electronic health record data to figure out where are people with hypertension showing up. They looked at the problem list, they looked at ICD-9 diagnosis code, they looked at people on anti-hypertensive medications, and they looked for people who had two elevated blood pressure rise, two or more, based on sort of JMC7 criteria, so two measures of greater than 140/90. 
When they cast their net they found over 100,000 patients who met one or more of those four criteria, and 30% of that 100,000, so 30,000 patients only met criteria four. They had multiple abnormal blood pressure values but had not been given a prescription for anti-hypertensive, they had not been given the ICD-9 diagnosis code, and it did not show up on their problem list. You can see, like if you factor in those patients into their hypertension prevalence, they had a 19% prevalence before they did this analysis and when they included those patients it got bumped up to 26.5%. I told you earlier we have about a 29% hypertension prevalence rate in this country. This makes me think that they’re being a little more accurate when they’re finding undiagnosed hypertensives. 
The Palo Alto Medical Foundation in California, they did some similar work. They assessed patients with two or more abnormal blood pressure values, an anti-hypertensive medication prescription, or both and found that almost 40% of that net of patients did not have an ICD-9 code related to hypertension. Then what I really like about this particular work is that they did a formal statistical analysis to show that a patient is much more likely to be on an anti-hypertensive medication if they have an appropriate diagnosis code. Here diagnosis often equals treatment.

Then researchers in the University of West Virginia used CDEMS which is a product some of you may be familiar with if you’re from a health center. They used that product to explore their electronic health record data. Their criteria were looking at again the ICD-9 codes, two or more readings, and they also looked at a diagnosis of a central hypertension based on free text entries, so like physician notes, for example. They found that across 11 sites, 13% of patients did not have a diagnosis code but had multiple abnormal readings or a free text denotation of hypertension. What I really want to point out here is that there’s a lot of variability across their sites. They found 11 sites, 4 to 48% of their patients when they cast that net had potential hypertension. 
Then this case study is not in the JAMA perspective, but I like to point it out. Researchers from the University of Wisconsin again assessed undiagnosed hypertension. They were really concerned about undiagnosed hypertension in their younger population. They found they did a pretty good job in the older population of diagnosing hypertension, but I think clinicians were more hesitant to give a younger person an actual diagnosis code. They found big differences here that were important, and I like to include this case study so that you can see their different clinical criteria that they used. They included a stage two hypertension reading where they looked at greater than 160/80—I mean, greater than 160/100. 
You can see based on which clinical setting, they changed the clinical criteria that they used to try to find patients who might have undiagnosed hypertension. I do just want to quickly say thank you to some of the folks who helped with the creation of the change package, Rikita Merai, Jerry Osheroff, and Brita Roy, as well as all of the healthcare systems and quality improvement TA providers who shared their tools with us for the change package. With that I think we have lots of time for questions.
Moderator: Great. Thank you so much, Hilary. That was very informative and we were sort of oohing and ahhing here at those rates of hypertensives that they found. We were muted, but we were oohing and ahhing at those very high rates that were in those last few case studies. I don’t think you advanced your slides, Hilary, to your special thanks, or I can’t see it.

Female: It’s advanced on my screen.

Moderator: It’s not advanced on the webinar. It stopped at West Virginia. 

Female: I’m not sure. It’s working on my screen. I’ll make sure that you all have the slides.

Female: Okay, great. 

Moderator: Yes, that would be great. As she said we’d like to open it up for questions now. You can either raise your icon hand and we’ll un-mute you if we’re able, if you’ve called in, or you can type your questions in to the question box and we’ll be checking those. I know that there were questions when we just had the hypertension charter webinar a week or two ago where people, we talked a bit about how do you find your undiagnosed. I think those case studies were really helpful in terms of some criteria you could try to pull from your EHR. Let’s see, do we have any questions coming in? I see one.

Female: Laura, I’ll just say while you’re looking at that question that that NACHC change package that I mentioned, that summarizes the work of the federally qualified health centers, that also lists out specifically how they went about finding undiagnosed hypertensives. What I call the clinical criteria, those are listed in that document as well.

Moderator: Excellent. All right. 

Female: Hilary, this is Janet. I have a question about the time frame, because it seems that some of the undiagnosed hypertensive folks, it was two elevated blood pressures. What was the time frame? Was it within a 12-month time period, 12 calendar month? Just so if people are going to be pulling this information, what is the time frame they should be using?

Female: You know, Janet, that’s a great question. If you go back and you get a chance to look at those case studies they all sort of use different criteria. I think we need to—I encourage healthcare settings to do what makes sense for them. Generally I think people are looking back 12 months. Depending on your population it may make sense to look back farther. It might make sense to look back more proximally. It really depends on what you want to do, but 12 months is gernally what I’ve seen folks use.

Moderator: Great. We’re waiting to see if any questions are coming in. I don’t see any or any hands raised. We’ll give it a few more minutes. I wanted to let you know, just a reminder to PWTF people on the call that the kick-off meeting for the hypertension learning collaborative is November 16th in the afternoon and the information is in the weekly update that will be going out today. I think it was in last week’s as well. Please save the date for November 16th from 12:30-4:30.  
Female: I have one other question when we talk about blood pressure self-monitoring. We have been offering, Hilary, for your information the Heart360 under the Million Hearts campaign and we have people who are doing blood pressure self-monitoring. Is there a —we’ve gotten questions around utilizing a blood pressure cuff versus—a self-monitoring blood pressure cuff versus an individual cuff. Is there any rule of thought around that, which is the better instrument to be using for people?
Female: What are we comparing?

Female: Comparing the blood pressure self-monitoring cuff, like they’re kind of an all for one, versus a stethoscope with a cuff.

Female: Oh, oh, oh, oh. Okay. We definitely, definitely for patients, lay people, we recommend automated cuffs. 
Female: Okay, thanks.

Female: There’s studies that show that people, regular folks, can use them accurately if they’re trained how to use them. You start getting a stethoscope involved and it gets pretty tricky. We want to make this as easy for folks as possible, and the automated machines in stores are just so good these days. That’s definitely the route that I recommend.

Female: Great. That’s what we’ve been promoting with the Heart360 but I just wanted to check. Thank you.

Female: I don’t even know if you can purchase a semi-automated or a manual cuff in CVS anymore.

Female: Probably can’t, but just asking. It came up.

Female: Oh, I’m sure. Yeah.

Moderator: I don’t see any questions coming in.
Female: Okay, well I have my—

Moderator: Go ahead.

Female: I have my email on the last slide of the presentation. I know you guys can’t see it, but if anyone has any questions at all after, I’m happy to take them by email or have a call with you.

Moderator: Great. Thank you so much, Hilary. I really appreciate your time, and this is very useful information. I appreciate you making yourself available. I wanted to let people know that again just a reminder to fill out those surveys that will pop up at the end of this webinar. The next webinar for PWTF is October 29th and it will be reviewing recruitment and retention strategies for the evidence-based community interventions including CDSMP, Matter of Balance, and Tai Chi. 
I know that’s one of the challenges specifically around hypertension and CDSMP is getting patients who have been referred enrolled and committed and retained into those programs. It’s a nice segue from this into the community side of how do we then work with the patients when we’ve been referred to those programs. I guess we’ll close now. Thank you again, Hilary, and thank you for everyone joining. Have a good weekend.

Female: Thank you.

END OF AUDIO

