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Getting Aboard: 

Quality Improvement 

for Hypertension



5 primary locations in St. Louis, MO 

Multiple School-based Sites

Services: Adult Medicine, Women’s Health, 
Pediatrics, Optometry, Behavioral Health, 
Dental And Chiropractic 

Onsite Laboratory, Radiology, and 
Pharmacy

CareSTL Health | Missouri



Why Quality Improvement?

High 
Value 

Metrics

High 
Impact 
Metrics

Improved 
Outcomes

• Proven 
Methodologies

• Data driven 
decision making



The Role of Informatics in QI

Informatics

Social 
Sciences

Technology

Cognition

EHR 
Configuration

(input)

Improved 
Usability

Data Integrity

(output)

Accurate & 
Reliable 

Data



2023: Laying The Foundation



Quality 
Improvement

• Proven Methodologies
• Lean Six Sigma

• Data-Driven Decision 
Making
• Outcome & Process Metrics

Health 
Informatics

• EHR Configuration (input)
• Improve Usability

• Data Integrity (output)
• Accurate & Reliable 

Combining Quality AND Informatics



Suppliers

Patients

Providers

Nurses

Ancillary

Inputs

Knowledge

Data

System

Tools

Processes

Workflow

EBP

Documentation

Orders

Referrals

Outcomes

Data

Customer

Payors

NCQA

UDS

Moved from a Retrospective Approach

To a Proactive Approach – 

Keeping Data at Forefront

Barriers and Challenges

Leveraging Quality + Informatics



Baseline
HTN Controlling High Blood Pressure



Department / Provider Scorecards



PVP To Support Daily Huddles 



Education & Training Resources |  
Blood Pressure

For more information click here

https://map.ama-assn.org/
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Patients

Providers

Nurses

Pharmacy

Education

Outreach

Health Home

Behavioral Health

CHW’s

Payors

In
p

u
ts

High BP readings

Medication 
Adherence

Treatment Plan

SDOH

SMBP

Staffing

Clinical Rule Engine

Pre-Visit Planning

P
ro

c
e

s
s Huddles

Repeat BP*

Call pts regarding 
refill scripts

SMBP

Patient Education

Referrals

Follow up 
Appointment

Medication 
Intensification

CPT Coding

O
u

tp
u

ts

Hypertension 
Controlling High 
Blood Pressure

(CMS 165v11)

C
u

s
to

m
e

r ACO

MCO

Other Payors

NCQA

UDS

2024 Quality Improvement 
Approach

Process Mapping > Identify Barriers/Challenges > Strategies for Improvement 



Lean Six Sigma | 
Process Improvement



Dashboard | Monitor Outcome & Process

Are staff taking repeat BPs 

as trained?

Are pts getting f/u 

visit?

How are we 

improving?



Azara Care Connect



Improvement Results 

21.6% Increase! 



Current State | Monitoring Metrics 

Getting There!Repeat Blood Pressure INCREASE by 26%

1 Facility meeting Million Hearts goal

3 Facilities meeting Target BP goal  

975 patients met goal vs. 750 same period 2023

Implementing PCC in focus clinic



Setting Sail with Self-

Monitoring Blood 

Pressure (SMBP) 

Success 



1. Identify the 
patient as eligible 

and interested

2. Issue a device 
with an appropriately 
sized cuff. Teach the 
patient how to use 

the device

3. Provide regular 
patient contact 
through remote 
monitoring and 
telehealth visits

4. Perform treatment 
intensification based 
on an algorithm and  

monitoring

Proper positioning 

and technique

Use of an app that 

gathers average 

BP and curates in a 

clinical portal

Patient stays 

engaged until 

BP<130/80

Assign outreach 
responsibilities to 
Care Managers, 
CHWs, Medical 

Assistants
RN or Clinical 

Pharmacist 

perform titration 

visits

Self-Monitoring BP Workflow 



Identifying The Why 

https://millionhearts.hhs.gov/data-reports/hypertension-prevalence.html



Make the default the right thing to do.

Shifting The Culture | BP Management

Usual Care 

• In office Blood 
Pressure only source 
of data

• Infrequent contact 
with patient (in 
person encounters)

• Therapeutic Inertia

• Start low, go slow

SMBP Plus

• Between visit contact 
maximizing telehealth

• Improved, accurate, 
frequent, actionable 
data

• Team based care

• Encourages SPC and 
intensification.



Make the default the right thing to do.

Usual Care 

• Limited access to PCP 
visits

• SDOH challenges 
impeding access to 
care

• Medication side effects 
may go unaddressed 

• Care done to the 
patient, not with the 
patient

SMBP plus

• Fewer access 
challenges

• Empowers and 
engages the patient in 
their own care

• Team helps to enhance 
connection to 
community resources 
and behavior change 
support

Shifting The Culture | Team Approach



Improved provider, 
staff and patient 
satisfaction 

Care Team performs at 
the top of their 
abilities/licensure

Improved HTN 
control, reduced 
CVD risk

Models team-based 
chronic condition 
management

Value Proposition



Common Challenges For SMBP 
Programs

Cost

• Device coverage/ 
reimbursement

• Device sourcing/ 
validated devices

• Data storage

Staff

• Resistance to change 
among providers and 
other members of the 
team

• Maintaining staffing

Technology

• EHR limits – Integration

• Broadband access for 
patients

• Access to SmartPhones 
for patients

Data

• Misalignment of quality 
metrics



Bringing Team-Based 

Care To The Bow



Medical 
Assistants

Care 
Coordinators/ 

Managers

Community 
Health Workers

Navigators

Clinical 
Pharmacists

Providers

Use a team-based, 

interdisciplinary 

model with clearly 

defined roles and 

responsibilities

Interdisciplinary Care Team Model

Patient



Generic Clinical Workflow | Phases 1 & 2

Pt presented with 

elevated BP

Pt Enrolled 

MA executes 

standing order for 

SMBP

Pt meets with 

enrollment team and 

enrolled in SMBP

Patient-facing app 

downloaded

Monitoring staff 

sends encouraging 

text messages to pt

Schedules pt for 

telehealth f/u visit 

with management 

staff

Monitoring staff 

contacts patient

Pt submits 

BPs as 

directed

Phase 1: Referral & Enrollment Phase 2: Monitoring

NO YES



Generic Clinical Workflow | Phase 3 & 4

Pt presents for f/u 

visit

Pt presented with 

elevated BP

Pt presented with 

elevated BP

BP avg is 

<130/80 Pt submits 

BPs as 

directed

Management staff performs 

assessment:

• Diet & exercise review

• Medication review

• SE review

• Adherence review

MA executes standing order 

for SMBP

MA executes standing order 

for SMBP

MA executes 

standing order for 

SMBP

Phase 3: Treatment Intensification Phase 4: Stabilization & Goal

NO

NO

YES



Consider adopting an evidenced-based algorithm for starting 

treatment and managing to goal BP

Medication Algorithm

1. Reduces treatment costs

2. Facilitates Team-Based Care, Training and 
Supportive Supervision

3. Reduces clinical variability and therapeutic inertia



Treatment Algorithm | Example 

https://www.ama-assn.org/system/files/2020-11/hypertension-medication-treatment-protocol.pdf 

https://www.ama-assn.org/system/files/2020-11/hypertension-medication-treatment-protocol.pdf


Telling The Story 

Maintains HTN 

control at home 

AND in office



Payment/Reimbursement Tips for RPM and SMBP

SMBP Toolkit

Treatment Algorithm

SMBP Forum

Million Hearts Learning Lab

Collaborative Communication Strategies

Patient Engagement Playbook

Resources  

https://www.nachc.org/resource/payment-reimbursement-tips-for-rpm-smbp/
https://www.nachc.org/resource/smbp-toolkit_final-2/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8030787/
https://nachc.atlassian.net/wiki/spaces/SMBP/overview
https://nachc.zoom.us/webinar/register/WN_BLScF7PPRV6xA6DPdKtm0A
https://www.ama-assn.org/system/files/2020-11/collaborative-communication-strategies.pdf
https://www.healthit.gov/playbook/pe/chapter-4/


Self-Measured Blood Pressure Monitoring During the COVID-19 Pandemic: 
Perspectives From Community Health Center Clinicians

Blood Pressure Measurements Obtained by Community-Dwelling Adults Are 
Similar to Nurse-Obtained Measurements: The SMART-BP Validate Study

Self-Measured Blood Pressure Telemonitoring Programs: A Pragmatic How-to 
Guide

Example of third party for SMBP(email dmcgrath@healthfederation.org for more info)

Articles 

https://journals.lww.com/jhqonline/fulltext/9900/self_measured_blood_pressure_monitoring_during_the.56.aspx
https://journals.lww.com/jhqonline/fulltext/9900/self_measured_blood_pressure_monitoring_during_the.56.aspx
https://academic.oup.com/ajh/advance-article-abstract/doi/10.1093/ajh/hpae001/7534316?redirectedFrom=fulltext
https://academic.oup.com/ajh/advance-article-abstract/doi/10.1093/ajh/hpae001/7534316?redirectedFrom=fulltext
https://academic.oup.com/ajh/article/36/8/417/7151540
https://academic.oup.com/ajh/article/36/8/417/7151540
https://sphygmobp.com/
mailto:dmcgrath@healthfederation.org


The Health Federation of Philadelphia is 
continually developing new programs in 

response to both the needs of underserved 
communities and the availability of data 

indicating improved approaches to health 
care and behavioral support.

company/health-federation-

of-philadelphia
@HealthFedPhila @HealthFederationofPhiladelphia

For more information on our initiatives, please visit:

www.healthfederation.org



Anchors Away with 

DRVS Tools



Supporting the MAP Framework: Hypertension

• Measures to identify specific gaps in BP recordings 

• Scorecards to review adherence to measurement guidelines 

• Dashboard to understand process and performance 

Measure Accurately

• Alerts reminding care team to continue taking BPs and providing associated care. 

• Registries to identify other risk factors/comorbidities

• Measures to assess medication adherence and longer-term outcomes. 

Act Rapidly

• Measures to track population w/ hypertension against operational metrics. 

• Azara Patient Outreach to connect with patients on their care. 

• Azara Care Connect to manage work with high-need patients and/or close care gaps.  

Partner with Patients



Population Health | Dashboards

Track multiple trends on a dashboard. 

Apply filters such as Provider, Race, or Cohort.



Performance | Measure Analyzer

Review trends with measures. 

Apply filters such as Provider, Race, Cohort.



Performance | Stock AMA MAP BP  Scorecards

Filter by individual providers or provider groups, 

cohorts, or care managers. 

Create a custom scorecard or set up 

email subscription to automatically 

receive performance updates via email



Point Of Care | PVP 

51

Identify patients with Hypertension and with a BP 

that’s out of range using the PVP.

Demo Data

Clinical Pharmacist can use cohorts to 

identify patients coming in for the day



Point of Care | CMP

cloNIDine HCl 0.1 MG 12HR Extended-Release Oral Tablet

Identify patient’s trend in Systolic & Diastolic BP and 

most recent medications.



Point of Care | BP Alerts
Review Alert descriptions and 

enable the most appropriate 

alert for you organization

Enable appropriate BP Alerts, assign alert owner, and update 

PVP name if needed.



Population Health | CER Report 

Track multiple trends on a CER Report. 

Apply filters such as Provider, Race, or Cohort.



Population Health | Registries + Cohorts

Demo Data

Export patient list for 

outreach, create cohorts, or 

copy registry for 

customization

Use a registry to review multiple values at once. 

Create cohorts to use as a filter across DRVS.



Population Health | Stock Dynamic Cohorts 

Cohort Display Name Description
Congestive Heart Failure 

(CHF)
Patients who have a diagnosis of Congestive Heart Failure in the last 12 months. Patients who are deceased or inactive at the center are excluded 
from the cohort.

Hypertension
Patients who have a diagnosis for Hypertension in the last 12 months. Patients who are deceased or inactive at the center are excluded from the 
cohort.

Hypertension BP >140/90
Patients who have a diagnosis of hypertension in the last 12 months and whose most recent blood pressure vitals result is > 140/90. If the patient's 
systolic blood pressure is > 140 mmHg OR their diastolic blood pressure is > 90 mmHg they will be in the cohort. Patients who are deceased or 
inactive at the center are excluded from the cohort.

High Risk Patients Patients who have a risk level of High. Patients who are deceased or inactive at the center are excluded from the cohort.

Diabetes Patients who have a diagnosis of diabetes. Patients who are deceased or inactive at the center are excluded from the cohort.

DM A1c >9
Patients who have a diagnosis of diabetes and whose most recent hemoglobin A1c lab result is > 9.0%. Patients who are deceased are excluded from 
the cohort.

DM A1c >8
Patients who have a diagnosis of diabetes and whose most recent hemoglobin A1c lab result is > 8.0%. Patients who are deceased are excluded from 
the cohort.

DM A1c Untested
Patients who have a diagnosis of diabetes and have not had an A1c result in the last 12 months. Patients who are deceased or inactive at the center 
are excluded from the cohort.

To enabled dynamic cohorts, please open a support ticket. 



Performance | Custom Scorecards

Opportunity

Now available under Reports > Custom > AMA 

Hypertension Prescribing Scorecard



Performance | Measure Analyzer

Review trends with measures. 

Apply filters such as Provider, Race, Cohort.



Performance | Measure Analyzer

Identify patients who did not have a repeat visit 4 

weeks after a visit with uncontrolled blood pressure.



Tools to Improve BP Control | 
Add-On Solutions

Risk 
Stratification

EHR Plug-In
Transitions of 
Care (TOC)

Azara Patient 
Outreach 

(APO)

Azara Care 
Connect 
(ACC)

Azara Cost & 
Utilization 

(ACU)



Azara healthcare

Questions?

@AzaraDRVS

https://www.linkedin.com/company/2338728/
https://twitter.com/azaraDRVS


ACE’d it? Share your DRVS success story and become an Azara ACE!

Show your organization has used DRVS to Achieve measurable 

results, Celebrate improvement in patient health outcomes, and 

effectively Engage care teams and/or patients. Stories should showcase 

how DRVS helped your organization overcome a challenge, the tools and 

solutions used to drive improvement and details of the successes that 

resulted from your initiatives. ACEs should be able to provide examples that 

quantify quality improvement, cost savings, operational efficiency or patient 

health improvement.

Benefits:

• Azara will help tell your story and provide a client-branded version for your 

use

• Potential to create a 2-4 minute video or hour-long Azara-hosted webinar

• Win Azara swag!

Achieve, Celebrate, Engage!

ACE Program

CELEBRATE

Submit your success story by completing the form at this link or scan our QR code: 

See this year’s ACE posters in the Ballroom Foyer!

https://forms.office.com/r/F8FzvA1khZ


We Want to Hear From You!

Help us continue to 

improve

Quick and Easy
Provide brief 

feedback or ideas

Rate the session and 

the speaker(s)

Click on the session from your agenda in the conference app. 

Click the stars in the center of your screen to rate and  provide feedback. 



Thanks for attending!
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