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INTRODUCTION & ACKNOWLEDGMENTS  

Introduction & Acknowledgments: Quality Improvement Teams

The Wisconsin Collaborative for Healthcare Quality (WCHQ) wishes to thank its Hypertension & Diabetes 
Quality Improvement Steering Teams for guiding the development of this toolkit. The toolkit combines 
and provides necessary updates to the 2018 Hypertension and Diabetes Toolkits. 

The improvement teams bring together clinical, quality, and operational leaders from WCHQ member 
organizations – which  includes health systems, medical groups, and clinics that collectively represent 
approximately 65%  of Wisconsin primary care physicians – in partnership with subject matter experts 
and other key stakeholders from:

Participating WCHQ Member Organizations 

• Aspirus

• Bellin Health

• Holy Family Memorial

• Primary Care Associates of Appleton

• Marshfield Clinic

• Medical College of Wisconsin

• Mercy Health System

• ProHealth Care

• Reedsburg Area Medical Center

• Sauk Prairie Healthcare

• ThedaCare

• UW Health

Contributing Organizations

WCHQ Partners/Sponsors  

• MetaStar

• Rural Wisconsin Healthcare Cooperative

• University  of Wisconsin Health Innovation
Program

• Wisconsin Department of Health Services

These Wisconsin healthcare provider organizations have generously shared tools that they use to  
improve care and outcomes related to hypertension and/or diabetes: 

• Aspirus
• Aspirus - Divine Savior Healthcare
• Gundersen Health System
• Marshfield Clinic Health System
• Mercy Health System
• Primary Care Associates of Appleton
• ProHealth Care
• SSM Dean Medical Group
• ThedaCare
• UW Health
• University of Wisconsin Health Innovation Program

This toolkit also highlights state and nationally endorsed resources and programs.  
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TOOLKIT OBJECTIVE  

What are the Objectives of this Toolkit? 

Share standardized processes, protocols and best practices vetted and 
implemented across Wisconsin to eliminate inefficient use of time spent 
reinventing the wheel. 

Serve as a trusted source of evidence-based resources that support health care 
provider organizations in planning and implementing improvement strategies. 

WCHQ Quality Improvement Teams brainstormed improvement activities related to hypertension and 
diabetes management. They prioritized improvement strategies using a ‘what comes first’ approach. 
The team recognized that health systems embarking on improvement could be anywhere along the 
many stages across the improvement continuum. With that in mind, the Improvement Team identified 
five to seven improvement strategy recommendations. The first step was to evaluate the tools 
available to address each strategy. Next, team members shared proven best practices successfully 
adopted within the WCHQ member organizations. 

The result of their work is this comprehensive package of tools, resources and supportive literature 
to guide organizations interested in learning more about hypertension and diabetes with a goal of 
improving patient care and seeking better outcomes for our patients.  

Questions about the Toolkit 

We welcome your questions and comments about this toolkit, which is intended to advance  
collaborative learning, open sharing, and collective improvement. Please contact the Wisconsin  
Collaborative for Healthcare Quality at info@wchq.org.

Funding  

This publication was supported by Cooperative Agreement NU58DP006521, funded by the Centers for Disease Control and 
Prevention (CDC) Department of Health and Human Services received by the Wisconsin Department of Health Services, 
Division of Public Health. Its contents are solely the responsibility of the author and do not necessarily represent the official views 
of the Centers for Disease Control and Prevention or the Department of Health and Human Services.  
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WCHQ’s Role in the Improvement Work in Wisconsin  

About WCHQ 

Our Mission 
WCHQ publicly reports and brings meaning to performance measurement information that improves  
the quality and affordability of healthcare in Wisconsin, in turn improving the health of individuals  
and communities. 

Our Vision 
The Wisconsin Collaborative for Healthcare Quality (WCHQ) dramatically improves the health and  
increases the value of health care for the people of Wisconsin. 

Our Values 
WCHQ builds consensus and drives improvement by practicing these values: trust, participation,  
inclusiveness, shared responsibility, openness, adaptive self-governance, intellectual output,  
acknowledgment, and transparency. 

Who Participates in WCHQ 
WCHQ members includes 35 health systems, 325 medical clinics, and more than 150 dentists. 
Members represent integrated health systems with hospitals and clinics; small, rural hospitals; a staff 
model health plan; FQHCs; a statewide network of free and charitable clinics; independent physician 
groups; and dental practices.

WCHQ’s members represent more than 65 percent of Wisconsin’s primary care physicians, which is 
over 5,000 primary care physicians, advanced practice providers and physician assistants.

A number of health care related stakeholders support WCHQ, which includes corporate sponsors, 
purchasers, policy and advocacy organizations, government agencies, research institutions and 
foundations.

How We Advance the WCHQ Mission 

WCHQ members and stakeholders join together to measure the quality and affordability 
of  healthcare services in Wisconsin. WCHQ publicly report a broad collection of health care 
performanece measures.

We see performance measurement and public reporting as vital, dual mechanisms for promoting  
greater transparency, improvement, efficiency and equity within healthcare. 

WCHQ convenes workgroups that plan and carry out initiatives to enhance healthcare quality and  
affordability. These groups include broad representation from healthcare providers, purchasers,  
consumers and others. A vartiety of topics are covered supporting improvement work related to 
adolescent and child health, behavioral health, chronic conditions, disparities, obesity, and oral 
health. To learn more or to join an improvement team, email info@wchq.org.
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Disparities

Wisconsin has led the way nationally in improving health care quality. However, there are widespread 
disparities in health outcomes and care. The 2019 and 2020 WCHQ Wisconsin Health Disparities Reports 
showed health disparities by race and ethnicity, health insurance, and geography. There is an urgent need to 
reduce disparities that may have been magnified due to increased unemployment, loss of health insurance, 
lapses in education, long-term COVID-19 disability, and increased behavioral health needs. 

WCHQ is partnering with organizations throughout the state to reduce disparities gaps in communities 
throughout Wisconsin.  

Objective
•  Understand where health disparities exist and build capacity to reduce disparities and advance health 
equity through statewide partnerships.

Goals
•  Identify populations with the greatest disparities in access to care, healthcare use, and health outcomes.
•  Address known healthcare gaps, encompass best practices for addressing disparities, and evaluate impact.
•  Facilitate health system, academic, and community partnerships to develop interventions targeting 
disparities that lack evidence-based interventions.
 
Project Activities
•  CEO Summit: Leaders from WCHQ member organizations met in December 2021 to set priorities for 
reducing disparities. The rural health systems selected Colorectal Cancer Screening as the priority measure. 
The urban health systems selected Hypertension Control and Diabetes A1c Control as the priority measures. 
•  Improvement Team: The Disparities Improvement Team launched in January 2022; additional information 
below.
•  Publish Reports: Develop additional reports that cover statewide disparities results and disparities among 
subpopulations in Wisconsin. The June 2022 report will explore the impact of the COVID-19 pandemic on the 
disparities, focused on the priority measures identified by WCHQ member organizations. 

Disparities Improvement Team
The WCHQ Disparities Improvement Team brings health system members and stakeholders together 
throughout Wisconsin to decrease the gaps in both health care access and health outcomes. The 
Improvement Team will discuss best practices to address disparities related to race and ethnicity, insurance 
status, and geography. This team will bring together clinicians, quality improvement staff, population health 
staff, and other health system employees from across the WCHQ membership with an interest in decreasing 
health disparities in Wisconsin. If you’re interested in joining the Disparities Improvement Team, please 
contact info@wchq.org.

  Partners
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HYPERTENSION CONTROL

IMPROVEMENT STRATEGY #1: 
Standardized staff and provider training on obtaining an accurate blood pressure with annual competency     
testing

IMPROVEMENT STRATEGY #2: 
Use a standardized protocol for treating hypertension

IMPROVEMENT STRATEGY #3: 
Evidence-based communication strategies to support ongoing, collaborative
education and/or self-management and lifestyle change in patients with hypertension

IMPROVEMENT STRATEGY #4: 
Medication adherence resources

IMPROVEMENT STRATEGY #5: 
Engaging and empowering the team

IMPROVEMENT STRATEGY #6: 
Follow up blood pressure referral protocol from specialists connecting patients
back to primary care

IMPROVEMENT STRATEGY #7:
Self-measured blood pressure monitoring 
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Why is it Important to Control Hypertension?

The Status of Hypertension Control in the Nation: 
High blood pressure is a common and dangerous condition. Nationally, about 1 of 3 U.S. adults— or 
about 75 million people—have high blood pressure. Only about half (54%) of these people  have 
their high blood pressure under control. This common condition increases the risk for heart disease 
and stroke, two of the leading causes of death for Americans. 

To learn more, please visit the  Centers for Disease Control and Prevention’s High Blood Pressure 
page https://www.cdc.gov/ bloodpressure/  

Blood Pressure: Make Control Your Goal Infographic  
The CDC’s Division for Heart Disease and Stroke Prevention has developed this infographic on the impact 
of hypertension. To view full infographic, visit: https://www.cdc.gov/bloodpressure/infographic.htm  
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The Status of Hypertension Control - Wisconsin  

Each year in Wisconsin, cardiovascular disease is responsible for one out of every three deaths,  
affecting an increasing proportion of people under the age of 65. The good news is that many  
of the risk factors associated with heart disease and other cardiovascular conditions—including  
hypertension—are largely preventable. 
 
Did you know? 
Approximately 1.3 million adults in Wisconsin have hypertension, and of those, two out of five are  
unaware of their condition.  

To learn more about the effects of chronic disease in Wisconsin, find facts, figures and additional  
resource, visit the Wisconsin Department of Health Services Chronic Disease Prevention Program  
page at https://www.dhs.wisconsin.gov/heart-disease/index.htm.  
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For a detailed Map of Diagnosed Hypertension in Wisconsin by County, visit:  
https://www.dhs.wisconsin.gov/publications/p01946.pdf 
Chronic Disease Prevention Program Maps & Data, visit: https://www.dhs.wisconsin.gov/disease/data-chronic.htm 
 

Adults Diagnosed Hypertension in Wisconsin by County
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Heart Health in Wisconsin  
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To access the Heart Health in Wisconsin – Chronic Disease Prevention Program Fact Sheet 
visit: https://www.dhs.wisconsin.gov/publications/p01270.pdf  
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The Wisconsin Collaborative for Healthcare Quality (WCHQ) publicly reports blood pressure control  
rates for nearly 40 Wisconsin healthcare provider organizations representing the care of more than  
600,000 patients with high blood pressure aged 18-85 years who have a diagnosis of essential  
hypertension and whose blood pressure was adequately controlled based on the eighth report of  the 
Joint National Committee treatment goals of: 

 • Less than 140/90 for patients less than 60 years of age or patients of any age with a diagnosis  of 
diabetes and/or chronic kidney disease. 

 • Less than 150/90 for patients 60 years of age and older without diabetes or chronic kidney  
disease. 

To view a comprehensive list of publicly reported WCHQ measures, visit:
 https://reports.wchq.org/
 

HYPERTENSION | 20

WCHQ- Heart Health in Wisconsin  

https://reports.wchq.org/


SECTION ONE

1.1 - IMPROVEMENT STRATEGY #1

Standardized Staff and provider training on obtaining 
an accurate blood pressure with annual competency 
testing.

HYPERTENSION  
CHRONIC CONDITIONS

TOOLKIT

-2022-



IMPROVEMENT STRATEGY #1  
Standardized Staff and provider training on obtaining an accurate blood pressure with 
annual competency testing  

Train staff and/or providers to use a standardized method for taking blood pressure readings,  
and institute annual competency testing to ensure that the standard is being followed1  

Why is this important?  
Evaluating blood pressure is essential for hypertension  
screening and monitoring the effectiveness of  
treatment in patients with established hypertension.  
In the clinic setting, blood pressure is measured  
indirectly. Hence, it is vital that proper techniques be  
used to produce consistent and reliable readings.2 

Traditionally, office blood pressure measurement has  
been performed manually, however this  auscultatory  
technique is increasingly being replaced by automated  
blood pressure measurement techniques.3  

Tools  
To support implementing this strategy,  
we offer a sampling of tools from high  
performing health systems and clinics  
in Wisconsin, as well as from other  
state and national entities working  
to improve hypertension care and  
outcomes.  

Blood Pressure Measurement Procedure Resources for Providers / Staff  

 • Target: BP:  7 Simple Tips To Get An Accurate Blood Pressure Reading In-Office Poster

 • Wisconsin Nurses Association: “Beyond the 50%: It Starts with Accurate Blood Pressure  
Measurement” 

 • Divine Savior Healthcare – Standardized Education Improvement, “MetaStar – Taking an 
Accurate  Blood Pressure Reading – Outpatient Adults” e-learning module  

 • SSM Dean Medical Group: “Manual Measurement of Blood Pressure Guideline” 

 • SSM Dean Medical Group: “How To Take Patients’ Blood Pressure Reading” 

Blood Pressure Competency Testing, Peer Review, and Audit Report Tools 

 • Target: BP: 

 • Technique quick-check 

 • Practice Assessment
 • Mercyhealth System: “Ambulatory Peer Review for Accurate Blood Pressure Measurement”   

 • Mercy Health System: Provider BP Recheck Report  

 • SSM Dean Clinic: “Checklist for Blood Pressures: Palpation Method” 

 • ProHeath Care: “Blood Pressure Measurement Competency Checklist” 

References  
1.   Pickering, T. G., Hall, J. E., Appel, L. J., Falkner, B. E., Graves, J., Hill, M. N., ... & Roccella, E. J. (2005). Recommendations for blood  

pressure measurement in humans and experimental animals: part 1: blood pressure measurement in humans: a statement for  pro-
fessionals from the Subcommittee of Professional and Public Education of the American Heart Association Council on High  Blood 
Pressure Research. Circulation, 111(5), 697-716. 

2.   Williams JS, Brown SM, Conlin PR. Blood-Pressure Measurement. New England Journal of Medicine. Jan 29 2009; 360:e6.  

3.   Myers, M. G. (2016). Automated office blood pressure—the preferred method for recording blood pressure. Journal of the  Ameri-
can Society of Hypertension, 10(3), 194-196. doi:10.1016/j.jash.2016.01.007  
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TOOLS FOR STRATEGY #1  

with annual competency testing  

Target: BP – How to Measure Blood Pressure Accurately Poster  
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Placing an informational poster in a visible location, such as the exam room, provide patients, 
clinical  staff and providers educational reminders on proper blood pressure technique. 

To download English or Spanish signage visit:  https://targetbp.org/tools_downloads/mbp/

Target: BP also provides the latest tools and resources for patients/providers and important 
recognition opportunities. To learn more about the Target BP program visit: https://targetbp.org/

https://targetbp.org/wp-content/uploads/2017/11/Measuring_Blood_Pressure_In-Office.pdf
https://targetbp.org/tools_downloads/mbp/
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TOOLS FOR STRATEGY #1  

with annual competency testing  

Beyond the 50%: It Starts with Accurate Blood Pressure Measurement    

This evidence-based self-study program available until  June 30, 2023 

PURPOSE:  Protect and improve the health and safety  of patients, 
families, and populations through accurate  measurement each 
time a blood pressure is taken including by patients through self-
measurement. 

OBJECTIVES: 
1.  Understand the “M.A.P. Framework” as an evidence-based approach to prevention and  

control of hypertension developed by the American Medical Association and Johns Hopkins  
Medicine. 

2.  Learn the importance of accurate measurement and how to avoid common errors. 
3.  Explore how to partner with patients and engage their participation in accurate self-

measurement. 

TARGET AUDIENCE: All personnel measuring blood pressures or instructing patients in self-
measurement, including nurses, other health professionals and assistant staff working in public/ 
community health settings; also, students in technical college/university healthcare programs. 

To access this learning module, visit https://wisconsinnurses.org/beyond-the-50/  
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TOOLS FOR STRATEGY #1  

with annual competency testing  

Divine Savior Healthcare Standardized Education Improvement       

 • The MetaStar – Taking an Accurate Blood Pressure Reading  
– Outpatient Adults e-learning module has been loaded into  DSH’s online learning management system 
(Care Learning)  
and assigned to all clinic staff (MA, LPN, RN), with a goal of achieving a 100% clinical staff  completion by 
December 31, 2018 – with supportive leadership and an operationalizing the  plan – this goal was met in 
Spring 2018! 

 • To sustain education, this training is planned to be incorporated into ongoing annual skills  competencies. 
Provider completion of the module is optional and encouraged. 

To see additional improvement tools and resources utilized by Divine Savior Healthcare please see the 
“Rural Wisconsin Chronic Disease Toolkit” available on the HipXChange at 
https://www.hipxchange.org/RuralChronicDisease 

MetaStar eLearning Modules & Resources                                                                            

Taking an Accurate Blood Pressure Reading  –  Outpatient  Adults:                               

Purpose:  To provide an overview of proper blood pressure (BP)  
measurement technique for ambulatory patients using evidence-based research. As guidelines  may change 
over time, this module does not address diagnosis or treatment of hypertension or  other conditions. Ideally, this 
module would be used as part of a course that includes a skills-based  competency check with an experienced 
trainer. It also serves as a valuable refresher course training  for already experienced professionals. Please see 
Divine Savior’s story located within Strategy 1 of  the toolkit. 

Intended Audience:  Healthcare professionals who take BP measurements for adult (18 years and  older) 
patients in an ambulatory or community based setting 

Format:  The content of this 35-minute module is divided into five sections, with a sixth section  devoted to 
test questions.  
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https://www.metastar.com/providers/elearning-modules/elearning-modules-2/
https://www.metastar.com/providers/elearning-modules/elearning-modules-2/
https://www.hipxchange.org/RuralChronicDisease
https://www.hipxchange.org/RuralChronicDisease
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To access the learning module, visit: https://www.metastar.com/providers/elearning-modules/  

MetaStar is a quality improvement organization that provides health care improvement and  
consulting services to address the need for system-wide innovation and consistent, evidence-based 
approaches across all settings of care, guided by their mission, to effect positive change in  health and 
health care. MetaStar representatives work with communities, providers, and insurers  to transform 
care with a vision of optimal health for all and is an independent nonprofit based in  Madison and 
represents Wisconsin in the Lake Superior Quality Innovation Network.  
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Title: Manual Measurement of Blood 
Pressure

Guideline No.: NURS G106 

Effective Date: May 1, 1979 
Revised:  November 12, 2019 

Page: 1 of 6 

Reviewing Body:  Nurse Practice Committee 

This policy applies to the following entities: 
  Dean Medical Group   Ambulatory Surgery Centers     Health Research     Dean Retail Services 

PURPOSE 
To ensure accurate blood pressure measurements, regardless of the site used, for all patients age 3 and older. 

SCOPE 
To be used by all patient care staff to obtain an accurate blood pressure measurement with timely and accurate 
documentation and notification to provider when appropriate.    

DEFINITIONS AND ABBREVIATIONS 
Palpation Method: uses both hearing and touch to obtain a blood pressure reading.  Using a stethoscope and 
sphygmomanometer, the radial pulse (or alternate pulse) is palpated while the cuff is being inflated. Once the 
radial pulse (or alternate pulse) is no longer palpated, the cuff is inflated 30 mm/Hg higher than the estimated 
systolic measurement to prevent over inflation of the cuff.   

Orthostatic blood pressure:  The process of measuring the effects on blood pressure and pulse when the patient’s 
position changes from lying to standing.  

Auscultation:  Listening to internal sounds produced within the body, usually using a stethoscope. 

BPA:  Best Practice Alert 

USES 
1.0 Blood pressure guidelines are to be used for every adult clinic visit and annually for children 3 years of age 

and older.  
2.0 It is recommended that the blood pressure be checked in both arms when establishing care with a new 

Primary Care department. 
2.1 When the readings are inconsistent between the two arms, the higher blood pressure reading should be 

used. 
2.2 A difference of 5 to 10 mmHg between two arms is common. 

3.0 Measuring Blood pressure in children 
3.1 Children between the ages of 3 to 17 will have their blood pressure monitored as follows: 

3.1.1 New patient visit. 
3.1.2 Routine physical examination. 
3.1.3 Annually. 

Guideline 
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SSM Health Manual Blood Pressure Measurement Guideline 
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3.1.4 Acute illness/injury - headaches, vertigo, epistaxis, fainting, anorexia, nervousness, 
dehydration, I.V. therapy, head injury, major trauma, and eye injury. 

3.1.5 Chronic illness/disorders - renal, cardiovascular, endocrine, obesity, malignancy, respiratory. 
3.1.6 Medication monitoring - stimulants, antidepressants, contraceptives.     
3.1.7 Per physician protocol or nursing assessment (i.e. UTI). 

4.0 Orthostatic blood pressure measurements should be taken when requested by the provider or per 
department protocol. (See Orthostatic Blood Pressure section under Procedure)       
4.1 Orthostatic blood pressure should be measured and recorded by obtaining the blood pressure and 

pulse.   
4.2 Obtain blood pressure and pulse with the patient in three intervals; lying, standing for 1 minute, and 

standing for 3 minutes after position change.  
5.0 Alternate sites:  There is limited research on procedures and validity related to the following alternate sites.  

In cases where a blood pressure on the upper arm is not possible, the following sites are acceptable: (see 
nursing skills for instructions on how to perform using alternate sites) 
5.1 Forearm measurement  
5.2 Thigh measurement  
5.3 Ankle measurement 

6.0 Patients may have their blood pressure rechecked by patient care staff during regular clinic hours per 
department protocol. 

 
EQUIPMENT 
1.0 Stethoscope 
2.0 Sphygmomanometer with proper sized cuff. 

 
PROCEDURE 
1.0 Position patient: Sitting or lying. 

1.1 Patient should have an empty bladder. 
1.2 Provide a quiet, warm setting. 
1.3 Patient should be resting quietly (recommendation patient at rest for at least 5 minutes prior to taking 

measurement). 
1.4 Back should be supported.  
1.5 The arm should be supported at heart level. 
1.6 Position cuff over a bare arm.  
1.7 Feet flat on the floor when sitting.  
1.8 Legs should be uncrossed. 
1.9 Patient should not be talking or chewing gum during measurement 

  
2.0 Select appropriate cuff size. 

2.1 Measure the BP cuff around the circumference of the arm (or alternate location). 
2.1.1 Fold full blood pressure cuff in half and place around the circumference of the arm (or alternate 

location). 
2.1.2 The circumference of the bladder should cover 80%-100% around the arm (or alternate 

location) for adults, 100% for children. 
2.1.2.1 For most adults, you should only be able to place 3 fingers between the edges of the 

cuff. 
2.1.3 Place the midline of the bladder of the cuff (commonly marked on the cuff by the manufacturer 

“artery”) so that it is just above the arterial pulse on the patient’s bare arm (or alternate location 
arterial pulse).   
2.1.3.1 If the cuff is not marked, the center of the cuff can be found by folding the cuff in half.  

2.1.4 The lower end of the cuff should be 2 to 3 cm above the antecubital fossa (or arterial pulsation) 
to allow room for placement of the stethoscope. 

2.1.5 The cuff is then applied snugly around the bare upper arm (or alternate location) evenly. 
 

3.0 Blood Pressure measurement using the palpation method.  
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Palpation method is used to determine the cuff pressure needed to accurately measure the systolic blood 
pressure. 
3.1 Palpate the radial pulse or alternate arterial pulse. 
3.2 While palpating the radial pulse or alternate arterial pulse, inflate the cuff, noting the level at which the 

pulse disappears (this number estimates the systolic measurement). 
3.2.1 One Step Method 

Immediately place stethoscope over brachial artery (or artery immediately distal to the BP 
cuff) and inflate cuff 30 mm/Hg above level at which radial pulse disappears. 

3.2.2 Two Step Method 
Deflate the cuff.  Wait 15-30 seconds, and then re-inflate the cuff to 30 mm Hg above 
this number. 

3.3 Deflate the cuff at a rate of 2 to 3 mm/Hg. per second (or per pulse when the heart rate is very slow).  
3.3.1 The systolic blood pressure is noted on the manometer when the initial tapping sounds (phase I 

of Korotkoff) are heard.   
3.3.2 The diastolic blood pressure is noted at the point at which the sounds disappear (phase V of 

Korotkoff). 
3.3.3 The measurement should be read and recorded to the nearest 2 mm Hg. 
3.3.4 If unable to auscultate, completely deflate cuff and wait 1-2 minutes before re-inflating cuff or 

use the other arm.  
3.3.4.1 Techniques to increase the sounds and make them easier to hear are: 

3.3.4.1.1 Elevate arm above heart level for 15 seconds prior to inflating cuff. 
3.3.4.1.2 Support the arm fully and continuously. 
3.3.4.1.3 Inflate the cuff while the patient’s arm is elevated. 
3.3.4.1.4 Lower the patient’s arm while continuing to completely support it. 
3.3.4.1.5 Place stethoscope over the brachial artery. 

3.4 Deflate cuff an additional 10mm/Hg from last beat heard and record blood pressure. 
3.5 Document in EHR the site and laterality, cuff size, and any other pertinent information (i.e. over 

clothing, knees crossed, etc.) 
 

4.0 Special considerations:   
4.1 If sounds are heard to zero or if unable to distinguish when sounds disappear, note both the IV and V 

phases of Korotkoff. 
4.1.1 Phase IV of Korotkoff is the point where there is a distinct muffling of sound.  

4.1.1.1  This often occurs in persons with aortic regurgitation, after vigorous exercise, in 
severe anemia, thyrotoxicosis, children and pregnant women. 

4.1.1.2 Phase V of Korotkoff is the disappearance of sound. 
4.1.2 For patients you hear sounds all the way to 0, record the IV Korotkoff sound. 

 
4.2 Best Practice Alert (BPA) will open for the following: 

4.2.1 Patients under 60 years of age with an initial blood pressure (BP) of greater than or equal to 
140/90. 

4.2.2 Patients 60 years or older with a BP greater than or equal to 150/90 without a diagnosis of 
Diabetes, Chronic Kidney or Heart Disease 

4.2.3 Patients 60 years or older with a BP of greater than or equal to 140/90 with a diagnosis of 
Diabetes, Chronic Kidney or Heart Disease. 

4.2.4  All patients with repeat systolic pressures of 180 or greater and/or diastolic pressure of 100 or 
greater and complaining of any of the following symptoms  

(headache, chest pain and/or shortness of breath) are required to be seen by a provider 
that day. 

4.2.4.1 If the BP is still elevated after recheck but no complaints of HA, chest pain or 
shortness of breath, inform the patient to stop at the front desk to schedule an office 
visit with their Primary Care Provider within 2 weeks. 

4.2.5 All patients with repeat systolic pressure of 200 or greater are required to be seen by a 
provider that day (regardless of symptoms). 
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4.3 

4.4 

4.2.6  Pediatric patients with a recording exceeding the 95th percentile for systolic or diastolic 
pressure should be evaluated by a provider.  Link to pediatric graph: Pediatric Blood Pressure 

Chart by Age and Height Percentile 
Repeat blood pressure should be taken a minimum of 5 minutes after the first reading. 
4.3.1 Document second blood pressure as a new set of vitals. 
4.3.2 If second blood pressure remains elevated, follow the directions of the BPA. 

Alternate Sites: There is limited research on procedures and validity related to the alternate sites 
below. In cases where a blood pressure on the upper arm is not possible the following sites are 
acceptable. 
4.4.1 Forearm Measurement. 

4.4.1.1 Follow palpation method under 1.0 Position Patient (Lying or Sitting).  
4.4.1.2 Wrap appropriate size blood pressure cuff around bare forearm. 
4.4.1.3 The edge of the cuff should be positioned with the brachial marker within an inch of 

the patient’s antecubital.  
4.4.1.4 Follow palpation method. 
4.4.1.5 Place stethoscope over radial artery. 

4.4.2 Thigh Measurement 
4.4.2.1 Position patient in a supine position. 
4.4.2.2 Place appropriately sized thigh cuff over bare thigh with center of bladder above the 

popliteal artery. 
4.4.2.3 Follow palpation method. 
4.4.2.4 Place stethoscope over the popliteal artery. 

4.4.3 Ankle Measurement. 
4.4.3.1 For the ankle blood pressure often a small or standard adult cuff is appropriate. 

4.4.3.1.1 Measure cuff to determine appropriate size. 
4.4.3.2 Place cuff in the most distal position possible of the lower limb with the mid bladder 

placed just posterior to the medial malleolus in order to measure pulsations from the 
posterior tibial artery. 

4.4.3.3 Follow palpation method. 
4.4.3.4 Place stethoscope over the dorsalis pedis pulse. 

4.5 Orthostatic Blood Pressures 
4.5.1 Follow provider or department protocol for evaluating orthostatic blood pressure. 
4.5.2 Have patient lie supine for 5-10 minutes.  Take resting blood pressure and pulse (radial or 

alternate site) and record. 
4.5.2.1 Supine-to-Standing: (best practice): 

4.5.2.1.1 Have the patient stand up quickly, steady them and take blood pressure 
and pulse rates after 1 minute of standing. Record results in EHR. 

4.5.2.1.2 Repeat blood pressure and pulse rate measurements after 3 minutes of 
standing. Record results in EHR. 

4.5.2.1.3 A supine-to-standing measurement is more accurate than a supine-to-
sitting measurement. 

4.5.2.2 Supine-to-Sitting-to-Standing: 
4.5.2.2.1 Have patient sit up quickly, take blood pressure and pulse within 1 – 3 

minutes.  Record results in EHR. 
4.5.2.2.2 Have patient stand up quickly, steady them and take blood pressure and 

pulse rates within 1- 3 minutes of standing. Record results in EHR. 
4.5.3 If patient becomes lightheaded or dizzy with orthostatic measurements, assist patient to sitting 

or lying position.  . 
4.5.4 A drop in systolic BP of >/= 20 mm Hg, or in diastolic BP of >/=10 mm Hg, or experiencing 

lightheadedness or dizziness is considered abnormal.  
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RESPONSIBILITIES 
1.0 Patient Care staff 

1.1 Follow the Blood Pressure, Manual Measurement of, Guideline using the palpation method when 
taking blood pressures. 

 
2.0 Management staff 

2.1 Randomly monitor Patient Care Staff on the use of the palpation method 
2.2 Ensure that all Patient Care Staff are evaluated annually in the skill of accurately measuring blood 

pressure using the palpation method by the department blood pressure validator.  
 
3.0 Clinical Staff Services department staff 

3.1 Provide training as requested. 
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BEFORE BEGINNING A PROCEDURE 
Ensure the following: 
 Patient placed in resting position in exam room  
 Sitting with back and feet well supported 
 Legs not crossed 
 Appropriate cuff size is selected (bladder of cuff 

needs to encircle 80-100% of upper arm 
circumference in adults—100% for pediatrics) 

 Place cuff on bare arm 
 Patient’s arm is supported at heart level 

 

 
1. Select cuff size appropriate for the patient’s arm 

circumference.   
 
2. Wrap the cuff around the arm with the artery index 

marker located over the brachial artery or 
alternate and with the lower edge of the cuff 2.5 
cm above the bend in the elbow. 

 
3. Apply the cuff snugly to bare arm, allowing room 

for no more than two fingers.   
 
4. Inflate cuff rapidly to a level 30 mm Hg above 

estimated systolic pressure (estimated systolic 
determined by using palpation method). 

 
5. Partially open the valve to allow deflation at a rate 

of 2 to 3 mm Hg per second. As the pressure falls, 
note systolic pressure and diastolic pressure 
detected with your stethoscope (Korotkoff 
Sounds). 

 
6. Rapidly release the remaining pressure and 

record measurements immediately. Repeat if 
indicated by Best Practice Alert. 

 

Use the following guidelines for elevated Blood Pressure 
Readings: 
 

Repeat BP reading after a minimum of 5 minutes and document both 
readings in Epic.   
 

≥ 140/90 Patients under 60 years of age and Patients 60 years and older 
with a diagnosis of Diabetes, Chronic Kidney or Heart Disease. 
 

≥ 150/90 Patients 60 years or older without a diagnosis of Diabetes, Chronic 
Kidney or Heart Disease 
 

≥180/100    
  - If BP is still elevated after recheck and complaints of headache, and/or 
    chest pain, and/or shortness of breath, patient should be evaluated by a    
    provider that day.  
  - If the BP is still elevated after recheck but no complaints of HA, chest pain 
    or shortness of breath, inform the patient to stop at the front desk to  
    schedule an office visit with their Primary Care Provider within 2 weeks. 
 

≥200 (Systolic Blood Pressure) 
  - If BP is still elevated after recheck, patient should be evaluated by a 
    provider that day.  

 

Print appropriate “BP Control Patient Education Handout” via BPA (English or 
Spanish) 

 

TOOLS FOR STRATEGY #1  
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Standardized staff and provider training on obtaining an accurate blood 
pressure with annual competency testing  

Target: BP Technique Quick Check  
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Target: BP Technique quick-check: https://targetbp.org/wp-content/uploads/2016/10/
Technique_Quick_Check.pdf

https://targetbp.org/wp-content/uploads/2016/10/Technique_Quick_Check.pdf
https://targetbp.org/wp-content/uploads/2016/10/Technique_Quick_Check.pdf


TOOLS FOR STRATEGY #1
Standardized staff and provider training on obtaining an accurate blood pressure 
with annual competency testing  

Target: BP Practice Assessment 
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Target: BP Practice Assessment – This practice assessment tool allows you to take a 
quick assessment of your practice and learn where you’re doing well. To download, visit: 
https://targetbp.org/blood-pressure-improvement-program/practice-assessment-tool/

https://targetbp.org/blood-pressure-improvement-program/practice-assessment-tool/
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Mercyhealth System Ambulatory Peer Review for Accurate Blood Pressure Measurement  
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Mercy Health System Provider BP Recheck Report   
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SSM Dean Medical Group Checklist for Blood Pressures: Palpation Method                                             
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ProHealth Care Blood Pressure Competency Checklist
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2022 BLOOD PRESSURE COMPETENCY T.BRAATZ, RN,BSN 

 

 
 

2022 Blood Pressure Competency  
 

EMPLOYEE: ________________________  
  

Date Validator 
Initials 

Performed hand hygiene.   

Identified patient using 2 patient identifiers.       
Instructed the patient that blood pressure (BP) was going to be taken and 
explained the procedure. Made sure the patient has not exercised, smoked, 
or ingested caffeine just prior to blood pressure measurement.  Made sure 
the patient’s bladder is empty. 

 

   

Had the patient sit or lie down.      

Positioned the patient’s forearm, supported if needed, at heart level, with 
the palm facing up. For a sitting BP, instructed the patient to keep feet flat 
on the floor with legs uncrossed. For a supine BP, instructed the patient not 
to cross legs.  

 

   

Exposed upper arm fully by having patient remove any clothing. Do not 
place BP cuff over clothing.  

    

Applied the compression cuff.  
The American Heart Association recommends the following: 
*Arm circumference 22 to 26 cm, "small adult" cuff, 12 x 22 cm 
*Arm circumference 27 to 34 cm, "adult" cuff, 16 x 30 cm 
*Arm circumference 35 to 44 cm, "large adult" cuff, 16 x 36 cm  
*Arm circumference 45 to 52 cm, "adult thigh" cuff, 16 x 42 cm 
 
Palpated the brachial artery for a pulse. 
Positioned the cuff 2.5 cm above the site of the brachial pulse. 

a. Applied the compression cuff above the artery by centering arrows 
marked on the cuff over the artery. If the cuff had no center arrows, 
estimated the center of the bladder and placed this center over the artery. 

b. With cuff fully deflated, wrapped the cuff evenly and snugly around the 
patient's upper arm. 

 

   

Positioned the manometer vertically at eye level. Stood no farther than 1 
meter away.  

    

Asked the patient not to speak while BP was being measured.      

Placed the stethoscope earpieces in ears, and made sure sounds were clear, 
not muffled.  

    

Located the brachial artery and placed the bell or diaphragm chest piece of 
the stethoscope over it. Did not allow chest piece to touch cuff or clothing.  

    



HYPERTENSION, STRATEGY #1  | 41

2022 BLOOD PRESSURE COMPETENCY T.BRAATZ, RN,BSN 

 

Closed the valve of the pressure bulb clockwise until tight. Quickly 
inflated the cuff to 30 mm Hg above the patient’s previously documented 
systolic pressure.  

 
   

Slowly released the pressure bulb valve, allowing the manometer needle to 
fall at a rate of 2 to 3 mm Hg per second.  

    

Noted the point on the manometer when the first clear Krokoff sound was 
heard (systolic BP).  

    

Continued to deflate the cuff gradually, noting the manometer point at 
which all Korotkoff sounds disappeared (diastolic BP).  

    

Listened for 20 to 30 mm Hg after the last sound, and then allowed 
remaining air to escape quickly.  

    

Verbalizes knowledge of normal vs abnormal values.   

If the procedure needs to be repeated due to abnormal value*, waited 5 
minutes before performing the procedure again.  
*If blood pressure is >140/90 and retake is needed, consider having the 
patient leave the arm out of the sleeve so retake can be done without 
the patient having to take their arm out again. 

 

   

Ensures second reading is completed and entered in patient’s 
electronic health record prior to printing of After Visit Summary 
(AVS). 

 
 

Removed the cuff from the patient’s extremity.      

Assisted patient in returning to a comfortable position and returned 
clothing to prior positions.  

    

Cleaned earpieces and diaphragm of stethoscope with an alcohol swab.      

Wiped blood pressure cuff down with Super Sani-Cloth (purple topped 
container), allowing the cuff to air dry. 

  

Performed hand hygiene.      

Documented the patient’s BP in the patient’s record, including the 
patient’s position and side of body reading obtained on.  Report abnormal 
values to the practitioner. Documented in electronic health record “New 
Reading” for each additional measurement. 

 

   

Demonstrates correct use of automated blood pressure device.  Verbalizes 
when an automated device is appropriate.  

  

When providing the patient with their AVS, reviews and ensures 
understanding of hypotension/hypertension information and follow up 
recommendations with patients who have had abnormal readings.  
Addresses patient’s questions/concerns (If MA, forwards patient 
questions to RN or Provider to address). 

 

 

 

Validator Initials: ________ Validator Signature: ___________________________
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IMPROVEMENT STRATEGY #2 
Use a standardized protocol for treating hypertension  

Using standardized, evidence-based treatment protocols in your practice can serve as clinical  
decision support so no opportunities are missed to achieve control.1 Using standardized  
protocols for treating hypertension addresses concerns of inadequate BP accuracy, therapeutic 
inertia and, treatment adherence.2  

Why is this important?  
Hypertension is the most common condition seen in  
primary care and leads to heart attack, stroke, renal  
failure, and death if not detected early and treated  
appropriately. Patients want to be assured that blood  
pressure treatment will reduce their disease burden,  
while clinicians want guidance on hypertension  
management using the best scientific evidence.3  

Tools  
To support implementing this strategy,  
we offer a sampling of tools from high  
performing health systems and clinics  
in Wisconsin, as well as from other  
state and national entities working  
to improve hypertension care and  
outcomes.  

Hypertension Treatment Protocols and Guideline’s  

 • American Heart Association: 2017 Blood Pressure Categories 

 • Target: BP: Hypertension Highlights 2017 

 • Target: BP: M.A.P. Treatment Algorithm 

 • Million Hearts:  BP Hypertension-Protocol  
 • Wisconsin Nurses Association: 2017 ACC-AHA Hypertension Guidelines  

 • ProHeath Care Blood Pressure Management

Hypertension Treatment Workflows  

 • Mercy Health System: “Hypertension Workflow”  

 • UW Health: Blood Pressure Visit Pre-Visit Planning    

 • UW Health: Provider Visit Workflow for Patient with Hypertension Diagnosis  

 • UW Health: Patient Cancellation of Hypertension BP Visit   

 • UW Health: Patient Cancellation of Hypertension BP Visit Reception/Schedulers SmartPhrases
 • UW Health RN Visit SmartPhrase 

References: 
1.   James, P. A., Oparil, S., Carter, B. L., Cushman, W. C., Dennison-Himmelfarb, C., Handler, J., ... & Smith, S. C. (2014). 2014  

evidence-based guideline for the management of high blood pressure in adults: report from the panel members appointed to the  
Eighth Joint National Committee (JNC 8). JAMA, 311(5), 507-520. 

2.   Hanlin, R. B., Asif, I. M., Wozniak, G., Sutherland, S. E., Shah, B., Yang, J., ... & Egan, B. M. (2018). Measure Accurately, Act  Rapidly, 
and Partner With Patients (MAP) improves hypertension control in medically underserved patients: Care Coordination  Institute 
and American Medical Association Hypertension Control Project Pilot Study results. The Journal of Clinical Hypertension,  
1.  doi:10.1097/01.hjh.0000523584.48347.2c 

3.   Treatment Protocols. (n.d.). Retrieved from https://millionhearts.hhs.gov/tools-protocols/protocols.html  
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American Heart Association Blood Pressure Categories

Blood Pressure Categories: https://www.heart.org/-/media/Files/Health-Topics/
High-Blood-Pressure/HBP-rainbow-chart-English.pdf

https://www.heart.org/-/media/Files/Health-Topics/High-Blood-Pressure/HBP-rainbow-chart-English.pdf
https://www.heart.org/-/media/Files/Health-Topics/High-Blood-Pressure/HBP-rainbow-chart-English.pdf
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Target: BP Hypertension Highlights 2017  
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To view the Guideline Hypertension Highlights, download: https://targetbp.org/tools_
downloads/hypertension-highlights/

Highlights: From the 2017 Guideline for the prevention, detection, evaluation and management 
of high blood pressure in adults.

https://targetbp.org/tools_downloads/hypertension-highlights/
https://targetbp.org/tools_downloads/hypertension-highlights/
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Target: BP M.A.P. Treatment Algorithm  

This BP Improvement Program outlines a practical, evidence-based approach to improving BP control  for 
your patients by focusing equally on three critical areas: 

 • Measure blood pressure accurately, every time. 

 • Act rapidly to address high blood pressure readings. 

 • PARTNER with patients, families, and communities to promote self-management and monitor  
progress.  

To learn more, visit: https://targetbp.org/Blood-Pressure-Improvement-Program/Control-BP/  
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Million Hearts – Evidence-based Protocol for Hypertension Treatment   

Million Hearts provides this customizable template that can be tailored to your organization. A  
combination of factors including scientific evidence, clinical judgment, and patient tolerance is  
recommended to set an appropriate blood pressure (BP) goal for each patient. Use treatment  protocols, 
action guides, and other tools to help educate, motivate, and monitor your patients. The  below are 
samples of an available protocol and stakeholder insights document from Million Hearts.  
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Protocol for Controlling Hypertension in Adults1

The blood pressure (BP) goal is set by a combination of factors including scientific evidence, clinical judgment, and patient 
tolerance. For most people, the goal is <140 and <90; however some individuals may be better served by other BP goals. Lifestyle 
modifications (LM)* should be initiated in all patients with hypertension (HTN) and  should be assessed for target organ  

and existing cardiovascular disease. Self-monitoring is encouraged for most patients throughout their care and requesting  
reviewing readings from home and community settings can help in achieving and maintaining good control. For patients with 

hypertension and certain medical conditions, specific medications should be considered, as listed in box on right below.

Re-check and  
review readings  
within 1 †

Re-check and review  
readings in  2†

Re-check and review  
readings in  2†

†2

Medications to consider for 
patients with hypertension and 
certain medical conditions

Coronary artery disease/Post 

Heart failure with reduced EF: 

Heart failure with preserved EF: 

Diabetes: 

Kidney disease:

Stroke or TIA: 

MI: 

t

 BP at goal?

 BP at goal?

Systolic or  diastolic   
(Stage 2 HTN)  
Two drugs preferred: 

LM and

YES

YES

YES

NO

NO

NO

Encourage self-monitoring and 
adherence to meds3 

Advise patient to alert office if 
he/she notes BP elevation or 
side effects

Continue office visits as  
clinically appropriate

Re-check and review  
readings inAddress adherence and advise on self-monitoring 

and request readings from home and other settings 

Consider identifiable causes of HTN and referral to  
HTN specialist1

  

Address adherence, 
advise on self-monitoring, 
and request readings from 
home and other settings

Consider identifiable causes 
of HTN and referral to HTN 
specialist1

* See page two for  
lifestyle modifications

† Re-check interval should  
be based on patient’s risk  
of adverse outcomes                                                    

Systolic r  o diastolic 
(Stage 1 HTN) 

LM as a trial

YE

NO

 BP at goal?

If currently on BP med(s), 
titrate and/or add drug from 
different class

Name of Practice

140-159 90-99

Consider adding thiazide

3 months

>160 >100

Thiazide and ACEI, ARB, or CCB

Or consider ACEI and CCB

2–4 weeks

BB, ACEI

ACEI or ARB, BB (approved for this 
use), ALDO, diuretic

ACEI or ARB, BB (approved for this 
use),  diuretic

ACEI or ARB, diuretic, 
BB, CCB

ACEI or ARB

diuretic, ACEI

Thiazide for most patients or 
ACEI, ARB, CCB, or combo

2–4 weeks

Optimize dosage(s) or add 
additional medications

Optimize dosage(s) or add additional medications

2–4 weeks

The red, italicized text may be modified by the user to provide specific drug names.

https://millionhearts.hhs.gov/files/Hypertension-Protocol.pdf


PreviousPage 

Instructions for use of  the template 
1.   Gather clinical staff  to make consensus decisions about: 

 • Specific medications to be prescribed for most patients with hypertension  
 • Medications to consider for patients with hypertension and certain medical conditions  
 • Starting dosages and dosage increases with each titration 
 • Time intervals for follow-up and titration 

1.   Customize the template by accepting the variables in red or modifying them with other drug names, dosages,  and titration 
 • As needed, develop separate protocols for subpopulations with different treatment goals 

1.   Adopt the protocol across the practice or system and revise it over time to meet the needs of  patients and staff   

Abbreviations 
 • ACEI – Angiotensin-Converting Enzyme Inhibitor 
 • ALDO – Aldosterone Antagonist 
 • ARB – Angiotensin II Receptor Blocker 
 • BB – Beta Blocker   

References   

 • CCB – Calcium Channel Blocker 
 • EF – Ejection Fraction 
 • MI – Myocardial Infarction  
 • TIA – Transient Ischemic Attack  

1 National Heart, Lung and Blood Institute, National Institutes of  Health. The Seventh Report of  the Joint National Committee on   Prevention, 
Detection, Evaluation, and Treatment of  High Blood Pressure - Complete Report.  National Heart, Lung, and Blood   Institute, National Insti-
tutes of  Health. NIH Publication No. 04-5230, 2004. 

2 Jaffe MG, Lee GA, Young JD, Sidney S, Go AS. Improved Blood Pressure Control Associated with a Large-Scale Hypertension   Program. 
JAMA. 2013;310(7);699-705. 

3  Centers for Disease Control and Prevention. Self-Measured Blood Pressure Monitoring: Action Steps for Public Health Practitioners. Atlanta, GA:  
Centers for Disease Control and Prevention, US Dept of  Health and Human Services; 2013. 

Other Resources 
Sacks FM, Svetkey LP, Vollmer WM, et al. Effects on blood pressure of  reduced dietary sodium and the Dietary Approaches to   Stop 
Hypertension (DASH) diet. DASH-Sodium Collaborative Research Group.  N Engl J Med. 2001;344:3-10. 
US Department of  Health and Human Services. 2008 physical activity guidelines for Americans. 2008.   http://
www.health.gov/PAGuidelines. Accessed November 4, 2013. 

Suggested Citation 
Centers for Disease Control and Prevention. Protocol for Controlling Hypertension in Adults. Atlanta, Georgia. 2013.  

PrintForm   SaveForm  CS243702  

Hypertension Protocol Form: https://millionhearts.hhs.gov/files/Hypertension-Protocol.pdf  
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 * Lifestyle Modifications1 (LM)  
Modification Recommendation Approximate SBP**  

Reduction (Range)† †

Weight  reduction Maintain normal body weight (body mass index 18.5–24.9 kg/m2) 5–20 mm Hg/10kg

Adopt DASH††† 
eating plan

Consume a diet rich in fruits, vegetables, and lowfat dairy products with a  reduced 
content of  saturated and total fat

8–14 mm Hg

Dietary sodium 
reduction

Reduce dietary sodium intake to no more than 100 mmol per day (2.4 g sodium or 6 g 
sodium chloride)

2–8 mm Hg

Physical  activity Engage in regular aerobic physical activity such as brisk walking (at least 30 min per 
day, most days of  the week which may be broken into shorter time intervals such as 10 
minutes each of  moderate or vigorous effort)

4–9 mm Hg

Moderation  of  
alcohol  consump-
tion

Limit consumption to no more than 2 drinks (e.g. 24 oz. beer, 10 oz. wine, or 3 oz. 
80-proof  whiskey) per day in most men, and to no more than 1 drink per day in wom-
en and lighter weight persons

2–4 mm Hg

 * SBP – systolic blood pressure†† The effects of  implementing these modifications are dose and time dependent, and could be greater for some individ-
uals†††DASH – Dietary Approaches to Stop Hypertension

http://www.health.gov/PAGuidelines.
http://www.health.gov/PAGuidelines.
https://millionhearts.hhs.gov/files/Hypertension-Protocol.pdf


2820 Walton Commons • Suite 136 • Madison, WI 53718 • 608-221-0383 • Fax 608 221-2788  Info@
wisconsinnurses.org • www.wisconsinnurses.org  

2017 ACC/AHA Hypertension Guidelines  
	• Developed by the American College of Cardiology (ACC) and the American Heart Association (AHA)  
	• Updates the “Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation  

and Treatment of High Blood Pressure” (JNC 7), published in 2003  
	• New Categories of Blood Pressure in Adults  

o  Blood pressures are based on > 2 BP readings taken on > 2 occasions  
o  *Individuals with SBP and DBP in 2 categories should be assigned the higher BP category*   

	• Diagnosing Hypertension  
o  The average of 2 or more blood pressures on 2 or more occasions should be obtained before  

determining a diagnosis  
o  Out of office measurements should be used to confirm the diagnosis of hypertension (either  
24 hour ambulatory blood pressure monitoring or self-measured blood pressure monitoring)  

o  Can help identify patients with masked and white coat hypertension  

	• Accurate Blood Pressure Management – ACC/AHA state for diagnosis and management of 
high BP, proper methods are recommended for accurate measurement and documentation of BP  

o  Use validated, automated upper arm device to measure BP  
o  Use correct cuff size  
o  Ensure patient has an empty bladder  

o  Ensure patient is positioned correctly  
o  If using automated office blood pressure (AOBP), perform > 3 unattended measurements at  

1-2 min intervals. No rest needed before the first measurement  
o  If using attended measurement method, perform > 2 measurements at 1-2 minute intervals.  

Patient should rest quietly for 5 minutes before the first measurement  

	• Common Modifiable Cardiovascular (CVD) Risk Factors in Patient with HTN  
o  Current cigarette smoking, secondhand smoking  
o  Diabetes mellitus  
o  Dyslipidemia/hypercholesterolemia  

- over -   
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Wisconsin Nurses Association ACC/AHA Hypertension Guidelines

www.wisconsinnurses.org


o  Overweight/obesity  
o  Physical inactivity/low fitness  
o  Unhealthy diet  

	• Non-Pharmacological Treatment for Hypertension  
o  Weight loss  
o  Healthy diet: dietary approaches to stop hypertension (DASH)  
o  Reduced sodium intake (<1500 mg/day)  
o  NEW: Enhanced intake of dietary potassium (goal 3,500-5,000 mg/day)  
o  Not for use in patients with chronic kidney disease  
o  Physical activity  
o  Moderate alcohol intake (< 2 drinks daily for men and < 1 drink daily for women)  

	• Blood Pressure Goal for Patients with Hypertension  
o  For adults with confirmed hypertension and known CVD or 10-year ASCVD event risk of 10%  

or higher a BP target of less than 130/80 mm Hg is recommended   
o  For adults with confirmed hypertension, without additional markers of increased CVD risk, a  

BP target of less than 130/80 mm Hg may be reasonable  

	• Self-Measured Blood Pressure (SMBP)  
o  New guidelines recommend out-of-office blood pressure measurements  

o  Used to confirm diagnosis of hypertension  

o  Assists in preventing misdiagnosis of white coat HTN  

o  Used when titrating blood pressure lowering medications  

o  Always provide instruction to patients on what to do if readings are outside desired range  

o  Always perform SMBP in conjunction with telehealth counseling or clinical interventions  

o  Go to Target: BP website for full set of tools and downloads:  https://targetbp.org/blood- 
pressure-improvement-program/patient-measured-bp/  

	• Pharmacological Approaches are varied  
o  Diuretics  
o  Beta-blockers  
o  ACE inhibitors & ARB (angiotensin receptor blockers)  
o  Calcium channel blockers  
o  Alpha blockers  
o  Peripheral Adrenergic inhibitors  

o  Vasodilators  
o  Central agonists  

	• Suggested Pharmacological Approaches Specific to Medical Conditions  
o  Coronary Artery Disease and Post MI: Beta blockers, ACE inhibitors  
o  Heart Failure with preserved ejection fraction: ACE Inhibitor or ARB, Beta blockers, Diuretics  
o  Heart Failure with reduced EF: ACE Inhibitor or ARB, Beta blockers, Aldosterone, Diuretics  
o  Diabetes: ACE Inhibitor or ARB, Beta blockers, Calcium channel blockers  
o  Kidney disease: ACE Inhibitors or ARB  
o  Stroke or TIA: Diuretic, ACE Inhibitors  

Prepared by Linda Murakami, RN, MSHA (AMA) & Pam Myhre RN, APNP, CDE for Wisconsin Nurses Association. April, 2018   
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ProHealth Care Blood Pressure Management

PHC Blood Pressure Management

• Promote 
optimal 
lifestyle habits 
/ management

• No further 
intervention 
needed at 
this time

• Reassess 
annually 

• Promote 
optimal 
lifestyle habits / 
management

• Reassess in
6-12 months

• Promote optimal lifestyle habits/ 
management 

• Follow second
BP protocol

• Screen for and manage other 
modifiable CVD Risk factors 

• Consider confirming diagnosis 
of hypertension utilizing out of 
office blood pressure readings 
if possible or healthcare 
documented readings from 
different days

• Use Smart Tools to assess 
for 10-year ASCVD Risk and 
consider family history

• If ASCVD Risk of ≥ 10% AND 
average SBP ≥130 or DBP 
≥80, and confirmed with outside 
blood pressure readings if 
possible, strongly recommend 
starting pharmacological 
intervention and reassess BP in 
1 month.

• If ASCVD Risk of < 10% AND 
average SBP ≥130 or DBP ≥80, 
reassess BP in 6-12 months

• Consider White Coat, 
Secondary, and Masked 
hypertension (see CPG for 
details)

• If secondary HTN workup 
positive, referral to provider with 
expertise may be reasonable

• Promote optimal lifestyle habits/ management
• Follow second BP protocol
• Screen for and manage other modifiable CVD Risk 

factors 
• Consider confirming diagnosis of hypertension utilizing 

out of office blood pressure readings if possible or 
healthcare documented readings from different days

• Consider starting antihypertensive therapy without 
confirming out of office blood pressure readings based 
on clinical situation and degree of blood pressure 
elevation

• Use Smart Tools to assess for 10-year ASCVD Risk 
and consider family history

• Start pharmacological intervention with SBP ≥140 or 
DBP ≥90 

• Consider starting two medications 
from different classes if stage 2 hypertension and 
average BP is 
20/10 mm Hg above established goal

• If goal not reached within 1 month, increase initial med 
or add 2nd med

• Do not use ACEI and ARB together in
same patient 

• Referral to HTN specialist is recommended when BP 
goal cannot be achieved

• If BP not at goal, follow up monthly
• If BP at goal, follow up at 6 months (may consider 

follow up at 12 months if remains consistently at goal) 
• Consider White Coat, Secondary, and Masked 

hypertension (see CPG for details)
• If secondary HTN workup positive, referral to provider 

with expertise may be reasonable

• If B/P is ≥180/≥120 and asymptomatic 
 - Follow 2nd BP protocol
 - Provider completes clinical evaluation and 
diagnostic workup per their discretion with 
consideration of EKG and creatinine(BMP)
 - If patient is high-risk and clinical evaluation and/
or results warrant ED evaluation, undertake 
shared decision making with patient and consider 
transfer to ED
 - If patient is low-risk and clinical evaluation 
and/or results do not warrant ED evaluation, 
undertake shared decision making with patient 
regarding appropriate BP management/treatment 
and prepare for discharge to home with close 
follow-up
 - Transfer to ED if presence of acute target
organ injury**

• If B/P is ≥180/≥120 and symptomatic 
 - Follow 2nd BP protocol
 - Provider completes clinical evaluation and 
diagnostic workup per their discretion with 
consideration of EKG 
 - If evaluation and results warrant ED evaluation, 
undertake shared decision making and transfer 
to the ED

• Transfer to ED if presence of acute target
organ injury** 

**Such as, but not limited to: encephalopathy, 
cerebrovascular or cardiovascular events, pulmonary 
edema, renal injury, or aortic dissection

<120/<80
Normal

120-129/≥80
Elevated

*130-139/80-89
Stage 1

*≥140/90
Stage 2

≥180/120

*Rule out white coat and masked hypertension
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Mercyheatlh Hypertension Workflow  
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Sample Merchyealth Heart Magnet 
Indicator placed on the door to 
inform the provider and the team a 
blood pressure recheck is required.
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UW Health Blood Pressure Visit Pre-Visit Planning  
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65 
 

Section Five:  Hypertension Workflows 

HTN Provider Visit 

3. Is 2nd

BP         or 
patient specific 

goal?

5. Add 2 week 
follow-up with 
MA to follow-

up section 

8. Does provider want a 
different follow-up date 

or type of visit?

9. Send patient to 
Check-Out 

1. MA completes 
rooming process 

with patient/checks 
2nd BP

4. Is the patient 
currently monitoring 
their blood pressure 

at home?

7. Patient 
sees provider

4 a. See Home BP 
Workflow

YES

YES NO

NO

Blood Pressure Readings and Goals

Recheck Blood Pressure
If reading        

Blood Pressure Goal
<140/90 per Diagnosis and Management 
of Hypertension – Adult – Ambulatory 
Clinical Practice Guideline 
 or 
Provider specified patient goal

2. Is 2nd BP >180/
110?

NO

2a. Add 2 week follow up 
with provider in follow-up 

section
YES

6. Communicate 
elevated BP to 

provider
(Follow clinic 
documented 

plan)

11. Can appointment 
be scheduled in 2-4 

weeks?

12. PSR complete Check-Out 
process and schedule follow 

up visit if needed

YES 11b. Send Telephone 
encounter to RN pool(where 
appointment is scheduled)  
to ensure agreement with 
scheduled appointment

3a. Patient sees 
Provider and follow 

up determined

11a.Schedule 
appointment when 

available or per 
patient preference 

10. Is patient willing 
to schedule 

appointment?

YES

10a.Send patient 
reminder message and 
outreach patient in 2-3 

days to schedule 
appointment**

NO

* If patient goes past Check-Out, Reception will review 
DAR at end of day and follow Check-Out workflow

**If unable to reach patient, create Telephone 
Encounter, documenting attempts and routing to 
Reception pool.  Reception will attempt to outreach/
schedule patient for appointment 3 times.  If unable to 
schedule patient, message will be routed to RN/RN CC 
pool

Note:  If patient would like to report blood pressure via 
MyChart see Patient-Reported Information MyChart 
Monitoring on U-Connect

(Exclusion Criteria:  ESRD, Pregnancy, Hospice, Nursing Home, General 
Pediatrics and Adolescent Medicine)

ROLES: MA  Role Provider 
Role

RN/RNCC 
Role Patient Role

Patient Scheduling 
Representative 

(PSR)

Care Model Design
Workflow: Provider Visit for Patient with HTN Diagnosis (only for patients 18-85 yo)
Role: MA, Provider, Patient Scheduling Representative
Care Model Segment: Visit
HL Amb Operations- Last Updated:  2/23/2022

8a. Change BP 
follow up 

appointment in 
follow up section
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UW Health Provider Visit Workflow for Patient with Hypertension Diagnosis   
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UW Health Patient Cancellation of Hypertension BP Visit    
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HTN- Patient Cancellation of BP Visit 

2. Cancel 
appointment per 

patient request and 
offer to reschedule 
appointment within 

2 weeks

6. Create Telephone 
encounter and 

document using 
.bpcancellation and  
send to Team RN or 
RNCC In Basket pool

5. Can appointment 
be rescheduled within 

2 weeks?

5a. Reschedule 
HTN/BP visit

8. Call patient to 
determine why patient 

does not want to 
reschedule 

hypertension visit; assist 
patient in overcoming 

barriers; educate 
patient on importance 
of regular follow-up for 

hypertension
Yes

9. Is 
appointment able 
to be scheduled 

within 2 
weeks?

9a. Reschedule HTN/
BP visit and close 

encounter

Yes

10. Send Telephone 
encounter to 
provider as 

notification of 
hypertension/BP 
visit cancellation

11. Provider reviews 
Telephone 

encounter and 
communicates plan 

to RN/RNCC

12. RN/RNCC 
communicates plan to 
patient via phone and 

closes encounter

3. Call patient and 
offer to reschedule 
appointment within 

2 weeks*

NO

*If patient is not reachable, 3 attempts will be made and letter sent to patient asking them to 
contact the clinic.

1. Patient Cancels 
visit for HTN/BP Follow-up 
(Provider or Allied Health 

Visit)

4. Reply to patient via 
MyChart message, 

requesting patient to 
reschedule using 

.mycbpreschedule. 
Keep message in the In 

Basket

4a. Did patient 
reschedule HTN/BP Follow-

up within 48 hours?

4b.  Done  MyChart 
message from In 

Basket

7. Follow clinic 
process to fit 

patient in within 2 
weeks

MyChart

Telephone

Auto Reminder

YES

Clinic Availability

Patient Preference

NO

NO

ROLES: MA  Role Provider 
Role

RN/RNCC 
Role Patient Role

Patient Scheduling 
Representative 

(PSR)

Care Model Design
Workflow: Patient Cancellation of Hypertension/BP Visit
Role: Patient Scheduling Representative, RN, Provider
Care Model Segment: Between-visit
HL Amb Operations- Last Updated:  2/23/2022

 



.BPCANCELLATION 
 • Patient canceled Blood Pressure  

appointment. 
 • Unable to reschedule due to:  

{ptbpcancelreason:28437}.  

.MYCHBPRESCHEDULE  
 • As requested we have canceled your Blood Pressure  

follow up appointment. It is important for your health that 
we reschedule within the next two weeks. Please call the 
clinic to reschedule.  

 • If we have not heard from you in 48 hours, we will contact 
you by phone.  
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UW Health RN Visit SmartPhrase  

Continued on the next page  
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RN Visit SmartPhrase 

.SBARRNBPCHECK 

Situation 
Patient presents for blood pressure check {BP Check Per Provider/Patient:22828} 
BP: 123/76 
Pulse: 87  
Blood Pressure reading today is: {AT GOAL/NOT AT GOAL:18231} 
 
Background 
Patient recently had {pilot patient history:28933} 
 
Patient checks BP at home: {BP Check at Home:30294} 
 
Vitals: 
 06/22/17 1044 09/07/17 0934 10/02/17 1030 10/05/17 0823 
BP: 151/72 134/76 137/65 123/76 
Pulse: 72 76 76 87 
 
No results found for this basename:  k:1 
No results found for this basename:  cret:1 
No results found for this basename:  NA 
 
Assessment  
Recent caffeine/alcohol/tobacco use 30-60 min prior: {YES/NO:64} 
Current stressors or reasons BP may be elevated today:  *** 
Is the patient taking medication for blood pressure control? {YES, NO, WILD - BPCHECK:34073} 
 
Current Outpatient Hypertension Prescriptions  
 

  
 
 

 furosemide (LASIX) 20 MG tab  (Taking) Take 20 mg by mouth one time daily. 
 lisinopril (PRINIVIL, ZESTRIL) 5 MG tab  

(Taking) 
Take 2.5 mg by mouth 2 times daily. 

 
 
Any Medication Related Symptoms:  
Symptoms/Pertinent Negatives: 
Edema: {Yes/No Default:21737::"No"} 
Chest pain:  {Yes/No Default:21737::"No"}. 
Dyspnea:  {Yes/No Default:21737::"No"}. 
Headache:  {Yes/No Default:21737::"No"}. 
Vision changes:  {Yes/No Default:21737::"No"}. 
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Dizziness/lightheadedness:  {Yes/No Default:21737::"No"}.
 
Recommendations: 
The following recommendations were discussed with the patient and she verbalized 
understanding. 
 {RN BP Recommendation:31482} 

 
Nurse Follow Up 
 {BPFollowUp2:34074} 

 
Questions for Provider   
1. {BP Recommendations:31476::"***"} 
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IMPROVEMENT STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative  education 
and/or self-management and lifestyle change in patients with hypertension  

Provide ongoing, collaborative education and/or self-management and lifestyle change to 
patients with hypertension  

Why is this important?  
Effective communication for patients with chronic  
conditions, such as Hypertension, is an important  
aspect and requires collaboration among all members  
of healthcare team. Patient-centered communication  
contributes the promotion of healing relationships, the  
exchange of comprehensible information, support for  
patients’ emotional reactions during illness, treatment, 
and  recovery, aids patients and their families to manage 
health  related uncertainty, involve patients in the 
decision-making  process, and activates patient self-
management. 1  

Tools 
To support implementing this  
strategy, we offer a sampling of 
tools  from high performing health 
systems  and clinics in Wisconsin, 
as well as  from other state and 
national entities  working to 
improve hypertension  care and 
outcomes.  

Patient Education Self-Management, and Lifestyle Change Materials from Providers 
 • Wisconsin Department of Health Services: BP Wallet Card  
 • Mercyhealth System: Blood Pressure Record – Wallet Card  
 • Mercyhealth System: High Blood Pressure Patient Education Handout 
 • Mercyhealth System: Smart Phrase – Hypertension Education 
 • ProHealth: After Visit Summary – Ambulatory Blood Pressure Check 
 • UW Health: Healthy Changes: Setting Goals and Making Plans 

Provider and Clinical Staff Collaborative Communication Resources  
 • Agency for Healthcare Research and Quality (AHRQ) Coaching Patients for 

Successful Self-Management 
 • Agency for Healthcare Research and Quality (AHRQ) AHRQ Health Literacy Toolkit 

 • AHRQ Use the Teach-Back Method – Tool #5 
 • Always Use Teach-back! Training Toolkit 
 • American Medical Association STEPS Forward™ Implementing Health Coaching 
 • American Medical Association STEPS Forward™ Listening with Empathy 
 • Million Hearts Supporting Your Patients with High Blood Pressure Visit Checklist 
 • Preventive Cardiovascular Nurses Association (PCNA): Cardiac Nursing Continuing    

Education 

Reference:
1.   Kourakos, M., Fradelos, E. C., Papathanasiou, I. V., Saridi, M., & Kafkia, T. (2017). Communication as the Basis of Care for Patients  

with Chronic Diseases. American Journal of Nursing, 7(3-1), 7-12. doi: 10.11648/j.ajns.s.2018070301.12  
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education and/or self-management and lifestyle change in patients with 
hypertension  

Wisconsin Department of Health Services: BP Wallet card  

To access, please visit: https://www.dhs.wisconsin.gov/library/p-02102.htm  
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Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

Mercyhealth System: Blood Pressure Record  
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Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

Mercyhealth System: High Blood Pressure Patient Education Handout  
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Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

.HTNEDU 
“High Blood Pressure” handout (5333517) reviewed with patient and  
a blood pressure record with instructions was given to the patient. All  
questions were answered and the patient verbalized understanding 

For Patients With High Blood Pressure We Recommend 
 • Physical activity for 40 minutes, three to four days per week. 

 • Maintain or achieve a normal body weight. 

 • Limit dietary sodium (salt) to 1500mg (less than one teaspoon) per day. 

 • Read food labels on packaged and canned foods for salt content. 

 • Consume a diet rich in vegetables, fruits, lean meats, and low fat dairy  
products. 

 • Limit alcohol to no more than one to two drinks per day. 

 • Limit caffeine intake. 

 • NO tobacco use of any kind. 

 • Some over the counter medications can raise your blood pressure.  
Discuss with provider or pharmacist. 

 • Take your medications every day as prescribed. 

 • Make sure you order refills before you run out of medication. 

 • Keep your appointments with your healthcare provider.  

Mercyhealth System: Smart Phrase – Hypertension Education  
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TOOLS FOR STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

ProHealth After Visit Summary – Ambulatory Blood Pressure Check  
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education and/or self-management and lifestyle change in patients with 
hypertension  

UW Health: Getting to Goal: Making Lifestyle Changes That Stick
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Getting to Goal: Making Lifestyle Changes That Stick 
 
Why set goals?  
Improving your health starts with goals and 
a conversation with your health care team. 
Setting goals helps you focus on what is 
most important to you. Making a plan to 
reach those goals helps you take things step 
by step. Small successes give you 
confidence and leads to more success. 
Imagine how you will feel when you reach 
your goals!  
 
How to Prioritize Goals  
The first step is to prioritize your goals. 
Think about these questions when deciding 
what to do first. 

• What change(s) am I most willing to 
make? 

• What change(s) will have a clear 
reward?  

• What change(s) can I fit into my 
lifestyle with the least disruption?  

• What change(s) will be the most 
realistic given my situation?  

 
Setting Specific and Realistic Goals  
Reaching goals lets you know if you are 
making progress. It can be helpful to start 
off with a small, more reasonable goal. This 
will give you the confidence to tackle those 
larger goals in the future.  

• Make a list of areas to work on. 
• Pick one area that is workable. 
• Think about what is changeable and 

not changeable. 
• Break the goal into smaller, specific 

parts. 
• Write a plan for how you will reach 

the goal over the next several weeks 
and months. 

 

The 90% Confidence Rule 
Do not expect to be perfect every day of the 
week. This will set you up for failure. Use 
the 90% confidence rule to decide whether 
your goal is realistic. Here is how it works: 
If you are not 90% sure that you can reach 
that smaller goal within two weeks, you 
have set the goal too high. Make it easier.  
 
How to Set Smart Goals 
Use the SMART goal setting system to help 
set precise goals. A well-defined goal allows 
you to track your progress and answer the 
question, “Did I achieve this goal?” 
 
S = Specific  
Example: “I will lift a can of soup 5 times 
with each arm, 2 times a day at least 3 days 
a week. 
M = Measurable  
Example: “I will spend 30 minutes visiting 
with my sister in person or on the phone 
every Monday.” 
A = Achievable  
Example: “I will exercise by walking 5 
minutes at least 3 days a week.” 
R = Relevant  
Example: “I will practice 10 minutes of 
meditation at least 3 days a week.” 
T = Time-based  
Example: “For the next week, I will prepare 
at least 1 meal for my family.” 
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My Personal Smart Goals 
Use the SMART goal setting system to set 
your own goals. Start by making small 
changes one step at a time. Remember, 
anything you do today towards your goals is a 
step in the right direction.  
 
1st Goal:     
      
      
      
      
       
 
2nd Goal:     
      
      
      
      
    ___   
 
3rd Goal:     
      
      
      
      
       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Your health care team may have given you this information as part of your care. If so, please use it and call if you 
have any questions. If this information was not given to you as part of your care, please check with your doctor. This 
is not medical advice. This is not to be used for diagnosis or treatment of any medical condition. Because each 
person’s health needs are different, you should talk with your doctor or others on your health care team when using 
this information. If you have an emergency, please call 911. Copyright © 5/2020 University of Wisconsin Hospitals 
and Clinics Authority. All rights reserved. Produced by the Department of Nursing. HF#7164. 
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Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension 

Agency for Healthcare Research and Quality (AHRQ) – Health Literacy Univeral 
Precautions Toolkit, 2nd Edition 

AHRQ--Agency for Healthcare Research and Quality:  
Advancing Excellence in Health Care Health Literacy  
Universal Precautions Toolkit, 2nd Edition 

https://www.ahrq.gov/health-literacy/improve/
precautions/toolkit.html

Use the Teach-Back Method – Tool #5 
Regardless of a patient’s health literacy level, it is  
important that staff ensure that patients understand  
the information they have been given. The teach-back  
method is a way of checking understanding by asking  
patients to state in their own words what they need to  
know or do about their health. It is a way to confirm that  
you have explained things in a manner your patients  
understand. The related show-me method allows 
staff  to confirm that patients are able to follow specific  
instructions (e.g., how to use an inhaler).  

The teach-back and show-me methods are valuable  tools 
for everyone to use with each patient and for all  clinic 
staff to use. These methods can help you: 

 • Improve patient understanding and adherence 

 • Decrease call backs and canceled appointments 

 • Improve patient satisfaction and outcomes 

Fact  
Studies have shown that 40-80% of the medical  
information patients are told during office visits  
is forgotten immediately, and nearly half of the  
information retained is incorrect. 

  
https://www.ahrq.gov/health-literacy/improve/
precautions/tool5.html
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TOOLS FOR STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

10 Elements of  Competence for Using Teach-back Effectively 

1. 1.  Use a caring tone of  voice and attitude. 

2. 2.  Display comfortable body language and make eye contact. 

3. 3.  Use plain language. 

4. 4.  Ask the patient to explain back, using their own words. 

5. 5.  Use non-shaming, open-ended questions. 

6. 6.  Avoid asking questions that can be answered with a simple yes or no. 

7. 7.  Emphasize that the responsibility to explain clearly is on you, the provider. 

8. 8.  If  the patient is not able to teach back correctly, explain again and re-check. 

9. 9.  Use reader-friendly print materials to support learning. 

10. Document use of  and patient response to teach-back. 

What is Teach-back? 

l A way to make sure you—the health care provider—explained information clearly. It is not a
test or quiz of  patients. 

l Asking a patient (or family member) to explain in their own words what they need to know
or do, in a caring way. 

l A way to check for understanding and, if  needed, re-explain and check again. 

l A research-based health literacy intervention that improves patient-provider communication
and patient health outcomes1. 

1 Schillinger, 2003  

Always Use Teach-back! Training Toolkit  

Always Use Teach-back!  http://teachbacktraining.org/home
The purpose of this toolkit is to help all health care providers learn to use teach-back—every time  
it is indicated—to support patients and families throughout the care continuum, especially during  
transitions between health care settings. The toolkit combines health literacy principles of plain  
language and using teach-back to confirm understanding, with behavior change principles of  
coaching to new habits and adapting systems to promote consistent use of key practices.  

HYPERTENSION, STRATEGY#3 | 69

10 Elements of Competence for Using Teach-back Effectively: http://
higherlogicdownload.s3.amazonaws.com/HEALTHLITERACYSOLUTIONS/b33097fb-8e0f-4f8c-
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Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

American Medical Association STEPS Forward™ Implementing Health Coaching  

Help patients take charge of their health, and foster healthier patients with better outcomes. 
CME  Credits: 0.5  
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Health Coaching, Help Patients Take Charge of Their Health: 

https://edhub.ama-assn.org/steps-forward/module/2702562 

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/health-coaching
https://edhub.ama-assn.org/steps-forward/module/2702562 
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 


TOOLS FOR STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative  
education and/or self-management and lifestyle change in patients with 
hypertension  

American Medical Association STEPS Forward™ Listening with Empathy  

Save time, communicate more effectively and improve patient and provider satisfaction. 
CME  Credits: 0.5  
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Empathetic Listening, Honor the Patient Expierence Crisis: 

https://edhub.ama-assn.org/steps-forward/module/2702561

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/empathetic-listening
https://edhub.ama-assn.org/steps-forward/module/2702561
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 
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Million Hearts Supporting Your Patients with High Blood Pressure Visit Checklist  
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Supporting Your Patients with High Blood Pressure, Visit Checklist: https://million-
hearts.hhs.gov/files/TipSheet_HCP_Checklist.pdf

https://millionhearts.hhs.gov/files/TipSheet_HCP_Checklist.pdf
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education and/or self-management and lifestyle change in patients with 
hypertension  

Preventive Cardiovascular Nurses Association (PCNA): Cardiac Nursing Continuing Education
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Visit the site to find out more about available courses: https://pcna.net/
professional-development/online-learning/

https://pcna.net/professional-development/online-learning/
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IMPROVEMENT STRATEGY #4 
Medication adherence resources  

Adherence to chronic disease management and treatment plans is a critical facet of im-
proving  health outcomes, quality of life, and of achieving cost-effective health care.1   

Why is this important?  
According to World Health Organization  
“increasing adherence may have a greater 
effect  on health than improvements in 
specific medical  therapy.” With an average 
adherence rate of  only 50% among patients 
with chronic diseases,  non-adherence 
is a serious challenge to chronic  disease 
management.1  

Tools  
To support implementing this 
strategy,  we offer a sampling of 
tools from high  performing health 
systems and clinics  in Wisconsin, 
as well as from other state  and 
national entities working to improve  
hypertension care and outcomes.   

Adherence Resources 

 • American Heart Association/American Medical Association Target: BP Medication 
Adherence  Resources 

 • “How Do I Manage My Medicines?”
 • “Questions to Ask Your Doctor”
 • “What is High Blood Pressure Medicine?”

 •  American Medical Association: STEPS Forward™ Embedding Pharmacists Into the 
Practice 

 • American Medical Association: STEPS Forward™ Medication Adherence 
 • Centers for Disease Control (CDC): Using a pharmacists’ Patient Care Process to 

Manage High Blood Pressure: A Resource Guide for Pharmacists  
 • Million Hearts: Medication Adherence 
 • The Wisconsin Pharmacy Quality Collaborative / Pharmacy Society of Wisconsin   

            Adherence Toolkit

References 
1.   Hamine, S., Gerth-Guyette, E., Faulx, D., Green, B. B., & Ginsburg, A. S. (2015). Impact of mHealth chronic disease management  

on treatment adherence and patient outcomes: a systematic review. Journal of medical Internet research, 17(2). Available at:  
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4376208/  
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Medication adherence resources  

American Heart Association/American Medical Association Target: BP - Medication 
Adherence Resources - “How Do I Manage My Medicines?”

Target: BP provides the latest tools and resources for patients and providers.  To learn more about the  
Target BP program, visit: https://targetbp.org/  

Medication Adherence – Here is a sample resource to support patient adherence:  

How do I Manage My Medicines? 
FAQs about taking blood pressure medication, with a chart to help track medication use. 

To download, visit:  https://targetbp.org/tools_downloads/how-do-I-manage-my-
medicines/  
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Medication adherence resources  

Questions to Ask Your Doctor 
Patients often have questions but aren’t sure how to ask. This handout can help. 

To download, visit:  https://targetbp.org/tools_downloads/high-blood-pressure-questions-to-ask-
your-doctor/  
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American Heart Association/American Medical Association Target: BP - Medication 
Adherence Resources - “Questions to Ask Your Doctor”

https://targetbp.org/tools_downloads/high-blood-pressure-questions-to-ask-your-doctor/
https://targetbp.org/tools_downloads/high-blood-pressure-questions-to-ask-your-doctor/


TOOLS FOR STRATEGY #4 
Medication adherence resources  

What is High Blood Pressure Medication?  
The medicines prescribed to help lower blood pressure and their possible side effects. 

To download, visit:  https://targetbp.org/tools_downloads/what-is-high-blood-pressure-medicine/  
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American Heart Association/American Medical Association Target: BP - Medication 
Adherence Resources - “What is High Blood Pressure Medicine?”

https://targetbp.org/tools_downloads/what-is-high-blood-pressure-medicine/
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Medication adherence resources  

American Medical Association: STEPS Forward™ Embedding Pharmacists Into  
the Practice  

Collaborate with pharmacists to improve patient outcomes. 
CME Credits: 1.0  
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Embedding Pharmacists Into the Practice:
https://edhub.ama-assn.org/steps-forward/module/2702554

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/embedded-pharmacists
https://www.stepsforward.org/modules/embedded-pharmacists
https://edhub.ama-assn.org/steps-forward/module/2702554
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Medication adherence resources  

American Medical Association: STEPS Forward™ Medication Adherence  

Improve the health of your patients and reduce overall health care costs. 
CME Credits: 0.5  
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Embedding Pharmacists Into the Practice:
https://edhub.ama-assn.org/steps-forward/module/2702595

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/medication-adherence
https://edhub.ama-assn.org/steps-forward/module/2702595
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Using the Pharmacists’ Patient Care Process  to 
Manage High Blood Pressure:  
A Resource Guide for Pharmacists   

TOOLS FOR STRATEGY #4 
Medication adherence resources  

Centers for Disease Control (CDC): Using a pharmacists’ Patient Care Process to  
Manage High Blood Pressure: A Resource Guide for Pharmacists  

CDC promotes involvement of pharmacists to manage hypertension  

To download, visit: https://www.cdc.gov/dhdsp/pubs/docs/pharmacist-resource-
guide.pdf  
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Million Hearts: Medication Adherence  

Numerous strategies, including educating patients, simplifying treatment, and coordinating patient  
care across the health care team, can improve adherence. To view available resources, visit: 
https://millionhearts.hhs.gov/tools-protocols/medication-adherence.html#FT

Here’s a sample of resources you will find:  

A Medication Adherence Video: Help Patients Take Blood Pressure Medicine As Directed 
One major cause of ineffective blood pressure control is poor medication adherence, or patients  
not taking their medications at the right time and in the right amount. Learn strategies to help your  
patients improve their blood pressure control.      

Watch the video (English)        Watch the video (Spanish)  

High blood pressure (hypertension) is one of the leading causes of heart disease, stroke, kidney  disease, 
and death in the United States. One major cause of poor blood pressure control is not taking  medications 
at the right time and in the right amount. Learn the steps you can take to help you or  your loved ones. 

Watch the video (English)          
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Tips For Taking Blood Pressure Medication as Directed

https://millionhearts.hhs.gov/tools-protocols/medication-adherence.html#FT 
https://www.youtube.com/watch?v=J_qVaO9pnqY
https://www.youtube.com/watch?v=Z86xES9VUDQ
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https://youtu.be/jyzjgIXTKzE
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Improving Medication Adherence Among Patients with Hypertension 
Medication adherence is critical to successful hypertension control for most patients. Find out how  
you can help. 

To download, visit: https://millionhearts.hhs.gov/files/TipSheet_HCP_MedAdherence.pdf  
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Clinical Toolkit Material: https://www.pswi.org/Resources/Toolkits-Manuals/PSW-Clinical-
Pocketbook-Toolkits

TOOLS FOR STRATEGY #4 
Medication adherence resources  

Pharmacy Society of Wisconsin (PSW) Medication Adherence Toolkit 

The Wisconsin Pharmacy Quality Collaborative (WPQC), an initiative of the Pharmacy Society of  
Wisconsin (PSW) is a network of accredited pharmacies that provide Comprehensive Medication Review 
Services statewide to eligible, high risk Medicaid members, and to low income older adults  in Dane 
County through the United Way of Dane County. PSW has developed 12 toolkits, including a Medication 
Adherence Toolkit. Each toolkit contains pertinent clinical guidelines, medication review strategies and 
clinical pearls for managing medications for patients with chronic conditions.     

PSW website: http://www.pswi.org/ 

Testimonial 

“We routinely employ the concepts and tenets of medication therapy adherence management that  
are organized and summarized in PSW’s WPQC Adherence Pocket Toolkit. Medication adherence is  
crucial to the health outcomes of our patient population. Utilizing evidence-based interventions in a  
process-focused manner is the best way to assure a pharmacist is able to maximize his or her impact on a 
patient’s ability to maintain adherence to medications. The PSW Adherence toolkit provides a systematic 
approach to assess a patient’s medication adherence and successfully intervene to  maximize success. 
We recommend all of our student pharmacists and residents to keep the pocket  toolkit handy and to 
reference it often. We also encourage our experienced pharmacists to review  the toolkit material and 
actively work to engage the principles in their day-to-day practices.” PSW  Pharmacist Member  
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The Adherence Toolkit addresses the components of  
successful communication for guiding patient education: 

S – System Based Barriers 

M – Motivation  

U – Understanding/Health Literacy  

R – Recall  

F – Financial  

And is accompanied by Adherence Toolkit Supplemental Materials: 

1. The Adherence Encounter Structure – at a glance flowchart on how to structure a 
conversation/encounter Making the Most of my Medications

2. Assess & Address in 5 Minutes or Less

3. Solve & Involve

4. Resources to Help with My Medication Plan

5. My Medication Plan

6. My Medication Plan & Resources (word document)

7. Adherence Follow-Up Documentation

8. Adherence Follow-Up Guide

To order toolkits, please visit the PSW Store at: https://www.pswi.org/Resources/
Toolkits-Manuals/PSW-Clinical-Pocketbook-Toolkits 
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http://pswi.org/Resources/PSW-Adherence-Competence-Collaborative/Resources-for-Your-Practice/Adherence-Toolkit-Supplemental-Material
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Adherence Encounter Structure.pdf?ver=2016-08-18-180645-437
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/MAking the most of my meds.pdf?ver=2016-08-18-180645-610
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Assess and Address.pdf?ver=2016-08-18-180645-470
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Solve and Involve.pdf?ver=2016-08-18-180646-263
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Resources to help with my medication plan.pdf?ver=2016-08-18-180646-060
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/My Medication Plan.pdf?ver=2016-08-18-180645-593
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Resources and MedPlan.doc?ver=2016-09-12-163151-753
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Adherence Follow Up Doc.pdf?ver=2016-08-18-180645-470
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Adherence follow up guide.pdf?ver=2016-08-18-180645-703
http://www.pswi.org/PSW-Store/toolkits
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IMPROVEMENT STRATEGY #5 
Engaging and empowering the team  

Some of the most effective models for treatment of hypertension includes taking a  
multidisciplinary, patient centered approach for the detection, referral, and follow up, 
which  includes expanding the roles of nurses to include hypertension management.  

Why is this important? 
The RN can play a significant role in the management  
of hypertension in an ambulatory setting by assessing  
patient readiness and understanding of a diagnosis 
of high  blood pressure, providing education about 
treatment and  conditions, actively engaging patients 
in their care through  shared decision making, and by 
providing follow up and  reinforcement of behavior 
change and treatment plans. 1  

Tools  
To support implementing this  
strategy, we offer resources 
from  health systems and 
clinics in  Wisconsin, as well 
as from other  state and 
national entities working  to 
improve hypertension care and  
outcomes.   

Follow up RN Nurse visits for blood pressure checks and rechecks   
 • American Medical Association: STEPS Forward™  

 • Building a Patient Experience Program 
 • Creating the Organizational Foundation for Joy in Medicine 
 • Implementing Team-Based Care 

 • Aspirus Engagement & Empowerment Plan 
 • UW Helath 

 • UW Health Delegation Protocol: Primary Care Expanded Antihypertensive 
Medication Management 

 • UW Health RN/MA Blood Pressure Appointment Workflows 
 • UW Health RN/RN Care Coordinator (RNCC) Blood Pressure Recheck Appointment 

Workflows 
 • UW Health RN Blood Pressure Check Smartphrase 

 • Wisconsin Nurses Assocition: Using Patient-Centered Team-Based Care to Improve 
Hypertension Prevention, Detection, and Management in Wisconsin 

Reference: 
1.   Himmelfarb, C. R. D., Commodore-Mensah, Y., & Hill, M. N. (2016). Expanding the role of nurses to improve hypertension care  

and control globally. Annals of global health, 82(2), 243-253.  
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TOOLS FOR STRATEGY #5 
Engaging and empowering the team  

American Medical Association: STEPS Forward™ Building a Patient Experience  
Program  

Develop a patient experience program to improve your practice and increase satisfaction among  patients 
and caregivers. Enhancing the experience of patients and their loved ones is crucial in  today’s health care 
environment. Patients make choices based on how you make them feel, not just  the quality of clinical 
care you are providing. A comprehensive patient experience strategy relies on  team engagement to 
create a culture of empathy in the practice that is palpable to patients. Building  a patient experience 
program is not only important for improving patient satisfaction, but can also be  a rewarding activity for 
your practice. 

CME Credits: 0.5  

HYPERTENSION, STRATEGY#5 | 88

Building a Patient Expierence Program: 

https://edhub.ama-assn.org/steps-forward/module/2702560

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://edhub.ama-assn.org/steps-forward/module/2702560
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 


TOOLS FOR STRATEGY #5 
Engaging and empowering the team  

American Medical Association: STEPS Forward™ Creating the Organizational 
Foundation for Joy in Medicine™  

Organizational changes lead to physician satisfaction  
CME Credits: 0.5  
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Creating Organizational Foundation for Joy in Medicine: 

https://edhub.ama-assn.org/steps-forward/module/2702510

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/joy-in-medicine
https://www.stepsforward.org/modules/joy-in-medicine
https://edhub.ama-assn.org/steps-forward/module/2702510
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 


TOOLS FOR STRATEGY #5 
Engaging and empowering the team  

American Medical Association: STEPS Forward™ Implementing Team-Based Care  

Engage the entire team in caring for patients. 
CME Credits: 0.5  
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Team-Based Care: 

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

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

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


TOOLS FOR STRATEGY #5 
Engaging and empowering the team  

Engagement of the team in best practices to achieve the  needed outcomes 

 • Metric alignment with the Network Clinical Value Program,  
Provider Compensation Plan Design, and System Strategic  
Quality Goals 

 • Chartered a Hypertension Performance Acceleration Team 

 • Developed Care Pathway Algorithm  

 • Promoted Data Transparency and Interval Target Setting  

 • Care Team Education and Engagement 

 • Data transparency via visual management (See visual management below) 

 • Observe practice and ensure adherence to workflows and documentation 

 • Provide real-time coaching and feedback 

 • Engagement of Clinical Informatics Trainers 

Teamwork 

 • Implementation and utilization of Healthy Planet to identify and address care gaps 

 • Pharmacy benefit design and support
 • Team Huddles   

Empowerment 

 • Study Hall for Managers 

 • Implementation of an Abstraction Process and  
Team  

 • Robust Visual Management Roll Out  

Visual Management 

 • Visual control is a business management  
technique employed in many places to  
communicate information by using visual  
signals allowing for quick recognition and  
action on the information. 

 • Celebrate Success Big and Small!  
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Aspirus Engagement & Empowerment Plan  

-2018 Tookit-      



TOOLS FOR STRATEGY #5 
Engaging and empowering the team  

UW Health Delegation Protocol 
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Delegation Protocol Number: 164 

Delegation Protocol Title:   
Primary Care Expanded Antihypertensive Medication Management - Adult - Ambulatory 

Delegation Protocol Applies To: 
UW Health Primary Care Clinics 

Target Patient Population:   
Adult patients (≥18 years old) with a diagnosis of hypertension 

Delegation Protocol Champions: 
Jeffrey Huebner, MD – Department of Family Medicine 
Matthew Anderson, MD – Department of Internal Medicine 
James Stein, MD – Department of Medicine, Cardiovascular Medicine 

Delegation Protocol Reviewers: 
Kate Hartkopf, PharmD, BCACP – Department of Pharmacy 
Caroline Van Horn, PharmD, BCACP – Department of Pharmacy 
Kristina Bennwitz, PharmD, BCACP – Department of Pharmacy 
April Weaver, PharmD, BCACP – Department of Pharmacy 
Julie Cable, PharmD, BCPS – Department of Pharmacy 
Jessica Norman, PharmD – Department of Pharmacy 

Responsible Department: 
Department of Pharmacy 

Purpose Statement:  
To delegate authority from the provider managing the patient’s hypertension to clinic-based pharmacists to 
initiate, titrate, and discontinue antihypertensive medications and enter orders for labs to monitor therapy.  

Who May Carry Out This Delegation Protocol: 
1. UW Health pharmacists practicing as part of the health care team in UW Health clinics and/or practicing at a

UW Health retail pharmacy location trained in the use of this delegation protocol.
1.1. Training will include, but is not limited to the following:

1.1.1. Mentorship and training side-by-side with current pharmacist including: 
• Validation of blood pressure measurement
• Validation of clinical competency
• Review of guidelines, any guideline updates, and current evidence-based medicine

2. Licensed trainee pharmacists (i.e. pharmacy resident) may conduct protocol activities under the direct
supervision of an experienced pharmacist who has completed the above requirements

Guidelines for Implementation: 
1. This protocol is initiated when patients have had a visit with the primary care provider within the last 12

months and the provider has signed an order for “Pharmacist Antihypertensive Medication Management
Protocol”.

2. Contraindications to this protocol include:
2.1. Patients with Stage 4-5 Chronic Kidney Disease
2.2. Patients on dialysis
2.3. Pregnancy
2.4. Patients with LV ejection fraction ≤40%

3. Prescribing Provider Consultation
The supervising provider will be consulted for the presence of any potentially serious consequences of
hypertension or its treatment, including, but not limited to the following:

Copyright © 2020University of Wisconsin Hospitals and Clinics Authority. All Rights Reserved. Printed with Permission.
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HYPERTENSION, STRATEGY#5 | 93

2 

3.1. Symptoms of cerebral infarct or TIA 
3.2. Patient experiences significant side effects/adverse reactions, such as significant edema, chest pain, 

dyspnea, headache, vision changes, dizziness/lightheadedness 
3.3. Any acute and/or potentially serious manifestations of atherosclerotic disease  
3.4. Electrolyte abnormalities 

3.4.1. Creatinine increase by > 0.3 mg/dL from baseline 
3.4.2. Potassium > 5.1 or < 3.5 mmol/L 
3.4.3. Sodium < 135 mmol/L  

3.5. Abnormal vitals 
3.5.1. Systolic blood pressure > 180 mmHg or < 100 mmHg 
3.5.2. Diastolic blood pressure > 110 mmHg or < 60 mmHg 
3.5.3. Heart rate consistently < 55 beats per minute or > 100 beats per minute 

3.6. Any acute illness apparent at visit 
3.7. Suspected undiagnosed secondary causes of hypertension 
3.8. Other questions/issues as needed 

4. Treatment Goals 
4.1. Antihypertensives will be initiated and/or titrated to the patient-specific blood pressure goal 

documented in the delegation order by the provider 
4.2. Blood pressure goal will be documented in problem list by pharmacist when order is signed 

5. Antihypertensive Management 
5.1. Upon protocol activation, the pharmacist may initiate, titrate, and/or discontinue antihypertensive 

therapy as clinically appropriate to attain and maintain goal blood pressure 
5.1.1. Medications that may be initiated, titrated or discontinued by the clinic pharmacist are included 

in Table 1   
5.1.2. Patients will not be excluded from delegation protocol if they are taking medications outside of 

those listed in Table 1   
• Medications not included in Table 1 may be initiated, titrated, or discontinued by the clinic 

pharmacist after consultation with the primary provider (e.g. vasodilators, non-
dihydropyridine calcium channel blockers, alpha blockers, alpha agonists, and potassium-
sparing diuretics). 

5.1.3. Treatment decisions and medication adjustments will be made according to the  UW Health 
Diagnosis and Management of Hypertension – Adult – Ambulatory Clinical Practice Guideline and 
Table 1 
• Initiating Therapy 

o Two medications may be initiated for patients with blood pressure measurements 
greater than 20/10 mmHg above goal if patient is less than 80 years old  

o The starting dose will be initiated according to the UW Health Diagnosis and 
Management of Hypertension – Adult – Ambulatory Clinical Practice Guideline and 
Table 1 unless completing a therapeutic interchange 

o Pharmacist to take into consideration drug interactions, concomitant disease states and 
previous history with antihypertensives, side effects or intolerances 

o Treatment decisions will be based on insurance coverage and/or patient preferences 
• Adjusting Therapy 

o Up to three medications may  be independently initiated and modified by the 
pharmacist, up to the maximum dose listed in Table 1 or maximally tolerated dose 
• If patient requires more than 3 antihypertensive medications to achieve blood 

pressure goal, the provider will be consulted.  The provider will initiate further 
medication therapy and the pharmacist may then independently modify the 
antihypertensive medications up to the maximum dose listed in Table 1 or maximally 
tolerated dose.  

o Pharmacist will order and obtain labs according to the  UW Health Diagnosis and 
Management of Hypertension – Adult – Ambulatory Clinical Practice Guideline and as 
indicated in Table 1 
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6. Patient counseling 
6.1. Pharmacist will counsel patient on therapeutic lifestyle behaviors, including the DASH/DASH sodium diet, 

and pharmacotherapy 
7. Documentation 

Pharmacist will log into department of the patient’s primary care provider and document: 
7.1. Pertinent subjective and objective information, clinical assessment, and ultimate plan agreed upon with 

patient  
7.2. Follow-up plan, including next patient outreach and required labs in accordance to 5.1.3 above 

8. Follow-up and Monitoring 
8.1. The patient will return to clinic within 4 weeks (optimally 1-2 weeks) after antihypertensive initiation and 

after each dose adjustment for a blood pressure reading and any needed labs in accordance to 5.1.3 
above 

8.2. Pharmacist will refer patient back to primary care provider once patient has achieved blood pressure 
goal 

8.3. Patient will be referred back to primary care provider if patient is not engaged in care 
 
Order Mode:  
Medications: Protocol/Policy, Without Cosign  
Laboratory Orders: Cosign Required, Protocol/Policy 
 
References: 
1. James PA, Oparil S, Carter BL, et al. 2014 Evidence-Based Guideline for the Management of High Blood 

Pressure in Adults: Report From the Panel Members Appointed to the Eighth Joint National Committee (JNC 
8). JAMA. 2014;311(5):507-520. 

2. UW Health. Hypertension Diagnosis and Management – Adult – Clinical Practice Guideline (CPG). 2015. 
https://uconnect.wisc.edu/clinical/cckm-tools/content/delegationpractice-protocols/ambulatory-delegation-
protocols/name-97398-en.cckm   

3. National Institute for Health and Care Excellence. 2011 Hypertension: Clinical Management of Primary 
Hypertension in Adults. CG127. London: National Institute for Health and Care Excellence.  

4. American Diabetes Association. Standards of medical care in diabetes--2014. Diabetes Care. 2014 Jan;37 Suppl 
1:S14-80.  

5. KDOQI Clinical Practice Guidelines on Hypertension and Antihypertensive Agents in Chronic Kidney Disease. 
National Kidney Foundation 2004  

6. Izzo, Joseph L; Sica, Domenic A, et al. Hypertension Primer. 4th Edition. American Heart Association 2008  
7. VA/Dod Clinical Practice Guideline for Diagnosis and Management of Hypertension in the Primary Care Setting. 

Version 2.0b- 2004  
8. University of Cambridge Addenbrooke’s Hospital Guidelines for the Management of Hypertension. 2010.  
9. Gerin, W; Schwartz, A., et al. Limitations of Current Validation Protocols for Home Blood pressure Monitors for 

Individual Patients. Blood Pressure Monitoring 2002. Vol 6(6) ISSN: 1359-5237  
10. Guiding principles for the care of older adults with multimorbidity: an approach for clinicians. Guiding 

principles for the care of older adults with multimorbidity: an approach for clinicians: American Geriatrics 
Society Expert Panel on the Care of Older Adults with Multimorbidity. J Am Geriatr Soc. 2012;60(10):E1-E25. 

 
Collateral Documents/Tools: 
1. Hypertension (HTN):  Diagnosis and Management – Adult – Ambulatory Clinical Practice Guideline 
 
Approved By: 
UWHC Pharmacy & Therapeutics Committee:  April 2020 
UWHC Medical Board: May 2020 
UW Health Chief Medical Officer:  June 2020
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Table 1. Medication‐Specific Dosing and Monitoring 
Medication 
Class 

Drug (Trade 
Name) Starting Dose Usual Dose Max Dose Laboratory 

Orders Special Considerations 

ACE Inhibitors 

Benazepril 
(Lotensin) 5-10 mg daily 10-40 mg 

daily 40 mg daily 

Refer to UW Health 
Hypertension 
Diagnosis and 
Management Clinical 
Practice Guideline for 
guidance on 
laboratory monitoring 

• Adjust dose every 1-2 weeks 
• Consider lower starting dose when receiving 

concomitant diuretics 
• Creatinine increase of 30% acceptable (repeat 

creatinine in 2-4 weeks to confirm stability). Often 
reversible upon dose reduction or discontinuation 

• Contraindicated at conception/during pregnancy, 
bilateral renal artery stenosis, angioedema 

• Hyperkalemia is dose dependent; all other ADRs not 
dose dependent 

Enalapril  
(Vasotec) 2.5-5 mg daily 

10-20 mg 
daily OR 5-10 
mg BID 

40 mg daily 
OR 20 mg BID 

Lisinopril 
(Prinivil, Zestril) 

2.5-10 mg 
daily 

10-40 mg 
daily 40 mg daily 

Quinapril 
(Accupril) 5-20 mg daily 10-80 mg 

daily 80 mg daily 

Fosinopril  
(Monopril) 10 mg daily 10-40 mg 

daily 80 mg daily 

Perindopril 
(Aceon) 2-4 mg daily 4-8 mg daily 16 mg daily 

Trandolapril 
(Mavik) 1-2 mg daily 2-4 mg daily 8 mg daily 

Ramipril 
(Altace) 2.5 mg daily 5-10 mg daily 20 mg daily 

ARB 

Losartan 
(Cozaar) 

25-50 mg 
daily 25-50 mg BID 50 mg BID 

Refer to UW Health 
Hypertension 
Diagnosis and 
Management Clinical 
Practice Guideline for 
guidance on 
laboratory monitoring 

• Adjust dose every 1-4 weeks 
• Consider lower starting dose when receiving 

concomitant diuretics 
• Creatinine increase of 30% acceptable (repeat 

creatinine in 2-4 weeks to confirm stability). Often 
reversible upon dose reduction or discontinuation 

• ARBs are alternatives for patients with ACE-I 
associated cough or angioedema 

• Contraindicated at conception/during pregnancy, 
bilateral renal artery stenosis, angioedema 

• ADRs are not dose dependent 

Valsartan 
(Diovan) 

80-160 mg 
daily 

80-320 mg 
daily 320 mg daily 

Candesartan  
(Atacand) 8 mg daily 8-32 mg daily 32 mg daily 

Irbesartan 
(Avapro) 

75-150 mg 
daily 

150-300 mg 
daily 300 mg daily 

Olmesartan 
(Benicar) 

10-20 mg 
daily 

20-40 mg 
daily 40 mg daily 

Telmisartan 
(Micardis) 

20-40 mg 
daily 

40-80 mg 
daily 80 mg daily 

Azilsartan 
(Medoxomil) 40 mg daily 80 mg daily 80 mg daily 

Dihydropyridine 
Calcium Channel 
Blockers 

Amlodipine 
(Norvasc) 2.5-5 mg daily 5-10 mg daily 10 mg daily 

 • Adjust dose every 1-2 weeks 
• Peripheral edema is dose dependent 
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Medication 
Class 

Drug (Trade 
Name) Starting Dose Usual Dose Max Dose Laboratory 

Orders Special Considerations 

Nifedipine long 
acting (multiple 
brands) 

30-60 mg 
daily 

30-90 mg 
daily 120 mg daily 

• Reflex tachycardia with nifedipine 
• May also be useful for Raynaud syndrome 
• Prioritize use over non-dihydropyridine CCBs (more 

effective, fewer side effects and drug interactions) 
• Not recommended in HF patients; although 

amlodipine can be considered 
Felodipine ER 
(Plendil) 2.5-5 mg daily 5-10 mg daily 10 mg daily 

Thiazide 
Diuretics 

Chlorthalidone 
(Thalitone) 

12.5-25 mg 
daily 

12.5-25 mg 
daily 25 mg daily 

Refer to UW Health 
Hypertension 
Diagnosis and 
Management Clinical 
Practice Guideline for 
guidance on 
laboratory monitoring 

• Chlorthalidone use should be favored over 
hydrochlorothiazide, though should be monitored 
more closely for metabolic side effects as it is more 
potent and has a longer duration of action 

• Higher doses may increase triglycerides and/or LDL 
and worsen insulin resistance 

• ADRs are dose dependent 
• Contraindicated with anuria; use with caution with 

gout 
• Hydrochlorothiazide and chlorthalidone are usually 

ineffective with CrCl <30 ml/min unless in 
combination with a loop diuretic 

Hydrochlorothia
zide 
(Microzide) 

12.5-25 mg 
daily 

12.5-25 mg 
daily 25 mg daily 

Indapamide 
(Lozol) 

1.25 mg daily 
 

1.25-2.5 mg 
daily 5 mg daily 

Beta‐Blockers 

Atenolol 
(Tenormin) 25 mg daily 25-100 mg 

daily 100 mg daily 

 
• No longer recommended as first-line agents unless 

there is a compelling indication (e.g., coronary 
artery disease, LV systolic dysfunction, atrial 
fibrillation rate control, etc) 

• Caution with severe bronchospastic disease 
• Caution with concurrent treatment with verapamil 

and diltiazem 
• Combined alpha-beta-blockers (i.e., carvedilol, 

labetalol) are much more effective and less likely to 
cause metabolic disturbances than high dose pure 
beta-blockers (i.e., atenolol, metoprolol) 

Metoprolol 
tartrate 
(Lopressor) 

12.5 mg BID 50-100 mg 
BID 200 mg BID 

Metoprolol 
succinate 
(Toprol XL) 

25-50 mg 
daily 

50-100 mg 
daily 200 mg daily 
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Medication 
Class 

Drug (Trade 
Name) Starting Dose Usual Dose Max Dose Laboratory 

Orders Special Considerations 

Nadolol 
(Corgard) 40 mg daily 40-120 mg 

daily 320 mg daily 

• Can worsen insulin resistance and dyslipidemia in 
susceptible individuals, such as those with diabetes 
mellitus or metabolic syndrome 

• Use cautiously in patients with type 1 diabetes 
mellitus because of the potential to mask 
hypoglycemia  

• Metoprolol and bisoprolol: agents with evidence for 
CAD 

• Beta-blockers, particularly propranolol, have been 
associated with impotence but at a very low 
incidence; this is less likely to happen with atenolol.  
Lowering BP has been associated with best quality of 
life, including sexual function. 

• Contraindicated in sinoatrial or atrioventricular (AV) 
node dysfunction, decompensated HF, severe 
bronchospastic disease, severe hepatic dysfunction 

• May also be useful for migraine prophylaxis 
• Teach patient to monitor HR, patient to call if HR 

less than 60 bpm 

Propranolol 
(Inderal, Inderal 
LA) 

IR:  40 mg BID 
LA: 80 mg 
daily 

IR:  40-160 
mg BID 
LA: 80-320 
mg daily 

IR:  160 mg 
BID 
LA: 320 mg 
daily 

Bisoprolol 
(Zebeta) 2.5-5 mg daily 5-10 mg daily 20 mg daily 

Carvedilol 
(Coreg) 6.25 mg BID 12.5-50 mg 

BID 50 mg BID 

Labetalol 
(Trandate) 100 mg BID 200-400 mg 

BID 400 mg BID 

Aldosterone‐
receptor 
blockers 

Spironolactone* 
(Aldactone) 

12.5-25 mg 
daily 

12.5-25 mg 
daily 25 mg daily 

Refer to UW Health 
Hypertension 
Diagnosis and 
Management Clinical 
Practice Guideline for 
guidance on 
laboratory monitoring 

• *If patient is on an ACE-inhibitor, ARB, NSAID or 
moderate CYP3A4 inhibitor (eplerenone only), SCr/K 
should be monitored within 3 days and 7 days within 
initiation or dose change and periodically thereafter 
as clinically indicated.  Patients with heart failure 
may need more frequent monitoring 

• Effective third or fourth line agent, especially in 
overweight patients and patients with hypokalemia 

• Less ADRs associated with eplerenone 
• Gynecomastia and sexual dysfunction less common 

with lower dose spironolactone or with eplerenone 
• Risk of hyperkalemia may be increased with renal 

impairment, proteinuria, diabetes, or when used in 
combination with ACE/ARBs or NSAIDs 

• **Initial dose 25 mg with moderate CYP3A4 
inhibitors, max dose 50 mg daily 

Eplerenone* 
(Inspra) 

25-50 mg 
daily** 

100 mg daily 
OR 50 mg BID 

100 mg daily 
OR 50 mg BID 
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RN Allied Health HTN Visit 

1. Pt arrives at 
clinic for Allied Health 

BP Check Visit

2. Complete 
components 

of Allied 
Health Visit

3. Document using 
.sbarbpcheck 

SmartPhrase  in 
Allied Health Visit

4. Check patient s 
BP and pulse after 
patient has been 

sitting for 5 
minutes and 
document in 
Health Link

5. Is BP 
        

16. Recheck 
patient s BP  on 

same arm 
after waiting 3-5 

minutes

YES

17. Document 
2nd BP reading 
in Allied Health 

Visit

6. Send 
patient to 
Check Out

7. Send Allied Health 
visit to provider 

using note cosign 
and close 

encounter*

18. Is 2nd BP
         or provider 

specified goal?*

NO

NO

19. Is BP 
         YES

27. Discuss 
treatment plan 

with provider and 
document in Allied 

Health Visit

20. Add 2 week 
BP follow-up with 

Team RN to 
follow-up section

28. Does 
provider want 
orders placed?

29. Create 
Telephone 
encounter, 

pend 
order(s) per 

provider

YES

30. Verify 
pharmacy with 

patient and route 
to provider to sign 
pended order(s)

31. Communicate 
treatment plan 

with patient and 
document in 

Allied Health Visit

NO

32. Add 2 week BP follow-
up with provider to 

follow-up section (unless 
provider requests 

different follow-up date/
visit type)

33. Send 
patient to 
Check Out

26. Complete Check 
Out process

34. Send Allied 
Health Visit to 

provider using note 
cosign and close 

encounter

21. Does patient 
intend to use 

home BP 
monitor?

22. Follow Home 
Blood Pressure 

Monitoring 
Workflow and 
continue this 

workflow

YES

25. Send 
patient to 
Check Out

NO

23. Copy Allied 
Health visit 
notes into 
Telephone 
encounter 

24.  Route 
Telephone 

encounter to 
provider and 
close Allied 

Health encounter

11. Determine 
plan of care and 

Route 
Encounter to 
Team RN pool

8. Does 
provider need 
to change plan 

of care?

    Done  
encounter from 

In Basket

10. Create a Telephone 
encounter and 

document updated 
plan of care

YES

12. Call 
patient and 
discuss plan 

of care

13. Does provider 
want different  

follow-up date or 
visit type?

14. Schedule 
appropriate follow-
up appointment for 

patient

15. Close Telephone 
encounterNO

YES

YES

NO

Blood Pressure Readings and Goals

Recheck Blood Pressure
If reading        

Blood Pressure Goal
<140/90 per Diagnosis and Management 
of Hypertension – Adult – Ambulatory 
Clinical Practice Guideline 
 or 
Provider specified patient goal

*Resident clinics 
should utilize open 
telephone encounters 
for all BP visits.

Exclusion Criteria:  
ESRD, Pregnancy, 
Hospice, Nursing 
Home, GPAM

ROLES: MA  Role Provider Role RN/RNCC Role Patient RolePatient Scheduling 
Representative (PSR)

Care Model Design 
Workflow: RN Allied Health Blood Pressure Visit (Ages 18-85)
Role: RN, Provider, Patient Scheduling Representative
Care Model Segment: Visit
HL Amb Operations- Last Updated:  2/23/2022
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MA Allied Health HTN Visit 

Patient arrives at clinic for Allied 
Health Blood Pressure Check 

Visit*

Bring patient to 
exam room. 

Complete 
components of 

Allied Health Visit 
and after patient sits 
for 5 minutes check 

patient s BP and 
pulse. 

Document BP 
reading and use 
.MABPCHECK 

SmartPhrase in 
Allied Health Visit in 

Health Link

Is 1st Blood Pressure 
reading         

Yes

Wait 3-5 minutes 
then recheck 

patient s BP on 
same arm

Document 2nd BP 
reading in Allied 
Health Visit in 

Health Link

Is 2nd BP reading 
        or provider 

specified goal?

No Is Blood Pressure 
reading        

No

Are there any new 
patient reported 

symptoms within the 
last 7 days?**

Complete 
documentation 

Notify and discuss 
plan of care with 

provider while 
patient is in clinic

Is patient 
monitoring BP at 

home?

Follow home BP 
workflow

Is BP reading 
        

Add in 2 week BP 
follow up with MA 

to follow up section, 
unless otherwise 

specified by 
provider

Notify and discuss 
plan of care with 

provider while 
patient is in clinic.

Check Orthostatic 
BP s

Yes

Notify patient of 
plan of care and 
send patient to 

Check Out 

Are there any new 
patient reported 

symptoms within the 
last 7 days?**

No No

Complete documentation. 
Create Telephone encounter 

and send to provider and copy 
note. Route open Telephone 

encounter  to Patient s PCP or 
INTUW Pool. 

Send patient to 
Check Out

No

Yes

Notify patient 
of plan of care 

Blood Pressure Readings and Goals

Recheck Blood Pressure
If reading        

Blood Pressure Goal
<140/90 per Diagnosis and Management 
of Hypertension – Adult – Ambulatory 
Clinical Practice Guideline 
 or 
Provider specified patient goal

*All pregnant patients should have BP note sent as a telephone encounter to provider for review. 

**Patient reported new symptoms within the last 7 days  include swelling, chest pain, and shortness of breath. Any other symptoms follow current clinic practice. 

***Cosign is the Patient s PCP. If unable to populate PCP for visit cosign check care team for other Primary Care providers.  If another Primary Care provider is listed 
use this provider for the visit cosign.  If no other Primary Care provider is listed on the care team chart review for another Primary Care provider to use for visit 
cosign.  If unable to find provider for visit cosign call patient s medically homed clinic to determine the staffer of the day to send visit cosign to.

Yes

No

Yes

Yes

Yes

Sign Visit- Cosign is 
the Patient s PCP***

Add in 2 week BP 
follow up with 

provider to Follow 
up section, unless 

otherwise specified 
by provider

Notify and discuss 
plan of care with 

provider while 
patient is in clinic

Send patient to 
Check Out

No

Add in 2 week BP 
follow up with 

MA to follow up 
section, unless 

otherwise 
specified by 

provider

ROLES: MA  Role Provider 
Role

RN/RNCC 
Role Patient Role

Patient Scheduling 
Representative 

(PSR)

Care Model Design
Workflow: MA Allied Health Blood Pressure Visit (Ages 18-85)
Role: MA, Provider, Patient Scheduling Representative
Care Model Segment: Visit
HL Amb Operations- Last Updated:  2/23/2022

Provider cosigns encounter 
and sends encounter to RN 
for plan of care if needed 
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UW Health RN/RN Care Coordinator (RNCC) Blood Pressure Recheck 
Appointment Workflows  

 • If 2nd BP ≥180/110, a 2-week follow-up appointment will  be 
scheduled with the provider. 

 • If 2nd BP ≥140/90, MA will schedule 2-week follow-up  
appointment will be scheduled with the RN or RNCC. 

 • If unable to schedule a follow up appointment within a 2-4-week timeframe, a message is sent  to 
the RN or RNCC about appointment outside of 4 week window.  

See the detailed workflow and documentation smartphrase on the following pages  
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RN Allied Health Blood Pressure Visit
Role(s): RN, Provider, Reception

Workflow only applies to patients 18 85 years old
(Exclusion Criteria: ESRD, Pregnancy, Hospice, Nursing Home, GPAM)

ROLES: MA/LPN Role Provider Role RN/RNCC
Role

Reception/
Scheduler/
Registar (R/

S)

5. 140/
90?

16. Recheck

same arm
after waiting 3-5

minutes

YES

17. Document
2nd BP reading
in Allied Health

Visit

6. Send
patient to
checkout

7. Send Allied
Health visit to
provider using
note cosign and
close encounter*

18. Is 2nd 140/90
or provider specified

goal?*

NO

NO

19. 180/
110?YES

27. Discuss
treatment plan

with provider and
document in Allied

Health Visit

20. Add 2 week
BP follow-up with

Team RN to
follow-up section

28. Does
provider want
orders placed?

29. Create
telephone
encounter,

pend
order(s) per
provider

YES

30. Verify
pharmacy with

patient and route
to provider to sign
pended order(s)

31. Communicate
treatment plan
with patient and
document in

Allied Health Visit

NO

32. Add 2 week BP follow-
up with provider to

follow-up section (unless
provider requests

different follow-up date/
visit type)

33. Send
patient to
checkout

26. Complete
checkout
process

21. Does patient
intend to use
home BP
monitor?

22. Follow Home
Blood Pressure
Monitoring

Workflow and
continue this
workflow

YES

25. Send
patient to
checkout

NO

23. Copy Allied
Health visit
notes into
telephone
encounter

24. Route
telephone

encounter to
provider and
close Allied

Health encounter

11. Route
encounter with
plan of care to
Team RN pool

8. Does
provider need
to change plan

of care?

9. Done
encounter from

in-basket

10. Create telephone
encounter and

document updated
plan of care

YES

12. Call
patient and
discuss plan

of care

13. Does provider
want different

follow-up date or
visit type?

14. Schedule
appropriate
follow-up

appointment for
patient

NO

YES

YES

NO

ngs and Goals

e

nd Management
Ambulatory

ne

nt goal

Updated 11/01/2017

*Resident clinics
should utilize open
telephone
encounters for all
BP visits.

Exclusion Criteria:
ESRD, Pregnancy,
Hospice, Nursing
Home, GPAM)
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Recommendations for Hypertension Management in  
Wisconsin 
A Call for Collective Action 

WNA is pleased to release two foundational and complementary documents to improve the prevention, 
detection, and management of hypertension in Wisconsin using patient-centered team-based care. The 
recommendations of the clinical expert panel are consistent with the newly released  guidelines from the 
American College of Cardiology, American Heart Association, and others on November 13, 2017. For 
updated 2019 guidelines please refer to ACA/AHA Clinical Practice Guidelines.

Patient-Centered Team-Based Care in Wisconsin: 
A Working Conceptual Model

Hypertension Clinical Expert Panel Recommendations 
2017:  Combined Document- Background, 
Recommendations, Contributors

High Cholesterol Clinical Expert Panel 
Recommendations 2020: Combined Document-
Background, Recommendations, Contributors 

Team-Based Care Video: Guidelines for Management of 
Persons with Hypertension and High Cholesterol Using Patient-
Centered Team Based Care

These documents are intended for health systems, health plans, local health departments, technical 
colleges and institutions of higher education, professional organizations/societies, and many others to:  

1.   Prevent missed opportunities for detection and treatment  
2.  Strengthen improvements in the safe delivery and outcomes of care 
3.  Improve accurate blood pressure measurement training 

4.  Foster strong and durable linkages with Wisconsin communities  

1 in 3 Wisconsinites have hypertension which equals about 1.3 million. Of those with hypertension 
only 75% of people take their blood pressure medications as prescribed. (Set Your Heart on Health 
Toolkit, DHS).

To learn more, visit:  https://www.wisconsinnurses.org/pctbc/
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Wisconsin Nurses Assocition: Using Patient-Centered Team-Based Care to Improve 
Hypertension Prevention, Detection, and Management in Wisconsin

https://www.jacc.org/doi/10.1016/j.jacc.2019.02.012?_gl=1*ngp36h*_ga*MTk0NTA0OTE4MC4xNjU0MTg5NTA1*_ga_2V8VW4Y237*MTY1NDE4OTUwNS4xLjAuMTY1NDE4OTUwNS42MA..&_ga=2.86955928.1458350483.1654189505-1945049180.1654189505
https://wisconsinnurses.org/wp-content/uploads/2016/12/PCTBC-Narrative-Final.pdf
https://wisconsinnurses.org/wp-content/uploads/2016/12/PCTBC-Narrative-Final.pdf
https://wisconsinnurses.org/wp-content/uploads/2018/01/Combined-Document-Background-Recommendations-Contributors-1.11.18.pdf
https://wisconsinnurses.org/wp-content/uploads/2018/01/Combined-Document-Background-Recommendations-Contributors-1.11.18.pdf
https://www.wisconsinnurses.org/wp-content/uploads/2020/09/PCTBC-and-Cholesterol-June-2020.pdf
https://www.wisconsinnurses.org/wp-content/uploads/2020/09/PCTBC-and-Cholesterol-June-2020.pdf
https://www.wisconsinnurses.org/guidelines-for-management-of-persons-with-hypertension-and-high-cholesterol-using-patient-centered-team-based-care/
https://www.wisconsinnurses.org/guidelines-for-management-of-persons-with-hypertension-and-high-cholesterol-using-patient-centered-team-based-care/
https://www.wisconsinnurses.org/guidelines-for-management-of-persons-with-hypertension-and-high-cholesterol-using-patient-centered-team-based-care/
https://wisconsinnurses.org/htn-detection-management-prevention/
https://www.wisconsinnurses.org/pctbc/
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IMPROVEMENT STRATEGY #6 
Follow up blood pressure referral protocol from specialists connecting patients  
back to primary care  

In the United States, specialty visits nearly equal primary care visits and 90% of elevated 
BPs  in specialty clinics may go without recommending follow-up. Specialty teams have a 
prime  opportunity to improve cardiovascular care for patients most at risk.1  

Why is this important?  
High blood pressure is one of the most prevalent  
and reversible cardiovascular disease risk factors  
among adults with chronic conditions, who are 
often  vulnerable to gaps between specialty and 
primary care.  Increasing preventive services 
to address hypertension  could prevent more 
early deaths than any other  preventive service, 
such as lipid treatment, cancer  screening, and 
pneumococcal or influenza vaccination.1  

Tools  
To support implementing this strategy,  
we offer resources and information on  
a specialty staff protocol to improve  
follow-up after high blood pressures.  
This protocol engages specialty 
teams  without burdening providers 
and aligns  with many healthcare 
organizations’  quality improvement/
strategic priorities.  

BP Connect: Health toolkit – A Specialty Clinic BP Follow-Up Protocol  

Reference:  
1.  Bartels CM, Ramly E, Panyard D, Lauver D, Johnson HM, Steffen Lewicki K, McBride P.  “BP Connect Health Toolkit.” University of  

Wisconsin – Madison School of Medicine and Public Health. Madison, WI; 2017. Available at: https://www.hipxchange.org/ 
BPConnectHealth.  
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About the BP Connect Health Toolkit 

When using BP Connect, Medical Assistants and RNs Check and re-measure high BP’s, Advise  patients 
on their high blood pressure readings, and Connect patients to timely primary care follow-up using 
EHR reminders with order sets and talking points. 

The materials in this toolkit can be used to: 
1.  Understand the components of BP Connect Health 
2.  Garner leadership and staff support for implementation of BP Connect Health 
3.  Build the BP Connect Health staff protocol alerts into your EHR system 
4.  Train staff members and implement the BP Connect Health staff protocol in specialty clinics  

What’s included in this toolkit: 

 • BP Connect Health Manual: Information on how to implement the BP Connect Health protocol 

 • Overview Slides on the Intervention: An overview of the importance of hypertension  
preventive care and the BP Connect Health program that can be used to present to health  
system leadership, physicians, staff, and other stakeholders 

 • EHR Build Guide: A guide to building the appropriate BP Connect Health alerts in the  
electronic health record 

 • Training Slides for Staff: A PowerPoint that can be used to educate staff on hypertension, why it is  
important, taking an accurate blood pressure reading, and the BP Connect Health staff protocol 

 • Training Handouts for Staff: Handouts for role play/scenario training with medical assistants  and 
nurses, along with accompanying talking points 

 • Medical Assistant/Nurse Instructions: Instructions for medical assistants and nurses on how to  
follow the BP Connect Health staff protocol that are meant to be laminated and placed in clinic 
rooms 

 • Scheduler Instructions: Instructions for schedulers on how to schedule follow-up  
appointments and guidance on answering common patient questions; intended to be  
laminated and kept at scheduler desks 

 • Patient Brochure: A brochure that nurses, medical assistants, or schedulers can give to  
patients when high blood pressure is identified 

 • Time-study Observation Tool: A tool that can be used to measure the time the rooming  
process takes before and after the implementation of BP Connect Health 

The BP Connect Health Toolkit was developed by a multidisciplinary team of researchers and  
clinicians at the University of Wisconsin-Madison.  

To learn more visit: https://www.hipxchange.org/BPConnect 

To access the toolkit and download the materials, please visit the HIPxChange registration page* at: 
https://www.hipxchange.org/content/bp-connect-health-registration   

*Free registration is required to use the toolkits provided within the HIPxChange. In addition to  
access to toolkits, registration provides access to regularly updated FAQs and other materials  
such as videocasts. 
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IMPROVEMENT STRATEGY #7 
Self-measured blood pressure monitoring 

Self-measured blood pressure monitoring (SMBP), also known as home blood pressure  
monitoring, plus clinical support helps people with hypertension lower their blood 
pressure.1  

Why is this important?  
Ambulatory blood pressure monitoring is the 
state-of- the-art technique of blood pressure 
measurement and  is indispensable for the 
diagnosis of hypertension and  for the decision 
to initiate or adjust antihypertensive  drug 
treatment. 2

Tools  
To support implementing this 
strategy,  we offer a sampling of 
tools from high  performing health 
systems and clinics  in Wisconsin, 
as well as from other state  and 
national entities working to improve  
hypertension care and outcomes.  

Self-Measured Blood Pressure Monitoring  
 • American Heart Association/American Stroke Association – Home Blood Pressure 

Monitoring Patient Education Infographics 
 • American Medical Association STEPS Forward – Self-Measured Blood Pressure Monitoring 

Program
 • Target: BP Self-measured blood pressure (SMBP) monitoring Program  
 • Self-measured blood pressure (SMBP) monitoring educational video  

 • Device Accuracy Test 
 • Patient Training Reference Guide 
 • Check, Change, Control Tracker

 • Million Hearts –How to Use Your Home Blood Pressure Monitor
 • MetaStar Self-measured blood pressure (SMBP) eLearning module  
 • UW Health Home Blood Pressure  

 • Home Blood Pressure Workflow 
 • Clinician Teaching Guide: Patient Home Blood Pressure Monitoring  
 • Home Blood Pressure Blood Pressure Cuff Accuracy Comparison 
 • Home Blood Pressure Blood Pressure Patient Education:  

 • Home Blood Pressure Test
 • Home Blood Pressure Blood Pressure EHR HOME BP SMARTPHRASES 

 • .HOMEBPACCURACY 
 • .HOMEBPMEASUREMENT 
 • .HOMEBPPROBLIST 

References: 
1. Self-Measured Blood Pressure Monitoring. (n.d.). Retrieved from https://millionhearts.hhs.gov/tools-protocols/smbp.html 

2. Staessen, J. A., Li, Y., Hara, A., Asayama, K., Dolan, E., & O’brien, E. (2017). Blood pressure measurement anno 2016. American journal of 
hypertension, 30(5), 453-463. doi:10.1093/ajh/hpw148. 
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American Heart Association/American Stroke Association – Home Blood Pressure 
Monitoring Infographics for Patient Education    
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To access document, please visit: https://www.heart.org/-/media/files/health-topics/
high-blood-pressure/how_to_measure_your_blood_pressure_letter_size.pdf?
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American Medical Association STEPS Forward – Self-Measured Blood Pressure 
Monitoring Program  

The STEPS Forward Improving Blood Pressure Control module (referenced in strategy #2) also  
contains downloadable materials to guide SMBP monitoring program implementation. The Self- 
Measured Blood Pressure Monitoring Program: Engaging patients in Self-Measurement  
program guide is a 24 page toolkit designed for use by physician offices and health centers to  
engage patients in self-measurement of blood pressure. The guide includes materials for use with  
both clinical staff and patients on:  

• Training staff on engaging patients in a self-measurement program

• Educating patients on hypertension

• Measuring blood pressure using proper positioning

• Suggestions for communicating blood pressure measurements back to the care team

• Guidance for instituting a blood pressure monitor loaner program

The following pages include a sample out of the toolkit: Self-Measured BP Monitoring Fast Facts  
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https://www.stepsforward.org/modules/hypertension-blood-pressure-control
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP monitoring program.pdf
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https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP monitoring program.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/about-ama/iho-bp-self-measured-blood-pressure-monitoring_0.pdf
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1  Self-measured blood pressure © 2015 American Medical Association and  
The Johns Hopkins University. All rights reserved.

Measuring accurately: 
Self-measured blood pressure monitoring 
What is self-measured blood pressure monitoring? 
Self-measured blood pressure (SMBP) monitoring, sometimes called home blood pressure monitoring, is a patient-
performed measurement of their own blood pressure outside of a clinical setting. Research shows that SMBP: 

• Can improve adherence and health outcomes for hypertensive patients1 

•  Is different from, and more convenient than, ambulatory blood pressure monitoring, which requires a more 
specialized monitor to measure multiple blood pressures at set intervals over a 24-hour period2 

•  Should always be accompanied by additional support, such as a one-time training session by a health care 
professional, during which patients should be observed to determine that they measure blood pressure readings 
correctly 

•  Is proven to improve blood pressure control when a patient/clinician feedback loop is used to provide personalized 
support and advice based on the patient’s data1 

Which SMBP device should patients use? 
Most of the methods shown to improve patient outcomes have used an automated (oscillometric) device. With automatic 
devices, patients wrap a cuff around their arm and press a button to obtain a digital blood pressure reading. 

When recommending an automated blood pressure measurement device for self-monitoring, take the following features 
into careful consideration. 

Is the device valid? Automatic devices should be certified by one of three respected organizations: 

• Association for the Advancement of Medical Instrumentation 

• British Hypertension Society 

• European Society of Hypertension 

Does the device measure blood pressure from the upper arm? Only upper arm (not wrist) monitors produce reliable 
measures and these are the only type of monitors that reputable organizations recommend for home use.2,3 

Will patients find the device easy to use? Devices come in a range of models with varying features. For example, 
patients with visual, motor or hearing impairments may prefer devices with large digital display and large buttons and/or 
that use voice commands to operate. 

Does the device make it easy for patients to share results with their provider? Consider whether the device has 
the ability to: 

• Store readings and report them back at a later time 

• Calculate an average measure over multiple readings 

• Transmit information to other devices, including to apps or to your electronic health record (EHR) system 

Does your EHR permit the direct transmittal of blood pressure measurements via a patient portal? 
If so, you should establish a protocol to ensure that dangerously abnormal readings reported into the EHR receive timely 
responses.

How much does the device cost? Many public and private health insurance plans do not cover the cost of self-
monitoring devices. Prices for a typical, high-quality device (available for purchase at most drug stores) can range between 
$50 and $150. 

Fast facts
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2  Self-measured blood pressure © 2015 American Medical Association and  
The Johns Hopkins University. All rights reserved.

How should you and your patients use a home blood pressure monitor? 
A universally accepted protocol for self-monitoring blood pressure does not exist. However, many patients and providers 
have found the following instructions useful. They are adapted from the Finn Protocol4 by Michael Rakotz, MD, at 
Northwestern Medical Group. 

•  Ask your patients to find a space where they can position themselves appropriately: seated comfortably in a chair 
with their legs uncrossed, feet flat on the floor, and arm and back supported. The cuff should be wrapped snuggly 
but not tightly around their upper arm. 

•   Ask your patient to take two blood pressure readings at one- to two-minute intervals, both in the morning and 
in the evening for seven consecutive days. This will provide four blood pressure measurements a day, totaling 28 
measurements for the week, which is ideal. However, it is worth noting that even three days of measurements  
(i.e., 12 readings) also has prognostic value. 

• Ask your patient to record each blood pressure measurement. 

•   When you receive these measurements calculate the average (mean) value of all the systolic and diastolic blood 
pressures. Use this single average value to determine if your patient has hypertension or if your patient’s blood 
pressure is controlled. 

•  It is important to note that self-monitored blood pressure values trend approximately 5mm Hg lower than those 
obtained by nurses in research settings. Thus a self-monitored systolic blood pressure of 135mm Hg is equivalent to 
a high-quality systolic blood pressure of 140mm Hg. The American Society of Hypertension recommends that when 
diagnosing or treating hypertension, providers and patients should consider a mean blood pressure >135/85 as the 
threshold for diagnosing hypertension or for treating high blood pressure. 

Resources 
List of validated home blood pressure monitors 
Dabl Educational Trust website: http://bit.ly/1pLvucM 
British Hypertension Society website: bhsoc.org//index. php?cID=247 

Additional information on home blood pressure monitors 
Association for the Advancement of Medical Instrumentation website: aami.org 
European Society of Hypertension website: eshonline.org 
Article on wireless blood pressure cuffs and Smartphone applications: http://bit.ly/1pLvFF4 

References 
1.  Centers for Disease Control and Prevention Self-Measured Blood Pressure Monitoring: Action Stepsfor Public health Practitioners, GA: Centers 

for Disease Control and Prevention, US Dept. of Health and Human Services; 2013. 
2.  Pickering TG, Miller NH, Ogedegbe G, Krakoff LR, Artinian NT, Goff D. Call to action on use and reimbursement for home blood pressure 

monitoring: A Joint Scientific Statement from the American Heart Association, American Society of Hypertension, and Preventive 
Cardiovascular Nurses Association. Hypertension. 2008; 52:10-29. 

3.  Uhlig K, Balk EM, Patel K, Ip S, Kitsios GD, Obadan NO, et.al. Self- Measured Blood Pressure Monitoring: Comparative Effectiveness. Comparative 
Effectiveness Review No. 45. (Prepared by the Tufts Evidence-based Practice Center under Contract No. HHSA 290- 2007-10055-I.) AHRQ 
Publication No. 12-EHC002-EF. Rockville, MD: Agency for healthcare Research and Quality, US Dept. of Health and Human Services; 2012. 
http://www.effectivehealthcare. ahrq.gov/ehc/products/193/893/CER45_SMBP_20120131.pdf. Accessed July 9, 2014. 

4.  Niiranen TJ, Johansson JK, Reunanen A, Jula AM. Optimal Schedule for Home Blood Pressure Measurement Based on Prognostic Data: The 
Finn-Home Study. Hypertension. 2011; 57: 1081-1086. doi: 10.1161/HYPERTENSIONAHA.110.162123 

5.   Improving Health Outcomes: Blood Pressure. Murakami L, Astalas A, Boonyasai R, Wynia M, Rush C, Rakotz M. Fast Facts: Home Blood Pressure 
Monitoring. 1st ed. Daniel D and Prall M, eds. American Medical Association and the Johns Hopkins University School of Medicine; May 2014. 

Make sure patients know what to do should they have a blood pressure measurement that is outside the pre-determined 
acceptable range, or if they experience any symptoms with a high or low blood pressure measurement, including seeking 
emergency treatment if appropriate. This guidance to the patient should be individualized by the clinician and reinforced 
by clinical staff at the initiation of any SMBP monitoring program. 

15-0167:5/15:JT
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Target: BP Self-measured blood pressure (SMBP) monitoring program  

Self-measured blood pressure (SMBP) monitoring refers to the regular measurement of BP by a  patient 
at their home or elsewhere outside the clinical setting. SMBP enables physicians to better  diagnose 
and manage hypertension — and helps patients to take an active role in the process. 

This website outlines six steps with accompanying resources to successfully implement a SMBP  
program. For the complete list of tools and resources visit: https://targetbp.org/patient-measured-bp/
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Self-measured blood pressure monitoring 

Target: BP Self-measured blood pressure (SMBP) monitoring educational video   

This educational video helps train care teams and patients on how to properly self-measure blood  
pressure. 

For access to this educational video, visit: https://targetbp.org/blood-pressure-improvement- 
program/patient-measured-bp/implementing/smbp-training-patients/self-measured-blood-pres-
sure-video-no-cc/  

Additional Target: BP resources to provide ongoing support around Self-Measurement Blood  
Pressure include:  

Device Accuracy Test 
Patient Training Reference Guide 
Check, Change, Control Tracker  
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Million Hearts - How to Use Your Home Blood Pressure Monitor  

One of the most accurate ways to measure your blood pressure is to do it yourself, outside of the  doctor’s 
office, in a comfortable setting like your home. It’s called self-measured blood pressure  monitoring 
(SMBP). This short video will teach you how to use your home blood pressure monitor so that you can 
share your readings with your provider and, together with your health care team, make  better decisions 
about your health care. For more information, visit: millionhearts.hhs.gov. 

This patient-friendly video from the Release the Pressure Coalition highlights the key steps people 
can take for accurate SMBP monitoring: https://www.youtube.com/watch?v=AIoXWcOVn6A 

HYPERTENSION, STRATEGY#7 | 115

https://millionhearts.hhs.gov/
https://www.youtube.com/watch?v=AIoXWcOVn6A


TOOLS FOR STRATEGY #7 
Self-measured blood pressure monitoring  

MetaStar eLearning Module - Patient Self-Measurement of Blood Pressure  

MetaStar is a quality improvement organization that provides  health care improvement and consulting 
services to address the  need for system-wide innovation and consistent, 
evidence-based  approaches across all settings of care, guided by their 
mission,  to effect positive change in health and health care. MetaStar  
representatives work with communities, providers, and insurers  
to transform care with a vision of optimal health for all and is an 
independent nonprofit based in  Madison and represents Wisconsin in the 
Lake Superior Quality Innovation Network.  

ELearning modules 

This eLearning module can be accessed by following the hyperlink provided or by visiting: 
https:// www.metastar.com/, selecting the Provider tab, and clicking the eLearning Modules link.  

Patient Self-Measurement of Blood Pressure 

Purpose:  To provide an overview of proper patient education in self-measurement of blood pressure  
(SMBP) for ambulatory patients using evidence-based research. 

Intended Audience: Health care professionals in an ambulatory or community-based setting who  
teach adult patients (18 years and older) to self-measure their blood pressure 

Format: 35 minute module is divided into seven sections, with an eighth section devoted to test  
questions.  
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Home Blood Pressure  

Reminder Message Follow-Up Workflow

1. Pool receives 
reminder message

2. Contact patient 
via preferred 

mode of 
communication 

5. Have home BP 
readings been      

    

 6. Schedule 2 week 
follow-up appointment 
with provider (unless 

provider requests 
different follow-up date/

visit type)

3. Route encounter 
to provider to 

review home BP 
readings

4. Provider 
responds with plan 

of care
10. Close encounterYES

8. Did provider make 
medication adjustments or 

request further frequent home 
BP monitoring

NO

9. Instruct patient to 
monitor BP 1-2 times 

a week until next 
follow-up 

appointment

7a. Instruct patient to 
check BP daily and to 
call or send My Chart 

message with BP 
readings in 2 weeks. 

7b. Place reminder 
message to RN pool to 

follow up on BP 
readings if not 

provided within 2 
weeks. 

7c. Close Encounter
7. BP         or 

provider specified 
goal?*

NO

NO

YES

YES

2a. If patient s BP is 
elevated or patient is 

symptomatic  
follow triage protocols 

MA  Role

(Exclusion Criteria: ESRD, Pregnancy, Nursing Home, Hospice, General Pediatric 
and Adolescent Medicine)

2b. Provide patient with 
Health Decision – Home BP 

Monitoring Handout for 
checking BP at home. 

3. Has an accuracy 
comparison been 

performed on the cuff in 
the last year? 

5. Instruct patient 
to send My Chart 
message or call 

with BP readings in 
2 weeks

YES

1. Patient is pursuing 
or intends to pursue 
home BP monitoring

2. Does patient have 
home BP monitor?

NO

8. Return to 
previous workflow

6. Add 6 month 
follow-up with MA 

to follow-up section 

7. Place reminder 
message to RN pool 
to follow up on BP 

readings if not 
provided within 2 

weeks

2a. Measure Patient s arm 
circumference. Document 

in patient instructions 
using 

.homebpmeasurment 

4. Add date of accuracy 
comparison to the 
relevant diagnosis  

Problem List overview 
note using 

.homebpproblist

3a. Add 2 week follow-up with MA, 
instruct patient to bring cuff to 

follow-up visit and return to 
previous workflow

NO

ROLES: MA  Role Provider 
Role

RN/RNCC 
Role Patient Role

Patient Scheduling 
Representative 

(PSR)

Care Model Design
Workflow: Home Blood Pressure Workflow (patient 18-85 years old)
Role: RN, MA, Provider
Care Model Segment: Visit, Between Visit
HL Amb Operations- Last Updated: 2/23/2022

YESYES

NOTE:  If patient 
would like to report 
blood pressures via 
MyChart, provider 
will need to place 

MyChart Blood 
Pressure Monitoring 
Flowsheet order, see 

Patient-Reported 
Information MyChart 

Monitoring
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UW Health Home Blood Pressure Workflow  
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For patients already checking home blood pressures or 
those  interested in home BP monitoring  



Adapted from American Medical Association (AMA) & Johns Hopkins Medicine (2015). Self-measured blood pressure 
monitoring program: Engaging patients in self-measurements. Retrieved from 
https://www.stepsforward.org/Static/images/modules/8/downloadable/SMBP%20monitoring%20program.pdf 
 

UW Health 

 Teaching Patient Home Blood Pressure Monitoring 

Procedure 
Explain the purpose of blood pressure monitoring at home.  

Tell the patient to empty his/her bladder if needed prior to measuring blood pressure (BP). 

Tell the patient to rest sitting in a chair for 5 minutes prior to measuring his/her blood pressure. 

Ensure the patient’s device has the correct cuff size by measuring circumference of patient’s upper arm. (You 
may need to guide the patient to purchase a different size cuff from the manufacturer). 
 
Show the patient how to position the cuff correctly on the arm against bare skin 

Teach the patient proper positioning 
• Seated in a chair with back supported 
• Legs should be uncrossed 
• Feet flat on the ground or supported by a foot stool 
• Arm supported with the BP cuff in place and positioned so that the BP cuff is at the level of the 

patient’s heart  
 

Direct the patient not to talk, use the phone, text, email or watch television during the procedure. (Also explain 
that no one else should be talking during blood pressure measurement.) 
 
Instruct the patient to take two readings one minute apart, once in the morning and once in the evening.   

Show the patient how to turn on the device and press the start button.  

If an error reading occurs, direct the patient to start over.  

When the cuff completes the deflating process and a reading is displayed, explain to the patient which numbers 
represent the systolic and diastolic blood pressure.  
 
Show the patient how to document his/her blood pressure on the flow sheet or wallet card.  
If the device has memory capability, show the patient how to retrieve the readings. 
 
Provide the patient with home BP monitoring HFFY – Home Blood Pressure Test: About This Test # 7684 
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UW Health Clinician Teaching Guide: Patient Home Blood Pressure Monitoring  
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UW Health Home Blood Pressure Blood Pressure Cuff Accuracy Comparison  
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Adapted from the Centers for Disease Control and Prevention. (2014). Self-measured blood pressure 
monitoring: Action steps for clinicians. Retrieved from 
https://millionhearts.hhs.gov/files/MH_SMBP_Clinicians.pdf 

 

UW Health
Accuracy comparison for home blood pressure cuff monitoring. 

 
Have the patient sit down with his or her arm at heart level. The arm should be completely relaxed. 

Allow the patient to rest for five minutes.  

Avoid any conversation during the measurements to prevent an increase in blood pressure.  

Take a total of five sequential same-arm blood pressure readings, no more than 30 seconds apart.  

Have the patient take the first two readings with his or her own device.  

The RN/MA/LPN will take the third reading with a manual cuff, automatic cuff, or comparable 
device.  
Have the patient take the fourth reading with their own device.  

The fifth and final reading is taken by the RN/MA/LPN with the same device  used in step 3.  

Compare the difference between the readings from the two cuffs.  
 BP readings will usually decline over the five measurements. Compare all 5 blood pressures 

between the patient and the clinical staff.  
 If the difference is between 0-9 mm Hg or less, the comparison is acceptable.  
  provider. 

The patient may be instructed to purchase a new cuff.   
 

Inform patient that this procedure will be repeated annually.  

Document completion of accuracy comparison in Healthlink utilizing .homebpaccuracy (MA), 
.sbarbpcheckpilot (Team RN), or .sbarrnccbpcheck (RNCC) AND document/update in problem list 
using homebpproblist. 
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UW Health Home Blood Pressure Blood Pressure Patient Education:  Home  
Blood Pressure Test
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Home Blood Pressure Test 

 
A home blood pressure test allows you to 
keep track of blood pressure at home. When 
blood pressure is high, it can damage blood 
vessels, the heart, kidneys, and the brain. 
Controlling blood pressure can lower the 
risk for these complications. Blood pressure 
readings include two numbers, such as 
130/80 mmHg (say "130 over 80"). The first 
number is the systolic pressure. The second 
number is the diastolic pressure. 
 
Blood pressure numbers are often lower at 
home than at the clinic. The goal for your 
blood pressure is for the top number to be 
less than ______ and the bottom number 
to be less than _______. 
 
Why is this test done? 
• Find out if blood pressure is high. 
• Track high blood pressure. 
• Track how well medicine is working to 

reduce high blood pressure. 
• Assess symptoms that may be from 

low or high blood pressure. 
• Check how lifestyle changes, such as 

weight loss and exercise, affect blood 
pressure. 

 
How to prepare for the test 
• Do not use caffeine, tobacco, or 

medicines known to raise blood 
pressure (such as nasal decongestant 
sprays) for at least 30 minutes before 
taking the blood pressure. 

• Do not eat or exercise for at least 30 
minutes before taking the blood 
pressure. 

• Have an empty bladder before taking 
the blood pressure. 

How to check blood pressure at home 
• Take the blood pressure while 

feeling comfortable and relaxed.  
• Sit quietly with the back supported 

and both feet flat on the floor for at 
least 5 minutes before the test.  

• Do not talk, watch TV, or look at a 
phone or tablet during the test.  

• Sit with the arm slightly bent and 
resting on a table so that the upper 
arm is at the same level as the heart.  

• Roll up the sleeve or take off a shirt 
to expose the upper arm.  

• Wrap the blood pressure cuff around 
the upper arm so that the lower edge 
of the cuff is about 1 inch above the 
bend of the elbow. 

 
Checking Blood Pressure with an 
Automatic Blood Pressure Monitor 

• Press the on/off button on the 
automatic monitor. Wait until the 
ready symbol or message appears 
next to zero in the display window. 
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Your health care team may have given you this information as part of your care. If so, please use it and call if you 
have any questions. If this information was not given to you as part of your care, please check with your doctor. This 
is not medical advice. This is not to be used for diagnosis or treatment of any medical condition. Because each 
person’s health needs are different, you should talk with your doctor or others on your health care team when using 
this information. If you have an emergency, please call 911. Copyright © 8/2020 University of Wisconsin Hospitals 
and Clinics Authority. All rights reserved. Produced by the Department of Nursing. HF#7684 
 

• Press the start button. The cuff will 
inflate and deflate by itself. Some 
machines measure the blood pressure 
3 times. 

• The blood pressure numbers will 
appear on the screen. 

• If your machine does not store the 
blood pressure and heart rate 
readings, write them down, along 
with the date and time. 

 
When to Check the Blood Pressure at 
Home 

• At first, check the blood pressure 2 
times each day at different times of 
day or as instructed by your clinic.  

• Check in the morning and in the 
evening. Take 2 blood pressure 
measurements at least a minute apart.  

• Write down the blood pressure 
numbers.  

 
Follow-Up Visits  
Follow-up visits are a key part of your 
treatment and safety. Be sure to make and 
go to all appointments. Call the doctor for 
problems. Keep a list of the medicines being 
taken. 
 
When to Call 
Call the doctor or seek medical care right 
away if:  

• The blood pressure is above ___ for 
the top number or above ___ for the 
bottom number. 

• The blood pressure is below ___ for 
the top number or below ___ for the 
bottom number. 

•  High blood pressure is causing 
symptoms such as: 

o Severe headache 
o Blurry vision  

 
Watch closely for changes in health. Be sure 
to contact the doctor if not getting better.  

Call 911  
• If you think you may need 

emergency care.  
• If there are symptoms of a stroke. 

These may include: 
o Sudden numbness, tingling, 

weakness, or loss of 
movement in the face, arm, 
or leg, especially on only one 
side of the body 

o Sudden vision changes 
o Sudden trouble speaking 
o Sudden confusion or trouble 

understanding simple 
statements 

o Sudden problems with 
walking or balance 

o A sudden, severe headache 
that is different from past 
headaches 

• If there are symptoms of a heart 
attack. These may include: 

o Chest pain or pressure, or a 
strange feeling in the chest 

o Sweating 
o Shortness of breath 
o Nausea or vomiting  
o Pain, pressure, or a strange 

feeling in the back, neck, jaw 
or upper belly or in one or 
both shoulders or arms  

o Lightheadedness or sudden 
weakness  

o A fast or irregular heartbeat 
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Home Blood Pressure Log 

 Morning Afternoon 
Date Blood 

Pressure 
Reading 

#1 

Blood 
Pressure 
Reading

#2 

Heart 
Rate 

Comments Blood 
Pressure 
Reading 

#1 

Blood 
Pressure 
Reading 

#2 

Heart 
Rate 

Comments 
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Self-measured blood pressure monitoring  

UW Health Home Blood Pressure Blood Pressure EHR HOME BP 
SMARTPHRASES  
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PREDIABETES 

Prediabetes  
It is estimated that nearly 4 in 10 (1.5 billion) Wisconsin adults over age 18 have 
prediabetes. People  with prediabetes are at increased risk for developing type 2 diabetes, 
heart disease, and stroke.  With lifestyle changes, weight loss, and medications, it is 
possible to bring a blood sugar level back  to normal. 

What is Prediabetes?  
 • When a person has prediabetes, blood glucose (sugar) levels are higher than normal 

(A1C  5.7–6.4%) but not high enough to be considered type 2 diabetes. Prediabetes 
can lead to heart  disease, stroke, and type 2 diabetes, the most common form of 
diabetes. 

 • Research shows that the prediabetes state can often be reversed through modest 
lifestyle  changes such as healthy eating, increased activity, and weight loss that 
can be gained by  participating in lifestyle change programs such as CDC’s National 
Diabetes Prevention Program. 

Tools  
To support focus on the significance of prediabetes and its effects, we offer a sampling of 
resources  and programs from state and national entities working to address prediabetes. 

 • Prediabetes Supporting Standards of Care, Recommendations, and Evidence 
 • What is the National Diabetes Prevention Program?

 • National Diabetes Prevention Program Case for Support 
 • Health System/Provider Role in Prediabetes Care  
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https://www.dhs.wisconsin.gov/prediabetes/index.htm


Prediabetes Supporting Standards of Care, Recommendations, and Evidence: 

 • Comprehensive Medical Evaluation and Assessment of Comorbidities: Standards of 
Medical Care in Diabetes—2022 

 • Prediabetes and Type 2 Diabetes: Screening: U.S. Preventive Services Task Force

 • Reduction in the Incidence of Type 2 Diabetes with Lifestyle Intervention or Metform.    
N Engl J  Med. 2002 Feb 7; 346:393-403. 

What is the National Diabetes Prevention Program? 
The National Diabetes Prevention Program was developed by the CDC to help people with  
prediabetes or at risk for developing type 2 diabetes make lifestyle changes and prevent type 2  
diabetes. Evidence shows participants in the program can reduce their risk for developing type 
2  diabetes by 58% (risk reduction increases to 71% for those age 60 and older). Participants in the  
National Diabetes Prevention Program can expect: 

 • A CDC-approved, evidence-based curriculum lessons, handouts, and other resources to help  
participants make healthy changes. 

 • A year-long program. During the first 6 months of the program, participants meet about once a  
week. During the second 6 months, participants meet once or twice a month. 

 • A lifestyle coach, specially trained to lead the program, facilitating the discussion and helping  
participants learn new skills, set and meet goals, and stay motivated.  

 • A support group of people with similar goals and challenges. Together, participants share  ideas, 
celebrate successes, and work to overcome obstacles. In some programs, participants stay  in touch 
with each other during the week.   

 • A goal to lose 5% to 7% of starting weight (that’s 10-14 pounds for someone who weighs 200  
pounds).  
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https://diabetesjournals.org/care/article/45/Supplement_1/S46/138926/4-Comprehensive-Medical-Evaluation-and-Assessment?searchresult=1
https://uspreventiveservicestaskforce.org/uspstf/recommendation/screening-for-prediabetes-and-type-2-diabetes
https://www.nejm.org/doi/10.1056/NEJMoa012512?url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub%3Dwww.ncbi.nlm.nih.gov&
https://www.cdc.gov/diabetes/prevention/resources/curriculum.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fdiabetes%2Fprevention%2Flifestyle-program%2Fcurriculum.html
https://www.cdc.gov/diabetes/prevention/resources/curriculum.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fdiabetes%2Fprevention%2Flifestyle-program%2Fcurriculum.html


National Diabetes Prevention Program Case for Support  
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Wisconsin’s Chronic Disease Prevention Program (CDPP) works to increase access, 
referrals, and reimbursement for the CDC’s National Diabetes Prevention Program. 

 

 
 

 
 
Evidence, Curriculum, and Fidelity 

The National Diabetes Prevention Program (National DPP) is an evidence-based, year-long lifestyle change program 
introduced by the Centers for Disease Control and Prevention (CDC) for people who have prediabetes or are at risk 
for developing type 2 diabetes. The program, facilitated by a trained Lifestyle Coach, consists of 16 one-hour weekly 
sessions and six to ten one-hour monthly or twice-monthly sessions held over a 12-month period that include topics 
such as eating healthy, increasing physical activity, and losing weight. The National DPP curriculum (scroll down to 
“PreventT2 Module Details”) is provided as both 
a Lifestyle Coach Guide and a Participant Guide, 
plus handouts.  

The Diabetes Prevention Program research 
study used as a basis for the National DPP found 
that, over the 3-year study, improved nutrition 
and exercise (lifestyle intervention) reduced by 
58% the chance that a person at risk for type 2 
diabetes would develop diabetes; and, if the 
person was over age 60 the risk reduction 
increased to 71%. In comparison, the drug 
metformin also reduced risk, although less 
dramatically, by 31%. Even after 10 years,  
lifestyle change program participants had a 
34% lower rate of type 2 diabetes. 

The fidelity for the National DPP is maintained through CDC’s Diabetes Prevention Recognition Program (DPRP) and 
the DPRP Standards and Operating Procedures: March 2021. There are three levels of recognition and you begin in 
“pending” recognition status, then move into “preliminary” and “full” recognition status. This process is explained 
in the Standards and Operating Procedures. Is your organization ready to become a National DPP supplier? Take 
this Organizational Capacity Assessment. 

CDC’s recently introduced National DPP Customer Service Center is designed to be a one-stop shop for National  
DPP suppliers to have easy access to information and resources about prediabetes and the National DPP, 
such as training materials, toolkits, videos, questions, and technical assistance related to all aspects of 
the program. You also can create an account to communicate more easily with the Diabetes 
Prevention Recognition Program.  

  

Is Your Organization Ready?  

Take CDC’s Organizational 
Capacity Assessment 
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Building the Case for Support 

The National DPP Coverage Toolkit has many resources to help organizations make the case for support. 
Sections of greatest interest to help you build your case for support include: 

• Cost & Value to help develop cost analysis data and return on investment (ROI) data 
• Case for Coverage for Commercial Plans and Employers  
• Delivery  

 
And, don’t forget to start out with projecting the health and economic effects of the National DPP lifestyle change 
program on your population by using CDC’s Diabetes Prevention Impact Toolkit. 

 
Lifestyle Coach Training and Support 

The Chronic Disease Prevention Program (CDPP) 
supports organizations committed to becoming 
National DPP suppliers through sponsorship of 
Lifestyle Coach Training. Due to the COVID-19 
pandemic, we have placed our in-person Lifestyle 
Coach Trainings on hold. We have purchased 
vouchers and can provide them to you at no cost (a 
$649 value) for Virtual Lifestyle Coach Training 
through Emory University’s Diabetes Training and 
Technical Assistance Center (DTTAC). They were the 
very first Lifestyle Coach trainers and do an 
exceptional job. They even trained and now monitor 
the Master Trainer Select who does our in-person 
trainings. To participate in these trainings, provide  
Pam Geis with the names and email addresses of the people you want to train. Pam will then 
distribute a registration email with a special code to use during registration. 

The CDPP also supports Lifestyle Coaches through Advanced Lifestyle Coach Training. Once your 
Lifestyle Coaches are trained, they will have the opportunity to join DTTAC’s Common Ground 
online Lifestyle Coach community. And, within that community we host a private group called  
Badgerland Coaches. This is a great opportunity for your Lifestyle Coaches to communicate  
with and learn from other coaches in Wisconsin. We regularly host communities of 
practice and other advanced training opportunities free-of-charge for Wisconsin’s 
Lifestyle Coaches (a $50 value per opportunity).   
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Program Management Tool 

Welld Health is a comprehensive platform that allows for National DPP cohort/data management, bi-directional 
referrals, and claims submission (if desired), all at a reasonable cost. This user-friendly platform provides tools to 
make National DPP management easier. We would be happy to arrange a Welld Health demonstration for you.  

While Wisconsin National DPP suppliers are using the Welld Health platform to effectively manage their programs, 
CDPP is focusing on the claims processing capability. We are using the Welld Health platform to create a Wisconsin 
supplier-payer network, Wisconsin Lifestyle and Prevention Benefits Network. We are moving toward Wisconsin 
insurers contracting with Welld for the services of the Wisconsin suppliers who use the Welld platform—a similar 
concept to pharmacy benefits managers (PBMs) or management services organization (MSO). This network will 
eliminate the complex administrative task required for insurers to contract with each individual National DPP 
supplier to facilitate commercial insurance reimbursement. 

 
Provider Education and Referrals 

The American Medical Association (AMA) has a 
variety of resources that provide guidance on 
engaging health care teams and stakeholders on 
diabetes prevention topics, from testing and 
screening, to National DPP lifestyle change programs, 
including referrals and implementation. Now is the 
time to begin working on building this 
infrastructure—before you launch your first cohorts. 
The resources already exist, it is a matter of 
personalizing them. No need to reinvent the wheel!  
 

Wisconsin-Specific Promotional Materials 
The CDPP is excited to announce a collaboration with the American Diabetes Association on a Wisconsin 
vanity URL for the Diabetes Risk Test. Using www.diabetes.org/widhsrisktest in all of your communications, on 
your websites, on your risk test widgets, and more will allow us to acquire blinded data for Wisconsin users of 
the risk test. We will be able to monitor how many people we, and our partners, are driving to the risk test 
and what types of risk factors they identify. Please use this link any time you want to connect people to the 
Diabetes Risk Test (also known as the Prediabetes Screening Test or Type 2 Diabetes Risk Test).  

We also have a variety of assets available to promote your National DPP cohorts: social media 
messaging and ads, posters, flyers, palm cards, print ads, radio ads, and testimonials from  
Wisconsin participants. These assets are cutomizable and are available on CDPP’s 
prediabetes webpages, www.PreventDiabetesWI.org. Invest your time in placing 
assets, not creating them!  



PREDIABETES | 130

Page 4 of 4 

MEDICARE DPP TECHNICAL ASSISTANCE 

National DPP suppliers must first be in CDC preliminary or full recognition status before applying for Medicare DPP 
supplier status. Both CMS and CDC’s Customer Service Center provide resources for the Medicare Diabetes Prevention 
Program (Medicare DPP): 

• Medicare DPP Expanded Model website contains a lot of information on orientation, enrollment tutorials,
billing, etc. This Medicare DPP 101 presentation provides information on the benefits of enrolling as a Medicare
DPP supplier along with supplier support for enrollment, delivery, billing and claims, and sustainability

• Working with Medicare Beneficiaries Guide
will help you learn how to recruit, enroll,
and retain Medicare beneficiaries with
prediabetes in your organizations CDC-
recognized lifestyle change program

• CDC’s Customer Service Center has a
general FAQ: CMS/Medicare Inquiries
resource and Medicare DPP Promotional
Materials for Part B Beneficiaries

• You can also direct questions regarding the
Medicare DPP expanded model to CMS at
mdpp@cms.hhs.gov or the Medicare DPP
Help Desk at 1-877-906-4940

YOUR WISCONSIN NATIONAL DPP CONTACT 

Pam Geis 
Health Promotion Specialist (contracted)  
National DPP State Quality Specialist 
Chronic Disease Prevention Program 
State of Wisconsin, Division of Public Health 
262.573.3983 
geis.pamela@gmail.com 

www.PreventDiabetesWI.org  SCAN ME 

DOWNLOAD A COPY

https://hip.wisc.edu/sites/default/files/WCHQ_Chronic-Conditions-Toolkit/Pg_130-PreventT2.pdf


Health System/Provider Role in Prediabetes Care 

Health care teams are an important link to provide screening and testing for prediabetes, along with 
referrals into the National Diabetes Prevention Program to help patients make  necessary lifestyle changes.  
Evidence shows participants in the program can reduce their  risk for developing type 2 diabetes by 58% 
(risk reduction increases to 71% for those age 60  and older). 

According to numerous studies, for every 100 high-risk adults (age 50) completing the  National 
Diabetes Prevention Program: 

 • 15 new cases of type 2 diabetes are prevented 
Reference: DPP Research Group. N Engl J Med. 2002 Feb 7;346(6):393-403 

 • 162 missed work days are prevented 
Reference: DPP Research Group. Diabetes Care. 2003 Sep;26(9):2693-4 

 • The need for blood pressure or cholesterol medications in 11 people are prevented  
Reference: Ratner, et al. 2005 Diabetes Care 28 (4), pp. 888-894 

 • The equivalent of 20 perfect years of health are added 
Reference: Herman, et al. 2005 Ann Intern Med 142 (5), pp. 323-32 

 • $91,400 in health care costs are avoided 
Reference: Ackermann, et al. 2008 Am J Prev Med 35 (4), pp. 357-363; estimates scaled to  2008 $US 

What can health care teams do about prediabetes? 

Learn about the health and economic effects of the National Diabetes Prevention Program on your 
patient population with CDC’s Diabetes Prevention Impact Toolkit. 

Educate your patients about prediabetes through websites, bulletin boards, newsletters, social 
media, and other available channels at www.PreventDiabetesWI.org.

Develop protocols for screening and testing for prediabetes by using resources from the AMA 
Diabetes Prevention Toolkit.  

Refer patients with prediabetes or who are at-risk to National Diabetes Prevention Program 
suppliers in Wisconsin. 

Medicare provides coverage through the Medicare Diabetes Prevention Program Expanded Model 
to eligible beneficiaries. Refer Medicare recipients to Medicare Diabetes Prevention Program suppliers 
in Wisconsin.

Influence health system decision makers to offer coverage of the National Diabetes Prevention 
Program to employees.
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DIABETES CONTROL

IMPROVEMENT STRATEGY #1: 
Use a standardized protocol for treating a patient with a diagnosis of diabetes including a
diabetes focused visit every 6 months

IMPROVEMENT STRATEGY #2: 
A diabetes focus visit occurs within 30 days for patient’s whose most recent A1c result is
greater than or equal to 8

IMPROVEMENT STRATEGY #3: 
Evidence-based communication strategies to support ongoing, collaborative education and/or
self-management and lifestyle change in patients with a diagnosis of diabetes

IMPROVEMENT STRATEGY #4: 
Medication adherence resources

IMPROVEMENT STRATEGY #5: 
Engaging and empowering the team

TOOLKIT IMPROVEMENT STRATEGIES
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The Status of Diabetes in the Nation and Wisconsin

Diabetes is a group of diseases marked by high blood glucose (sugar) levels caused by the 
body’s inability to make insulin (a hormone), the body’s inability to use the insulin it does make 
effectively, or both. People with diabetes have increased risk of heart disease and stroke along 
with other complications. The most common types of diabetes are type diabetes and type 2 
diabetes. Prediabetes can lead to type 2 diabetes but is reversible with small lifestyle changes.

Diabetes in the United States 
 • More than 37.3 million people of all ages (about 1 in 10) have diabetes, and 96 million adults            

(1 in 3) have prediabetes. 1

 • Diabetes complications are increasing for young adults aged 18 to 44 and middle-aged adults 
aged 45 to 64. 2

 • Diabetes is more common among Asian, non-Hispanic Black, and Hispanic people than non-
Hispanic White people.

 • Nearly 1 in 5 adolescents aged 12 to 18 years and 1 in 4 young adults aged 19 to 34 have 
prediabetes. 3

Diabetes in Wisconsin 4

 • More than 356,000 Wisconsin adults (that’s 1 in 10) have diabetes.
 • An estimated 6,500 children and adolescents have diabetes. 
 • 1.5 million Wisconsin adults have prediabetes.

For diabetes data in your geographic area, go to:

 • Diabetes Surveillance System: Explore estimates and trends of diabetes prevalence, diabetes 
incidence, risk factors, preventive care practices, and complications.

 • Diabetes Social Determinants of Health: Explore county-level estimates of diabetes, physical 
activity, and obesity within the context of important social factors.

 • Diabetes State Burden Toolkit: Explore data to understand the health, economic, and mortality 
burden of diabetes in Wisconsin
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The Treatment of Prediabetes and Diabetes

Preventing Type 2 Diabetes
If current trends continue, 1 in 3 Americans will develop diabetes sometime in their lifetime.1 
To help prevent or delay type 2 diabetes, CDC’s National Diabetes Prevention Program 
(National DPP) delivers an affordable, evidence-based lifestyle change program. Studies show 
that lifestyle change programs can reduce the risk of type 2 diabetes by more than 50% for 
people at high risk. The Wisconsin Department of Health Services Chronic Disease Prevention 
Program and its partners, including WCHQ, are working to make the lifestyle change program 
available to more Wisconsin residents. More than 617,631 adults have participated in the 
program nationally as of April 2022.2  For more information about the National DPP in 
Wisconsin, see Section 2 or visit:  www.PreventDiabetesWI.org. 

Preventing Diabetes Complications
Complications of diabetes can include heart disease and stroke, chronic kidney disease, 
nerve damage, vision and hearing loss, oral health problems, and mental health concerns. 
It is important to refer patients with diabetes into diabetes self-management education and 
support (DSMES) services. To prevent complications in people living with diabetes, WCHQ, 
the Wisconsin Department of Health Services Chronic Disease Prevention Program, and other 
partners are working to expand access to and participation in DSMES.

DSMES helps people with diabetes effectively manage their blood sugar, blood pressure, and 
cholesterol and get preventive care.2 DSMES teaches people to make better decisions about 
their diabetes, get the support they need, and learn skills to better manage the disease. For 
example:

• Effective blood sugar management can reduce the risk of eye disease, kidney disease, and 
nerve disease by 40%.

• Blood pressure management can reduce the risk of heart disease and stroke by 33% to 
50%. Improved cholesterol levels can reduce cardiovascular complications by 20% to 
50%.

• Regular eye exams and timely treatment could prevent up to 90% of diabetes-related 
blindness.

• Health care services that include regular foot exams and patient education could prevent 
up to 85% of diabetes-related amputations.

• Detecting and treating early diabetic kidney disease by using kidney protective medicines 
that lower blood pressure can reduce decline in kidney function by 33% to 37%.
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The Economic Burden of Diabetes 

The total estimated cost of diagnosed diabetes in 2017 was $327 billion, including $237 
billion in direct medical costs and $90 billion in reduced productivity. For the cost categories 
analyzed, care for people with diagnosed diabetes accounts for 1 in 4 health care dollars in the 
U.S., and more than half of that expenditure is directly attributable to diabetes. People with 
diagnosed diabetes incur average medical expenditures of ∼~$16,750 per year, of which 
∼~$9,600 is attributed to diabetes. 

People with diagnosed diabetes, on average, have medical expenditures ~2.3 times 
higher than what expenditures would be in the absence of diabetes. Indirect costs include 
increased absenteeism ($3.3 billion) and reduced productivity while at work ($26.9 
billion) for the employed population, reduced productivity for those not in the labor force 
($2.3 billion), inability to work because of disease-related disability ($37.5 billion), and lost 
productivity due to 277,000 premature deaths attributed to diabetes ($19.9 billion). 1

DIABETES | 136

“For the cost categories analyzed, care 
for people with diagnosed diabetes 
accounts for 1 in 4 health care dollars 
in the U.S., and more than half of that 
expenditure is directly attributable to 
diabetes.” 1
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The Importance of Diabetes Control  

CDC Diabetes Report Card 2021: The Status of Diabetes in the Nation
CDC reports nationally, about 37.3 million people, or 11.3% of the US population, had 
diabetes in 2019. This total  included 37.1 million adults aged 18 or older, or 14.7% of all US 
adults. About 8.5 million of these  adults had diabetes but were not aware that they had the 
disease or did not report that they had it. (CDC Diabetes Report Card 2021)  

The Diabetes Report Card provides the most current information and data available about 
diabetes  and prediabetes in the United States. It includes information and data on diabetes, 
preventive care  practices, health outcomes, and risk factors such as race, ethnicity, 
socioeconomic position, and prediabetes.
 
To access the full report, visit: 
https://www.cdc.gov/diabetes/library/reports/reportcard.html
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TYPE 1

TYPE 2
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• Can develop at any age 

• No known way to prevent it
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• Can develop at any age 

• Most cases can be prevented  
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CDC’s Division of Diabetes Translation works 
toward a world free of the devastation of diabetes.
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Diabetes in Wisconsin Facts and Figures   
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To access this infographic, visit: https://www.dhs.wisconsin.gov/publications/p01897.pdf 
Chronic Disease Prevention Program Maps & Data, visit: https://www.dhs.wisconsin.gov/
disease/data-chronic.htm
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Diabetes Facts and Figures – Map of Diabetes by County   

The Wisconsin Department of Health Services Chronic Disease Prevention Program has 
developed  this map as a resource to assist partners and professionals visualize the significance 
of diabetes in  Wisconsin.  

To access this infographic, visit: https://www.dhs.wisconsin.gov/publications/p01945.pdf 
Chronic Disease Prevention Program Maps & Data, visit: https://www.dhs.wisconsin.gov/
disease/data-chronic.htm
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The Wisconsin Collaborative for Healthcare Quality (WCHQ) publicly reports diabetes blood sugar (A1c) 
control rates for 26 Wisconsin provider organizations for nearly 220,000 patients with a diagnosis of dia-
betes. To align with National Quality Forum endorsed diabetes measures, and referencing the American 
Diabetes Association recommendations, WCHQ measures the following A1c control goals for people 
with diabetes:

• Good Control - A1c level controlled to less than 8.0%
• Fair to Poor Control - A1c greater than or equal to 8.0% and less than or equal to 9.0%
• Uncontrolled - A1c greater than 9.0%
• No A1c test within the measurement period

To view a comprehensive list of publicly reported WCHQ Measures, please visit:
 https://reports.wchq.org/
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SECTION THREE

3.1 - IMPROVEMENT STRATEGY #1

Use a standardized protocol for treating a patient 
with a diagnosis  of diabetes including a diabetes 
focused visit every 6 months  
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IMPROVEMENT STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of diabetes including a 
diabetes focused visit every 6 months  

 A patient with a diagnosis of diabetes has a diabetes focused visit every 6 months  

Why is this important?  
American Diabetes Association (ADA) 
Standards of  Medical Care in Diabetes 
recommendations for A1C  Testing include 
performing the A1C test at least two  times a 
year in patients who are meeting treatment  
goals, and who have stable glycemic control. 
The  ADA also recommends performing the 
A1C test  quarterly in patients whose therapy 
has changed or  who are not meeting glycemic 
goals.1   

Tools  
To support implementing this 
strategy,  we offer a sampling of tools 
from  Wisconsin health systems, as 
well as from  other state and national 
entities working  to improve diabetes 
care and outcomes.  

Adherence Resources
• American Diabetes Association Standards of Medical Care in Diabetes: Abridged for

Primary  Care Providers
• American Medical Association STEPS Forward™ Managing Type 2 Diabetes
• Medicare Quality Payment Program Measure, Diabetes: Foot Exam
• Wisconsin Diabetes Clinical Care Recommendations
• Gundersen Health System

• Hypertension Management Flowsheet Pocket Guide
• Type 2 Diabetes Management Algorithm

• Population Health - Maintenance and Prevention Standing Order

Reference: 
1. Standards of Medical Care in Diabetes—2017 Abridged for Primary Care Providers. (2016). Clinical Diabetes, 35(1), 5-26. 

doi:10.2337/cd16-0067 
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TOOLS FOR STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of 
diabetes  including a diabetes focused visit every 6 months  

Amercian Diabetes Association (ADA): Comprehensive Medical Evaluation and 
Assessment of Comorbidities: Standards of Medical Care in Diabetes—2022

The American Diabetes Association (ADA) updates the “Standards of Medical Care in 
Diabetes” annually. This document provides the elements of diabetes care, general 
treatment goals and guidelines, and tools to evaluate quality of care.

DIABETES, STRATEGY #1 | 146

ISSN 0149-5992

A M E R I C A N  D I A B E T E S  A S S O C I A T I O N

STANDARDS OF 
MEDICAL CARE
IN DIABETES—2022

S
U

P P L E M E N
T

1

V
O

LU
M

E
 4

5
 | S

U
P

P
LE

M
E

N
T

 1
 | PA

G
E

S
 X

X
–

X
X

X
X

TH E JOU R NAL OF C LI N ICAL AN D APPLI ED R ESEARC H AN D EDUCATION VOLUME 45 | SUPPLEMENT 1

WWW.DIABETES.ORG/DIABETESCARE JANUARY 2022

JA
N

U
A

R
Y

 2
0

2
2

©Americ
anD

iabetesA
sso

ciatio
n

To view, visit: https://diabetesjournals.org/care/article/45/Supplement_1/
S46/138926/4-Comprehensive-Medical-Evaluation-and-Assessment?searchresult=1

https://diabetesjournals.org/care/article/45/Supplement_1/S46/138926/4-Comprehensive-Medical-Evaluat
https://diabetesjournals.org/care/article/45/Supplement_1/S46/138926/4-Comprehensive-Medical-Evaluat


TOOLS FOR STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of 
diabetes  including a diabetes focused visit every 6 months  

American Medical Association: STEPS Forward™ Managing Type 2 Diabetes: A 
Team-Based Approach  

Help patients with type 2 diabetes achieve their glycemic goals. 
CME Credits: 0.5  
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Managing Type 2 Diabetes: A  Team-Based Approach : 

https://edhub.ama-assn.org/steps-forward/module/2702690

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://edhub.ama-assn.org/steps-forward/module/2702690
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 


TOOLS FOR STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of 
diabetes  including a diabetes focused visit every 6 months  

Medicare Quality Payment Program Measure, Diabetes: Foot Exam  

To download, visit:  
https://qioprogram.org/sites/default/files/2021-06/B2_Foot_Flyer_20170322_FNL.pdf
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Continued on next page

Wisconsin Diabetes Clinical Care Recommendations  

The 2017 Wisconsin Diabetes Clinical Care Recommendations At-A-Glance is a comprehensive overview of the 2017 ADA clinical 
practice  recommendation. To access the document, visit:  https://www.dhs.wisconsin.gov/publications/p49356a.pdf
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Wisconsin Diabetes Clinical Care Recommendations (continued)



TOOLS FOR STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of 
diabetes  including a diabetes focused visit every 6 months  

Gundersen Health System Hypertension Management Flow sheet Pocket Guide  

Hypertension Management Flowsheet: a simplified approach for using medications, dosing  
considerations, and lab testing for treating hypertension.  

To order the pocket card, visit: https://www.gundersenhealth.org/for-clinicians-professionals/
pocket-cards/  
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TOOLS FOR STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of 
diabetes  including a diabetes focused visit every 6 months  

Gundersen Health System Type 2 Diabetes Management Algorithm  

Diabetes Management Algorithm: a simplified approach for using medications and 
dosing  considerations for treating diabetes. 

To order the pocket card, visit: https://www.gundersenhealth.org/for-clinicians-
professionals/pocket-cards/
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Type 2 Diabetes
Management Algorithm

May begin multiple medications simultaneously.  
If Hgb A1C >10, start long-acting insulin. 

Goal A1C is <7.0 in most patients, 7.5 if ≥ 65 years old,  
and <8 if dementia or multiple chronic illnesses.  
Representative medications are in parentheses.

19325-16 0120

Adapted from 2020 ADA Standards of Care
http://pocketcard/diabetes
©2020 Gundersen Health System

Long-acting Insulin
(Glargine 0.1-0.2 units/kg daily)

Increase weekly by 5-20% to fasting goal of 
80-130. When dose is > 0.8 units/kg, strongly 

consider short-acting insulin.

Short-acting Insulin
Start 10% of long-acting dose before largest

meal, then add additional meals every 3
months if not controlled. Adjust weekly.

Target is 50% long and 50% short-acting insulin.

Metformin (A1C reduction 1.0-1.5)  
(Glucophage XR 500-2000 mg at night)

Don’t start if GFR ≤ 45 or unstable CHF/severe liver disease.
Check creatinine every 6 months if GFR 45-60,  

and every 3 months if GFR 30-45.
Use .METRNTITRATE to increase by 500 mg every 2 weeks to  
2000 mg or highest tolerable dose; slower if GI side effects.

Established or 
at high risk for 

ASCVD:
GLP-1
then 

SGLT-2

HFrEF or CKD:
SGLT-2  

(renally dosed) 
then

GLP-1

No compelling 
comorbidity:

GLP-1 then SGLT-2
or

SGLT-2 then GLP-1

https://www.gundersenhealth.org/for-clinicians-professionals/
https://www.gundersenhealth.org/for-clinicians-professionals/pocket-cards/ 


Medication Financial Assistance:  
Call our Financial Counselors at 5-7814, 
use a GHS pharmacy, or Google search 
“Gundersen Diabetes Cost”.

Other Options:
DPP-4 Inhibitors (A1C reduction 0.5-1.0)  
(Sitagliptin (Januvia)). Brand name copay. 
Don’t use with GLP-1. No clinical event 
reduction. Weight neutral.  
No hypoglycemia. Renally dosed.

Sulfonylureas (A1C reduction 1.0-1.5) 
(Glimepiride). Hypoglycemia risk. No 
clinical event reduction. Weight gain. May 
increase every 2 weeks to a high of 1/2 max 
labeled dose. Don’t use with short-acting 
insulin. Avoid with long-acting insulin 
except when initiating insulin until glucose 
improves, or if there are contraindications/
barriers to adding short-acting insulin. 
*Don’t use glyburide.

TZDs (A1C reduction 1.0-1.5) 
(Pioglitizone (Actos). May cause or 
exacerbate CHF; contraindicated in CHF. 
Possible CV event reduction. Weight gain. 
No hypoglycemia. Caution with insulin.

GLP-1 agonists  
(A1C reduction 1.0-1.5)

Starting Dose Full Dose Renal Dose
CrCl 30-50

Renal Dose
CrCl < 30

Semaglutide (Ozempic) 
(Best for A1C and weight loss)

0.25 mg weekly x 1 month  
then  0.5 mg weekly x 1 

month

1 mg weekly OK OK

Dulaglutide (Trulicity) 0.75 mg weekly x 1 month 1.5 mg weekly OK Caution

Liraglutide (Victoza) 0.6 mg daily x 1 week  
then 1.2 mg daily x 1 

month

1.8 mg daily OK Caution

Exenatide Extended (Bydureon) 2 mg weekly 2 mg weekly Caution Don’t Use

Exenatide (Byetta) 5 mg BID x 1 month 10 mg BID Caution Don’t Use

Lixisenatide (Adlyxin) 10 mcg daily x 1 month 20 mcg daily OK Caution

Semaglutide - oral (Rybelsus) 3 mg daily x 1 month, then 
7 mg daily x 1 month

14 mg daily OK OK

Use starting dose for one month, then increase to full dose. 
Many agents show CV risk reduction. Injectable agents are listed in order of potency (Dulaglutide similar to Liraglutide). 
Weight loss. Blood pressure reduction. No hypoglycemia.

SGLT-2 inhibitors  
(A1C reduction 0.5-1-0)

Starting Dose Full Dose Renal Dose  
GFR 45-60

Renal Dose  
GFR 30-45

Empagliflozin (Jardiance) 10 mg qam x 1 month 25 mg qam 25 mg qam 10 mg qam

Canagliflozin (Invokana) 100 mg qam x 1 month 300 mg qam 100 mg qam 100 mg qam

Dapagliflozin (Farxiga) 5 mg qam x 1 month 10 mg qam 10 mg qam 5 mg qam

Ertugliflozin (Steglatro) 5 mg qam x 1 month 15 mg qam Don’t Use Don’t Use

Use starting dose for 1 month, then increase to full dose.  
Check creatinine 3 months after starting. Check potassium periodically if GFR < 45.
Drink 1-2 extra glasses of water per day. Recommend good genital hygiene.
Many agents show CV risk reduction, and improved renal and heart failure outcomes.
Weight loss. Blood pressure reduction. No hypoglycemia.
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Population Health - Maintenance and Prevention Standing Order

1. SCOPE

1.1. MCHS - Ambulatory Care Medical Support Staff and Providers

Excluding Ambulatory Surgical Care Center

2. DEFINITIONS & EXPLANATIONS OF TERMS

2.1. BP: Blood Pressure

2.2. eComm: A patient-based electronic communication application in Cattails MD. 
eComm provides the ability to subscribe to, create, accept, not accept, complete, 
send back, transfer, reply to user and forward to user patient specific 
tasks/messages

2.3. EHR: Electronic Health Record

2.4. FIT: Fecal immunochemical test

2.5. FLP: Fasting Lipid Profile

2.6. HbA1c: Hemoglobin A1C test result reflects the average blood sugar level for the 
past two to three months

2.7. HPV: Human papillomavirus

2.8. Ineligibility Criteria: Patients with conditions that the staff should not be 
independently scheduling screening tests or labs.

2.9. LDL: Low-

2.10. MSS (Medical Support Staff): includes medical assistants, registered nurses, licensed 
practical nurses, and technicians.

2.11. Population Health: The health outcomes of a group of individuals including the 
distribution of such outcomes within the group.

2.12. Population Health Management Dashboard (PHM): The Population Health 
Management dashboard presents an intuitive and interactive interface to facilitate 
the management and measurement of your patient population.

2.13. Prevention Services (PreServ): The Cattails MD application that lists recommended 
services for patients based on age, gender and disease states. The PreServ pane is 
located in the Patient Dashboard Application.

2.14. Provider: A medical doctor, advanced practice provider or other licensed 
professional who examines, diagnoses, initiates orders and determines overall 
treatment for patient care. 

2.15. RN: Registered Nurse 

TOOLS FOR STRATEGY #1 
Use a standardized protocol for treating a patient with a diagnosis of 
diabetes  including a diabetes focused visit every 6 months  

Population Health  Maintenance and Prevention Standing Order  
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3. STANDING ORDER BODY

To address gaps in care, all members of the ambulatory health care team in both primary 
and specialty care will use the PreServ application and patient lists from Population Health 
to identify due or overdue services. MSS will offer to assist the patient in scheduling the 
maintenance or preventative services. All actions in the following standing order are based 
upon the evidence documented in UpToDate.

3.1. MSS will use PreServ and Population Health to complete pre-visit planning. 

3.2. MSS will follow the p plan of care for the particular conditions in the 
MSS may schedule labs, office visits, 

and preventative screenings per the algorithms below for patients with the 
conditions listed unless the patient is exempt in PreServ.

3.3. MSS will coordinate the scheduling of any patient labs/screenings/office visits.

3.4. This standing order authorizes staff to order/schedule and provide the following 
services unless otherwise directed by the Provider. Please note exempted or 
accelerated status in PreServ. 

Condition Clinical Measure Action/Goal

Diabetes:

Algorithm attached

HbA1c HbA1c less than 8%: order every 6 
months

HbA1c greater than 8% order every 3 
months. 

BP Goal: BP less than 140/90 for people 18-
84 yrs. 

BP less than 150/90 for people 85 and 
older

Action: If BP elevated, schedule BP only 
check with staff

FLP/LDL Order FLP/LDL annually

Microalbumin Order annually

Foot Exam Performed annually at a minimum

Dilated Eye Exam Patient should have every 2 years. If 
retinopathy present, exam is scheduled 
annually.

Office Visit Patient should be seen 2-3 times per 
year

Diabetes Self-
Management 
Education (DSME)

Patient with HbA1C > 9 MSS and 
provider discuss diabetes service 
referral order for Diabetes Self-
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Management Education

Hypertension

Algorithm attached

Office Visit Patient should be seen at least 
annually

BP Goal: BP less than 140/90 in people 18-
84 yrs. of age

BP less than 150/90 for people 85 and 
older

Action: If BP elevated, schedule BP only 
check with staff

Heart Failure

(no algorithm)

Office Visit Patient should be seen at least 
annually.

BP Goal: BP less than 140/90 in people 18-
84 yrs. of age.

BP less than 150/90 for people 85 and 
older

Action: If BP elevated, schedule BP only 
check with staff

Heart Failure 
Clinic

Encourage referral to Heart Failure 
Clinic

Coronary Artery 
Disease

Algorithm attached

Office Visit Patient should be seen at least 
annually

FLP/LDL Order FLP/LDL annually

BP Goal: BP less than 140/90 in people 18-
84 yrs. of age

BP less than 150/90 for people 85 and 
older

Action: If BP elevated, schedule BP only 
check with staff

Prevention/Early Detection Service Action

Flu Vaccination Administer the flu vaccine after completing 
the immunization screening and entering 
immunization information in RECIN (See 
supporting documents).

Pneumococcal Vaccination Administer the pneumococcal vaccination 
after completing the immunization screening
and entering immunization information into 
RECIN (See supporting documents).

Breast Cancer Screening Female patients 40-74 years of age should be 
considered for a mammogram minimally every 
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Algorithm attached two years.

Cervical Cancer Screening

Algorithm attached

Female patients 21-29 years of age should be 
considered for cervical cancer (cytology) screening 
once every three years.

Female patients 30-64 years of age should be 
considered for a cervical cancer (cytology) 
screening once every three years OR once every 
five years if an HPV test is also completed.

Colorectal Cancer Screening

Algorithm attached

Patients 50-75 years of age should have one of the 
following colorectal cancer screenings performed
within the following timelines:

Colonoscopy (preferred): Every 10 years

Cologaurd: Every three years

FIT: Every year

Advanced Care Planning Minimally, adult patients 55 years and older are to 
have an advanced directive on file. MSS to verify if 
ACP on file. If not, discuss with patient and refer to 
RN facilitator.

4. ADDITIONAL RESOURCES

4.1. References:
UpToDate
WCHQ
     

4.2. Supporting documents available:
RECIN- Recording Immunizations in RECIN Prior to Administration Policy
RECIN Proper Distribution of Vaccine Information Statements (VIS) Policy
Vaccination (Immunization) Policy
Lippincott Procedures
Attached Algorithms
Adult Pneumococcal Vaccine Quick Reference Guide
Pediatric Pneumococcal Vaccine Quick Reference Guide
Advanced Care Planning Toolkit

5. DOCUMENT HISTORY
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Version No. Revision Description

1.0

New Document: This document replaces the iList Protocol, Document ID 
KT2N6QC5SZE5-3-115 (latest effective date of 2/11/15), Use of Intervention List, 
Document ID KT2N6QC5SZE5-3-64 (latest effective date of 2/11/15) and 
Prevention Services Request Service Protocol, Document ID KT2N6QC5SZE5-3-
270 (latest effective date of 9/9/14).

2.0

Added Cervical Cancer Screening, Coronary Artery Disease, Breast 
Cancer Screening, and Hypertension guidelines and algorithms to this 
protocol
Removed procedure components in section 3.4 for elevated BP 
measurement as this is addressed in the Blood Pressure Measurement 
Procedure Document

Added the Blood Pressure Measurement Procedure as a supporting 
document

3.0

Updated Scope to include all Marshfield Clinic Inc. staff
Updated Breast Cancer Screening age range to 40-74 yrs.
Updated supporting documents
Removed goals from algorithms and placed them within the protocol 
document
Added Advanced Care Planning Toolkit to protocol

4.0

Removed Marshfield Clinic Logo, Changed from Protocol Template to 
Standing Order Template, Changed Document Title to Population Health
- Maintenance and Prevention Standing Order, Update Scope 
Statement, Quick Parts added in header.

6. DOCUMENT PROPERTIES

Primary Author: Dietzler, Heather B
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Is patient age 30 through 64
years?

Yes

Cervical Ca Screening

No

*Schedule
screeningNo

No *Schedule next screen 3
years from previous date.

Yes

*Schedule screen 5
years from previous

date.

Previously
screened?

Did previous
screen include

HPV test?

Is patient eligible for Pap
screening?

Yes

Exempt status/
decline status
documented

Do not screenIs patient age 21-29 years? No

YesYesYesYes
Yes

Is patient eligible for Pap
screening? No

Exempt status/
decline status
documented

Previously
screened? No

*Schedule for
screening, consider
need for Chlamydia

and Gonorrhea
screening

*Schedule next screen
3 years from previous

date.

Yes

Yes

Ineligibility Criteria:
Hysterectomy with Cervix removed
High Risk: Determined by provider
Patient in Palliative Stage of life
Patient declines screening

No

Were results
normal?

Discuss screening
options with provider

Yes

No Were results
normal?

Yes

Discuss screening
options with providerNo

*All schedules assume average risk. If patient has accelerated
schedules for screening or risk factors (e.g. positive family history
of cervical cancer), then refer to documented care plan or consult

with provider for screening plan and timeframes
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Is the patient
between 50-75?

Yes

Was the screen a FIT
or FOBT?

Contact patient to
schedule colonoscopy
1 yr. from last screen.
If declines, schedule

for alternative screen

Yes

Colorectal Ca Screening
No Do not screen*

Yes

No

Contact patient to schedule
colonoscopy. If declines, and
due for office visit, schedule

office visit to discuss screening
options with provider

No Was the screen
a Cologuard?

Yes

Contact patient to
schedule colonoscopy
3 yrs. from last screen.

If declines, schedule
for alternative screen

No Was the screen a
colonoscopy? No

Yes

Contact patient to
schedule colonoscopy

10 yrs. from last screen.
If declines, schedule for

alternative screen

Was the screen a
barium enema, CT
colonography, or a

flexible
sigmoidoscopy?

Yes

Contact patient to
schedule colonoscopy 5
yrs. from last screen. If
declines, schedule for

alternative screen

No

Contact patient to
schedule

colonoscopy. If
declines, schedule

office visit to discuss
screening options

with provider

Yes

No

Exempt status/
decline status

documented or
updated to reflect

current date

Is patient eligible
for screening?

Previously
screened?

Ineligibility Criteria:

Patient in Palliative Stage of Life
Patient currently declines or has
declined within the last year
High Risk: determined by provider

Were results
normal?

Discuss screening
options with provider

or refer to
documented care plan

Yes

No

*All schedules assume average risk. If patient has accelerated
schedules for screening or risk factors (e.g. positive family

history of colorectal cancer or adenomatous polyps), then refer
to documented care plan or consult with provider for screening

plan and timeframes
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Is the patient between 40-
74 yrs. Do not screen

Yes

No

Breast Ca Screening

No

*Schedule
mammogram

screening with
annual physical

Yes

No
Exempt status/
decline status
documented

Yes

Is patient eligible for
future mammogram?

Had previous
mammogram?

Ineligibility Criteria

Bilateral Mastectomy
Pt. in Palliative Stage of Life
Patient declines
High Risk: determined by provider

Mobile
Mammography:

Bloomer
Cadott
Colby
Cornell

Cumberland
Eagle River
Greenwood
Hayward

Menomonie
Mercer
Merrill
Mosinee
Phillips
Stratford

Wisconsin Rapids
Wittenberg

*Schedule
mammogram 2 yrs.

from previous
mammogram

Were the results
normal?

Yes

Discuss screening
options with

provider
No

*All schedules assume average risk. If patient has
accelerated schedules for screening or risk factors (e.g.
positive family history of breast cancer), then refer to
documented care plan or consult with provider for

screening plan and timeframes
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*Is patient overdue for an
office visit?

Diabetic Patient Scheduling
Guidelines

Has an
HbA1C

been drawn
within one

year?

Has an
FLP/LDL Been
drawn within

one year?

Has a
Microalbumin

been drawn within
one year?

If >8%, order next HbA1C
three months from last
draw. If < 8 % order 4-5
months from last draw.

Yes

Yes

Order lab Order labNo
Order lab if
patient not
exempted

No

Do not
order

eYes

No

Schedule
subsequent

visits according
to *plan of care
from previous

visit

Was BP
greater than139/89 or

greater than
149/89 for patients over

85?

No

Schedule BP
check with

staff

Yes

d

No

Yes

Schedule office
visit within
appropriate

timeframe to
include diabetic

foot exam

Identify annual diabetic eye
exam provider

End of process

>

Internal

External

Complete
release of

information to
obtain diabetic

eye exam
record

Is record in
CMR?No

Yes

* -Check plan of care from last
office note for direction

-If no direction, discuss with
provider when next visit
should occur

Yes
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Coronary Artery Disease
Management

Order LDL to align with visit

Has the patient had an office visit with
PCP this calendar year?

Schedule BP check
with staff; align with

any labs

No

Yes

Yes

Schedule office
visit Has an LDL been drawn within

the last year?
No

Has an LDL been drawn within
the last year?

Order LDLNo

No

Was BP
greater than139/89 or

greater than 149/89 for
patients

over 85 years?

Do not schedule
unless indicated by

care

Yes

Yes
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Hypertension

Has the patient had an
appointment with their PCP within

the last year?

Schedule BP check
with staff; align with

any labs

Yes

Was BP
greater than 139/89 or

greater than 149/89 for patients
over 85 years?

Yes

Ensure that the provider was linked appropriately to
the last blood pressure measurement.
Determine where the last blood pressure was taken.
*Measurements recorded by a specialty exclusion do
not count toward this metric. Specialty exclusion list
is found in Population Health Reference guide.
If patient is on the hypertension list but falls out of
this algorithm, please call the helpline.

No

Schedule
for office

visit
No
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SECTION THREE

3.2 - IMPROVEMENT STRATEGY #2

A diabetes focus visit occurs wihtin 30 days for patient’s 
whose  most recent A1C result is greater than or equal 
to 8

DIABETES  
CHRONIC CONDITIONS

TOOLKIT

-2022-



IMPROVEMENT STRATEGY #2 
A diabetes focus visit occurs within 30 days for patient’s whose most recent A1c result is 
greater than or equal to 8  

If a patient’s most recent A1c result is greater than or equal to 8, a diabetes focus visit 
should  occur within 30 days  

Tools
To support implementing this strategy,  
we offer a sampling of tools from  
Wisconsin health systems, as well as 
from other state and national entities 
working to improve diabetes care and 
outcomes.  

Why is this important?  
Optimal diabetes management requires an  
organized, systematic approach including  
prioritization of timely and appropriate 
intensification of lifestyle and/or pharmacologic 
therapy for patients who have not achieved the 
recommended metabolic targets.1

Adherence Resources  
• Diabetes Self-Management Education and Support Algorithm Action Steps
• Diabetes Self-Management Education and Support (DSMES)

• What is DSMES?
• Clinical-Based  DSMES
• Community-Based Self-Management Education
• The Role of the Healthcare Provider Diabetes Self-Management Education and

Support
• Divine Savior Healthcare Diabetes Self-Management Support Group
• ThedaCare

• Insulin Management of Patients in the Outpatient Diabetes Program Policy &
Procedure

• Insulin Pump Dose Adjustment Protocol
• Outpatient Nutrition and Diabetes Education Policy and Procedure for Insulin Pump

Start &  Management in the Outpatient Diabetes Program

Reference:  
1. American Diabetes Association. (2018, January 01). 1. Improving Care and Promoting Health in Populations: Standards of  Medical Care 

in Diabetes-2018. Retrieved from http://care.diabetesjournals.org/content/41/Supplement_1/S7
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TOOLS FOR STRATEGY #2 
A diabetes focus visit occurs within 30 days for patient’s whose most recent A1c result is greater than 
or equal to 8  

Algorithm of Care: DSMES for Adults with Type 2 Diabetes  
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To download, visit: https://professional.diabetes.org/sites/professional.diabetes.org/files/media/algorithm_action_steps.pdf

Assess cultural influences, health beliefs, 
current knowledge, physical limitations,  
family support, financial status, medical  
history, literacy, numeracy to determine  
which content to provide and how:
* Medication – choices, action, titration,  

side effects
* Monitoring blood glucose – when to test, 

interpreting and using glucose pattern 
management for feedback

* Physical activity – safety, short-term vs.  
long-term goals/recommendations

* Preventing, detecting, and treating acute  
and chronic complications

* Nutrition – food plan, planning meals, 
purchasing food, preparing meals, 
portioning food

* Risk reduction – smoking cessation, foot care
* Developing personal strategies to address 

psychosocial issues and concerns
* Developing personal strategies to promote 

health and behavior change

* Assess all areas of self-management
* Review problem-solving skills
* Identify strengths and challenges of living 

with diabetes

* Review and reinforce treatment goals and 
self-management needs

* Emphasize preventing complications and 
promoting quality of life

* Discuss how to adapt diabetes treatment 
and self-management to new life 
situations and competing demands

* Support efforts to sustain initial behavior 
changes and cope with the ongoing 
burden of diabetes

* Identify presence of factors that affect 
diabetes self-management and attain 
treatment and behavioral goals

* Discuss impact of complications and 
successes with treatment and self-
management

* Provide support for the provision of 
self-care skills in an effort to delay 
progression of the disease and prevent 
new complications

* Provide/refer for emotional support for 
diabetes-related distress and depression

* Develop and support personal strategies 
for behavior change and healthy coping

* Develop personal strategies to 
accommodate sensory or physical 
limitation(s), adapting to new self-
management demands, and promote 
health and behavior change

* Develop diabetes transition plan
* Communicate transition plan to new 

health care team members
* Establish DSME/S regular follow-up care

* Identify needed adaptations in diabetes  
self-management

* Provide support for independent self-
management skills and self-efficacy

* Identify level of significant other 
involvement and facilitate education  
and support

* Assist with facing challenges affecting 
usual level of activity, ability to function, 
health benefits and feelings of well-being

* Maximize quality of life and emotional 
support for the patient (and family 
members)

* Provide education for others now 
involved in care

* Establish communication and follow-up 
plans with the provider, family,  
and others

AT DIAGNOSIS
ANNUAL ASSESSMENT OF EDUCATION, 

NUTRITION, AND EMOTIONAL NEEDS
WHEN NEW COMPLICATING FACTORS 

INFLUENCE SELF-MANAGEMENT
WHEN TRANSITIONS IN CARE OCCUR

DIABETES EDUCATION: AREAS OF FOCUS AND ACTION STEPS

PRIMARY CARE PROVIDER/ENDOCRINOLOGIST/CLINICAL CARE TEAM: AREAS OF FOCUS AND ACTION STEPS

Four critical times to assess, provide, and adjust diabetes self-management education and support

Diabetes Self-Management Education and Support for Adults with Type 2 Diabetes:  
ALGORITHM ACTION STEPS

* Answer questions and provide emotional  
support regarding diagnosis 

* Provide overview of treatment and 
treatment goals

* Teach survival skills to address immediate 
requirements (safe use of medication, 
hypoglycemia treatment if needed, 
introduction of eating guidelines)

* Identify and discuss resources for 
education and ongoing support

* Make referral for DSME/S and medical 
nutrition therapy (MNT)

Powers MA, Bardsley J, Cypress M, Duker P, Funnell MM, Fischl AH, Maryniuk MD, Siminerio L, Vivian E. Diabetes Self-management Education 
and Support in Type 2 Diabetes: A Joint Position Statement of the American Diabetes Association, the American Association of Diabetes 
Educators, and the Academy of Nutrition and Dietetics. Diabetes Care 2015; 38:1372-1382; The Diabetes Educator 2015;41:417-430; Journal 
of the Academy of Nutrition and Dietetics 2015;115:1323-1334. (Adapted August 2016)

https://targetbp.org/tools_downloads/technique-quick-check/
https://professional.diabetes.org/sites/professional.diabetes.org/files/media/algorithm_action_steps.pdf


Diabetes Self-Management Education and Support (DSMES) 

What is DSMES?  
According to the 2022 National Standards for Diabetes Self-Management Education and 
Support (DSMES), DSMES is the ongoing process of facilitating the knowledge, skills, and ability 
necessary  for prediabetes and diabetes self-care, as well as activities that assist a person in 
implementing and sustaining the behaviors needed to manage ones condition on an ongoing 
basis. Evidence shows clinical outcomes for patients with diabetes improve with DSMES. 

Clinical-Based DSMES 
Diabetes educators give patients the tools and regular support for patients to create a plan to 
stay  healthy.  There are four key times to refer into DSMES: 

1.  At diagnosis 
2.  Annually 
3.  When complications arise 
4.  When transitions occur 

Two organizations provide an accreditation process for diabetes education programs that follows 
the  National Standards for Diabetes Self-Management Education and Support, ensuring the 
programs  provide timely, evidence-based, quality DSMES services that meet or exceed the 
Medicare diabetes  self-management training (DSMT) regulations: 

Find an American Diabetes Association (ADA) Recognized Education Programs. 

Find an American Association of Diabetes Educators (AADE) Accredited Programs. 

Community-Based Self-Management Education 
These evidence-based community (or online) self-management education programs, available in  
both English and Spanish, are facilitated by trained lay leaders and are designed to complement  
clinical-based DSMES. The programs are highly interactive, focusing on building skills, sharing  
experiences, and support in a group setting.  Caregivers are encouraged to participate as well. 

In Wisconsin, these six-week programs are administered by the Wisconsin Institute for Healthy 
Aging  through a network of partners across the state, ensuring fidelity to the evidence-based 
curriculum: 

Healthy Living with Diabetes is for people with diabetes and/or their caregivers 

Living Well with Chronic Conditions is for people with any chronic illness and/or their     
      caregivers 

The Role of the Healthcare Provider 
Health care providers are an important link to diabetes self-management education and support  
(DSMES). Evidence shows patient clinical outcomes - and overall health - improve with DSMES,  
making referrals essential. While a health care provider can manage a patient’s care, a diabetes  
educator can teach patients to manage their diabetes on a day-to-day, and sometimes hour-to-
hour, basis. Learn more about The Value of Diabetes Care and Education Specialist. The algorithms 
on the following pages explain the roles of the health care provider and the diabetes educator in 
the  management of diabetes.  
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https://www.diabeteseducator.org/living-with-diabetes/find-an-education-program
https://wihealthyaging.org/healthy-living-with-diabetes_1
https://wihealthyaging.org/living-well-with-chronic-conditions
https://www.diabeteseducator.org/docs/default-source/legacy-docs/_resources/pdf/general/ProviderBrochure_Downloadable_Final.pdf
https://watermark.silverchair.com/cd210089.pdf?token=AQECAHi208BE49Ooan9kkhW_Ercy7Dm3ZL_9Cf3qfKAc485ysgAAAskwggLFBgkqhkiG9w0BBwagggK2MIICsgIBADCCAqsGCSqGSIb3DQEHATAeBglghkgBZQMEAS4wEQQMHSud6xqXy1nKAMC-AgEQgIICfJJ_MeqyBEwMQmoeXA-UGil9sxPqnRJ2cqYzUqmR2LbvKKOSwFXuCVpmaaIDQkVKOuao-VdHwqNKxQBMFjevojR3YuXr3U2SjXiefAO-pwBki0Ii1zNq8wUadSVhVOOqGkXDR3CTDF_j9FjD1vdmsK0QpduaixP_eoOAKzW9km2FQjmpR8sVoGf-jH6svAaVc1MbV-pmTkDoLrxgrMPuu5jcDrATNdRZmNwy646GeCwTDgxaUh_ylfm_gQZQngT-bf33x3hLpf3gMR_AoCcUYMzE0puykvs6TcL2Kc7nmr820fDDwpP0I4-z6WdXsObRiQpybtBT64Lko2YOE2JQyT5pnQxvpMrTCnWUS4cvZNLFbK8fDqdMOpCPlPeMxNNbkSh5k7Q-BCJVGHJfSlFihIaJvIGYRnNZqJyf3noE92EXJHo2YHWO9exj9tBCpPHfx0FNbJTo7WY_swjRBQnC-tTy2Y5lqkqLTeARWc5PE7VU4J1zWsXXqucs61OjkHEuBCQwSzcCqW0ya_p3NoYfLgRRFgAVCKj8X7YVvXpGbENDDmyxUUdRDTkS2nzKtfJU6XNnNPShCtrA_dhOLeybfylfcTkuR_4mSrU_cJ7zcPWaDqUo1FzeJi1ChVMTqdyJYn43cxflYqfsg_Mf08kYw9Px5eb_x6x6tk7mjTblBDOgUWWOpcqwDo02dJWGjyG-cq1DLzdYkVJD_dVNEBFaRJkaGRUInImVxKog6VDVrAbAjDXHI6E5OAhqs4K9D_ssHV5JW9_DQsrjbWozmtDvrgwuEjyLuAvrwt4o-5q5lnJW7IfvhEkxo5zE73rgM-F6FcpkNKfKDJ4GsJDd6g
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THEDACARE OUTPATIENT NUTRITION AND DIABETES EDUCATION
POLICY & PROCEDURE 

 
 

TITLE: INSULIN MANAGEMENT OF PATIENTS IN THE OUTPATIENT 
DIABETES PROGRAM 

DEPARTMENT:   OUTPATIENT NUTRITION AND DIABETES EDUCATION 
Author:  
Reviewed By:  
Approved By: 

LOIS KUEHL, RN, CDE 
LEANN TILDEN, RN, CDE 
LORI HARTZ, MS, RD 

Original Date Written:  
Date Reviewed:  
Date Revised/Who Revised: 

02/22/01 
7/11/13 
7/11/13  LOIS KUEHL, RN, CDE 

 
PURPOSE: 
To establish guidelines for the RN or RD CDE to adjust insulin doses in the management of patients 
referred to the program. 
POLICY:   

A.  When referring a patient to the diabetes program, the referring provider must send the signed 
diabetes self-management education referral form (electronic or written) with orders for 
insulin/insulin adjustments. 

B.  The CDE is responsible for instructing the patient about their diabetes medications and 
potential side effects. 

C.  The CDE 
according to the department protocol unless specific orders for adjustment have been 
provided by the referring provider. 

D.  Patients will be contacted between appointments to check blood sugar readings and adjust 
insulin doses if necessary according to the department protocol or specific orders. 

E.  The CDE will notify the referring provider of the insulin dose adjustment the same day it was 
made or on the next work day 

F.  
record. 

G.  The CDE has the ability to order an A1C to ensure blood sugar control is at target/improved. 

PROCEDURE: 
A.  Patients will be requested to check and record their blood sugars before meals, 2 hours after 

meals and/or at bedtime (2-4 times daily) and to bring their blood sugar record to each visit. 

B.  CDE will 
evaluate the timing of meals, amount eaten at each meal, any meals being skipped, 
compensation for exercise and recommend appropriate changes. 

C.  If no changes in meals or exercise are needed or changes have been made and blood sugars 
are not in target, the CDE will adjust the insulin dose according to the department protocol or 
referring provider order. 
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D.  If it seems necessary to start insulins, add another insulin to an existing insulin, establish a 
sliding scale, insulin:carbohydrate ratio, insulin sensitivity factor or change the type of 
insulin, the CDE will contact the referring provider to obtain an order. 

E.  Patients no longer actively being followed for insulin management will be referred to their 
referring provider for further management. 
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THEDACARE DIABETES PROGRAM 
PROTOCOL FOR INSULIN ADJUSTMENT 

 

1. particular time of day are below 
the target range) reduce the type of insulin affecting the blood sugar at that time of day by usually 1-3 
units or no more than 10 units, decrease sliding scale by up to 2 units; increase carbohydrate:insulin 
ratio by up to 3 points; or increase ISF (insulin sensitivity factor) by up to 5 points.  (See table 
below.) 

2. 
the target range) raise the type of insulin affecting that time of day by usually 1-5 units or no more 
than 10 units, increase sliding scale by up to 2 units; decrease carbohydrate:insulin ratio by up to 3 
units, or decrease ISF (insulin sensitivity factor) by up to 5 points.  (See table below.) 

3. If blood sugar log shows a pattern of high blood sugars prior to the next dose of Lantus/Levemir 
while blood sugars the rest of the day are not as high, CDE may move the Lantus/Levemir dose to a 
different time of day and/or split the dose into two doses. 

4. If blood sugar log shows a pattern of low blood sugars fasting with bedtime administration of 
Lantus/Levemir, CDE may move Lantus/Levemir to AM dosing. 

5. If blood sugar log shows a pattern of high blood sugars prior to the next dose of mixed dose insulin 
(70/30, 75/25) dosed once daily, CDE may move the dose to a different time to day and/or split the 
dose into two doses. 

6. Insulin will not be adjusted again for 3 days typically unless patient is having hypoglycemia (bg< 
70/80) or blood sugars > 200.  Doses may be adjusted daily if deemed necessary in these cases. 

 

TIME OF BLOOD SUGAR READING INSULIN REQUIRING ADJUSTMENT 

Morning PM NPH, Lantus, Levemir, PM Mixed 
Insulin, Bedtime U500 Regular 

Lunch AM Regular, AM Humalog, AM Novolog, 
AM Apidra, AM Mixed Dose Insulin, Lantus, 

Levemir, Breakfast U500 Regular 

Supper AM NPH, AM Mixed Insulin, Lantus, 
Levemir 

Lunch Regular, Lunch Humalog, Lunch 
Novolog, Lunch Apidra, Lunch U500 Regular 

Bedtime Lantus, Levemir 

Supper Regular, Supper Humalog, Supper 
Novalog, Supper Apidra, Supper Mixed 

Insulin, Supper U500 Regular 
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INSULIN PUMP DOSE ADJUSTMENT PROTOCOL 

1. The RN is to assess the need for insulin dose adjustments based on the
evaluation of blood glucose levels as compared to the target range.

2. The target range will be determined individually for each patient.  The RN will
discuss/set the target ranges with the referring provider.  Normal healthy adult
target ranges:

Pre-meal: 70/80-130 mg/dl 
2 Hour Post Meal: < 180 mg/dl 
HS: 100-140 mg/dl
3 AM:  90-140 mg/dl

Basal Rate Adjustments 

1. RN will adjust the basal rate(s) based on the pre-meal.  HS and 0300 blood
glucose readings.

2. If blood sugars at a particular time listed above are showing a pattern of being
higher than the target range, increase the basal rate by 0.025-0.20 units/hour 1-1
½ hours before the rise begins and throughout the duration of the elevated blood
glucose readings.

3. If blood sugars at a particular time listed above are lower than the target range,
decrease the basal rate by 0.025-0.20 units/hours 1-1 ½ before the decrease
occurs and throughout the duration of the lower blood glucose readings.

4. Evaluate need for further basal rate changes based on the blood glucose
readings over the next several days.
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ThedaCare Insulin Pump Dose Adjustment Protocol  
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Carbohydrate/Insulin Ratio Adjustment 

RN will adjust carbohydrate/insulin ratio based on post meal blood glucose
readings.

If post meal blood glucose readings are higher than the target range, decrease
the carbohydrate/insulin ratio by 0.1-5 gms of carbohydrate (e.g. current ratio is
1 unit per 12 gms carbohydrate, change to 1 unit per 7-11.9 gms carbohydrate).

If post meal blood glucose readings are lower than the target range, increase the
carbohydrate/insulin ratio by 0.1-5 gms of carbohydrate (e.g. current rationis 1
unit per 12 gms carbohydrate, change to 1 unit per 12.1-17 gms carbohydrate).

Evaluate need for further ratio changes based on the post meal blood glucose
readings over the next several days.

Insulin Sensitivity Factor Adjustments 

1. RN to adjust insulin sensitivity factor based on blood glucose readings which
follow the use of a correction bolus.

2. If blood glucose readings show a pattern of being higher than the target range
following the use of a correction bolus, decrease the insulin sensitivity factor by
1-10 mg (e.g. current factor is 1 unit decreases the blood sugar 37 mg, change to
1 unit decreases the blood sugar 36-27 mg).

3. If blood glucose readings show a pattern of being lower than the target range
following the use of a correction bolus, increase the insulin sensitivity factor by
1-10 mg (e.g. current factor is 1 unit decreases the blood sugar 37 mg, change to
1 unit decreases the blood sugar 38-47 mg).

4. Evaluate need for further changes based on the blood glucose readings
following the use of a correction bolus over the next several days.
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INSULIN ADJUSTMENT SENSITIVITY & 
CARBOHYDRATE/INSULIN RATIO 

(Adapted from Pumping Insulin (1994) by Walsh, J & Roberts, R) 
 
 

 
 

WEIGHT 

 
 

AVERAGE DAILY 
TOTAL INSULIN 

 
 

STARTING BASAL 
RATE (Units/Hours) 

 
 

CARBOHYDRATE/ 
INSULIN RATIO 

 
INSULIN 

ADJUSTMENT 
SCALE 

 
 

     
100 25 units 0.3-.0.5 u/hr 16 grams/1 unit 1 unit = 60 mg/dl 
110 28 units 0.4-0.6 u/hr 15 grams/1unit 1 unit = 54 mg/dl 
120 30 units 0.5-0.6 u/hr 15 grams/1 unit 1 unit = 50 mg/dl 
130 33 units 0.5-0.6 u/hr 14 grams/1 unit 1 unit = 45 mg/dl 
140 35 units 0.6-0.7 u/hr 13 grams 1 unit = 43 mg/dl 
150 38 units 0.6-0.8 u/hr 12 grams 1 unit = 39 mg/dl 
160 40 units 0.6-0.8 u/hr 12 grams 1 unit = 37 mg/dl 
170 43 units 0.7.0.9 u/hr 11 grams 1 unit = 35 mg/dl 
180 45 units 0.8-1.0 u/hr 10 grams 1 unit = 33 mg/dl 
190 48 units 0.8-1.1 u/hr 9 grams 1 unit = 31 mg/dl 
200 52 units 0.9-1.2 u/hr 8 grams 1 unit = 29 mg/dl 
220 58 units 1.0-1.3 u/hr 7 grams 1 unit = 26 mg/dl 
240 66 units 1.1-1.4 u/hr 6 grams 1 unit = 23 mg/dl 
280 74 units 1.3-1.5 u/hr 6 grams 1 unit = 22 mg/dl 
350 93 units 1.6-1.8 u/hr 6 grams 1 unit = 18 mg/dl 
380           102 units 1.8-2.0 u/hr 6 grams 1 unit = 16 mg/dl 

 
 

How to use the above table: 
1. In the Average Daily Total Insulin Column, locate the closest number to your average 24 hour total 

insulin dosage. 
2. Look across to the right at the numbers in each of the other columns. 
3. Starting Basal Rate is the basal rate used when beginning pump therapy. 
4. Carbohydrate/Insulin ratio indicates how many grams of carbohydrate 1 unit of insulin will 

control. 
5. Insulin/glucose ratio indicates your sensitivity to insulin.  One unit of regular insulin will decrease 

your glucose by __________ mg/dl. 
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THEDACARE OUTPATIENT NUTRITION AND DIABETES EDUCATION
POLICY & PROCEDURE 

 

TITLE: INSULIN PUMP START & MANAGEMENT IN THE OUTPATIENT 
DIABETES PROGRAM 

SERVICE LINE:   OUTPATIENT NUTRITION AND IDABETES EDUCATION 
Author:  
Reviewed By:  
Approved By: 

LOIS KUEHL, RN, CDE 
LEANN TILDEN, RN, CDE 
LORI HARTZ, MS, RD 

Original Date Written:  
Date Reviewed:  
Date Revised/Who Revised: 
Distribute To: 

4/18/01 
7/11/13 
7/11/13  LOIS KUEHL, RN, CDE 
 

 
PURPOSE: 

To establish guidelines for the insulin pump therapy referrals and management by the RN CDE. 

POLICY:   

A.  Referrals for pump therapy will be accepted only from referring providers that have received 
additional education on insulin pump therapy. 

B.  When initially referring a potential pump candidate to the diabetes program, the referring 
provider must send the signed diabetes self-management education referral form. 

C.  All patients will be assessed for appropriate management of their diabetes which will include: 
knowledge of the disease, self-management skills and treatment compliance. 

D.  Patients not understanding or managing their disease adequately will be followed in the 
program, to assist in improving their knowledge and control, before considering pump 
therapy. 

E.  Pre-pump training will only be initiated if both the RN and the referring provider are in 
agreement that the patient is a good candidate (demonstrates appropriate knowledge, skills 
and is in compliance with plan of care to specifically include:  willingness to monitor and 
record blood glucose levels, motivated to improve control, willing to quantify food intake, 
willing to comply with medical follow up and pump protocols).  Documentation of above will 

 

F.  The RN and RD when appropriate will be responsible for training the patient on use of the 
insulin pump.  The patient must demonstrate competency in all areas covered prior to 
initiation of the pump.  If at any time during training or after pump initiation the patient is not 
adhering to recommendations, the RN will contact the referring provider to discuss treatment 
options. 

G.  The RN/referring provider will determine the initial basal rate(s), insulin sensitivity factor, 
and carbohydrate/insulin ratio based upon the 24 hour total daily insulin dose the patient was 

published by the insulin pump companies (see insulin pump initial dose calculation protocol).  
Weaning of long acting or intermediate insulin before pump initiation will be completed as 
per referring provider order.  The RN will obtain the referring provider approval for the 
above insulin dosing prior to initiation of pump therapy. 

-2018 Tookit-      

TOOLS FOR STRATEGY #2 
A diabetes focus visit occurs within 30 days for patient’s whose most 
recent A1c result is greater than or equal to 8  

ThedaCare Outpatient Nutrition and Diabetes Education Policy and Procedure  for 
Insulin Pump Start & Management in the Outpatient Diabetes Program  

DIABETES, STRATEGY #2 | 178



 

H.  The RN has the ability to adjust insulin rates b
according to the department protocol, unless specific orders for adjustment have been 
provided by the referring provider. 

I.  Patients will be contacted between appointments to check blood glucose readings and adjust 
insulin rates, as necessary, according to the department protocol or specific orders. 

J.  The RN will notify the referring provider and/or office staff of the insulin rate(s) adjustment, 
via a telephone encounter or progress note which is routed to the provider. 

PROCEDURE: 
A.  When receiving the referral from the referring provider, he/she will be asked if they have 

received additional training on the type of pump they are ordering.  If additional training is 
needed they will be referred to the appropriate insulin pump company. 

B.  Patients scheduled for the initial appointment will be requested to bring a 3-day food record 
and 3 months of blood glucose values to their first visit.  A diabetes knowledge test and the 
checklist for patient selection will be completed at this visit. 

C.  If the patient has adequate understanding of the disease and its management and verbalizes 
realistic expectations of insulin pump therapy, as well as demonstrates compliance with the 
plan of care, pre-pump training is initiated.  If not, further diabetes management education, 
meal, exercise and medication adjustments will be provided. 

D.  
pump therapy company or insurance company will be notified of the referring provider order 
for pump therapy so the insurance approval process for the pump can be initiated. 

E.  The referring provider will be contacted by the RN to determine initial insulin doses/rates for 
ose Calculation Protocol. Patients will 

be instructed to discontinue Lantus/Levemir (long acting) insulin 24 hours prior to pump 
initiation.  Patients will be instructed to discontinue intermediate acting insulin (NPH) 12 
hours prior to pump initiation. 

F.  Patients will be scheduled for 2-3 appointments prior to initiation and an appointment on the 
day of initiation to assist the patient in becoming competent in the operation and management 
of the pump, as well as to monitor blood glucose levels. 

G.  Once pump therapy is initiated, patients will be requested to check and record their blood 
sugars before meals, 1-2 hours after meals, before bed and 2-3 AM and to bring blood sugar 
record to each visit.  When blood sugars are close to the target range, the patient may go to 4 
times/day testing. 

H.  A follow-up call will be made every 1-2 days for at least one week (longer if necessary) to 

-up calls will be made during the next several 
weeks, as needed, to adjust basal/bolus rates to obtain blood glucose readings in or near the 
target ranges. 

I.  
will also eval
correction boluses as well as compensation for exercise.  Recommendations will be provided, 
if needed, to assist the patient to accurately determine the correct doses. 

J.  An initial follow-up appointment will be scheduled within one month.  Additional phone calls 
or additional earlier appointments may be scheduled, as needed, to assist the patient with 
pump management. 
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IMPROVEMENT STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative education and/or 
self-management and lifestyle change in patients with a diagnosis of diabetes  

Evidence-based communication strategies to support ongoing, collaborative education 
and/ or self-management and lifestyle change in patients with a diagnosis of diabetes  

Why is this important?  
Effective communication for patients with chronic 
conditions is an important aspect and requires 
collaboration among all members of healthcare team. 
Patient-centered communication contributes the 
promotion of healing relationships, the exchange of 
comprehensible information, support for patients’  
emotional reactions during illness, treatment, and 
recovery,  aids patients and their families to manage 
health related  uncertainty, involve patients in the 
decision-making process, and activates patient self-
management. 1

Tools  
To support implementing this 
strategy, we offer a sampling of tools 
from high performing health systems 
and clinics in Wisconsin, as well as 
from other state and national entities 
working to improve hypertension 
care and outcomes.  

Patient Education Self-Management, and Lifestyle Change Materials from Providers 
 • Centers for Disease Control and Prevention Diabetes Resources 

 • Wisconsin Department of Health Services Chronic Disease Prevention Program Patient    
   Education Materials

 • Divine Savior Health Visual Aid Graphs 
 • Gundersen Health System YOU CAN DO THIS! Living with diabetes 
 • Primary Care Associates of Appleton Patient Education 

 • Primary Care Associates of Appleton - Diabetes    

Provider and Clinical Staff Collaborative Communication Resources  

 • Agency for Healthcare Research and Quality (AHRQ) AHRQ Health Literacy Toolkit 
 • AHRQ Use the Teach-Back Method – Tool #5 

 • Always Use Teach-back! Training Toolkit 
 • American Medical Association STEPS Forward™ Implementing Health Coaching 
 • American Medical Association STEPS Forward™ Listening with Empathy 
 • Diabetes Local Website  
 • Gundersen Health System Tips for Statin Use  

Reference: 

1.  Kourakos, M., Fradelos, E. C., Papathanasiou, I. V., Saridi, M., & Kafkia, T. (2017). Communication as the Basis of Care for Patients  with Chronic 
Diseases. American Journal of Nursing, 7(3-1), 7-12. doi: 10.11648/j.ajns.s.2018070301.12  
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TOOLS FOR STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative 
education  and/or self-management and lifestyle change in patients with a 
diagnosis of diabetes  

Centers for Disease Control and Prevention Diabetes Resources  

The CDC website has an extensive library of evidence-based, tested, culturally appropriate  
educational resources to use when working in health settings and communities with people 
who  have or are at risk for type 2 diabetes.  

To learn more, visit: https://www.cdc.gov/diabetes/professional-info/index.html

Resources and Publications Fact Sheets:
• About Diabetes/General Information
• Prediabetes
• Complications
• Emotional Health
• Gestatational Diabetes/Women
• Lifestyle
• Managing Diabetes
• Toolkits for Community Based Organizations

To learn more, visit:  https://www.cdc.gov/diabetes/library/factsheets.html
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Wisconsin Department of Health Services Chronic Disease Prevention Program  
Patient Education Materials  

Diabetes Self-Care Booklet: This 12-page  
booklet explains diabetes, diabetes self-care,  
and lists the tests, exams, and medical checks  
people living with diabetes need to have to take  
care of your diabetes.  

English, Hmong, Spanish (PDF)

Personal Diabetes Care Record: This two-
page  wallet card provides a place for the per-
son with  diabetes to record tests, exams, and 
medical  checks necessary for good self-man-
agement. 

English, Spanish (PDF)

Blood Sugar Log Booklet: This booklet  pro-
vides a place to record three months of blood  
sugar test results. 

English, Spanish (PDF)

All diabetes-related publications provided  by 
the Wisconsin Chronic Disease Prevention  
Program are available for download at no  
charge. All publications are offered copyright  
free, and adding a corporate logo prior to 
printing is encouraged. A select number of  
publications are available to order in printed  
format. 

For more information, please visit: 
https://www.dhs.wisconsin.gov/publications/
index.htm
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Divine Savior Health Visual Aid Graphs  

Use your EHR data to create visual graphs of your patients’ A1C 
and weight trends. This visual display of trends can have a big 
impact  supporting patient education efforts.  
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Gundersen Health System YOU CAN DO THIS! Living with Diabetes  
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As someone with diabetes, you face serious risks to your health and 
wellbeing. This disease, if not properly treated, can lead to kidney 
failure, stroke, blindness, heart disease and even amputation.
Gundersen Health System cares about you and we want your life to be as 
long and healthy as possible.
To do this, you’ll need to adopt some new habits—goals—that we’ll 

• Regulating your blood sugar (hemoglobin A1c)
• Keeping your blood pressure below 140/90
• Taking a statin
• Getting you, or keeping you, tobacco-free
• Daily aspirin (or other anti-clotting medication) if you have heart 

or vascular disease

It is very important that you visit your primary care provider or 

• At least once every six months when you are meeting all of your 

• At least once every three months
are not met

• Complete all lab tests ordered by your provider
• Take medicines as prescribed
• Check and record your blood glucose as directed
• See your diabetic education team regularly
• Exercise most days of the week
  – Walking for 30 minutes is good exercise
• Reduce sugar in your diet

If you do not already have an appointment scheduled, 
call your primary care provider.  
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Gundersen Health System YOU CAN DO THIS! Living with Diabetes  
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Quit smoking
Smoking raises your risk of death by 48 percent, heart disease by 
54 percent, and stroke for diabetic patients by 44 percent.
Take aspirin
Aspirin/anti-clotting medication reduces risk of heart attack/stroke/
death by 12 percent.
Take a statin
Statin use reduces risk of heart attack/stroke/death by 25 percent.
Blood pressure
Stay below 140/90 to reduce stroke risk by 27 percent, kidney failure 
by 28 percent, and vision loss risk by 13 percent.



 
Diabetes care should be patient focused, meaning the basics will not work for every patient. 
 
Basics on Healthy Eating: 
Women can have up to 60 grams of carbohydrate per meal and 15 grams per snack. 
Men can have up to 75 grams of carbohydrates per meal and 15 grams per snack. 
Also, incorporate plenty of: 

• non starchy vegetables 
• lean protein 
• whole grains 
• water or other unsweetened liquids.  Remember milk has carbohydrates 

 
LL iimm iitt ::  
Alcohol 
-Women can have one alcoholic drink per day 
-Men can have two alcoholic drinks per day 
Saturated fat: animal sources, full fat dairy and some tropical oils 
Transfats: some packaged foods, margarine, vegetable shortening, fried foods and some fast foods 
 
Good resources for patients: 

• www.diabetesfoodhub.org.  This is a site that is run by the ADA and has tasty diabetes recipes 
• Calorie King- this is in book form or a free phone app.  This has thousands of food items with the 

nutrient amounts.   There is also a section for restaurants with nutrition information. 
 
Basics on Activity: 
Aim for 150 minutes of activity per week.  
30 minutes of activity on 5 days per week. The 30 minutes does not have to be done all at once. 
There should not be more than one day of inactivity in between.  Meaning, don’t do the activity Monday 
through Friday and be inactive on Saturday and Sunday.  
Start slow if currently not active and work up to 150 minutes per week. 
If already doing 150 minutes consider increasing either duration, frequency or intensity. 
If known heart disease seek medical permission before starting an exercise regimen. 
  
Resistance exercise twice per week;  

• weight lifting with free weights 
• resistance bands 
• using own body weight: push ups, squats, etc.  

 
Glucose goals: 

• 80-130 fasting  
• 80-130 if it has been greater than 2 hours since eating 
• <180 if it has been less than 2 hours since eating 

 
Other trust-worthy resources are: 
 www.diabetes.org.   American Diabetes Association 
 www.diabeteseducator.org.   Association of Diabetes Care and Education Specialists 

 
Patient assistance resources: 
 www.lillycares.com 
 www.novocare.com 
 www.azandmeapp.com 
 www.boehringer-ingelheim.us 
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Agency for Healthcare Research and Quality (AHRQ) – Health Literacy Univeral 
Precautions Toolkit, 2nd Edition 

AHRQ--Agency for Healthcare Research and Quality:  
Advancing Excellence in Health Care Health Literacy  
Universal Precautions Toolkit, 2nd Edition 

https://www.ahrq.gov/health-literacy/improve/
precautions/toolkit.html

Use the Teach-Back Method – Tool #5 

Regardless of a patient’s health literacy level, it is  
important that staff ensure that patients understand  
the information they have been given. The teach-back  
method is a way of checking understanding by asking  
patients to state in their own words what they need to  
know or do about their health. It is a way to confirm that  
you have explained things in a manner your patients  
understand. The related show-me method allows 
staff  to confirm that patients are able to follow specific  
instructions (e.g., how to use an inhaler).  

The teach-back and show-me methods are valuable  tools 
for everyone to use with each patient and for all  clinic 
staff to use. These methods can help you: 

 • Improve patient understanding and adherence 

 • Decrease call backs and canceled appointments 

 • Improve patient satisfaction and outcomes 

Fact  
Studies have shown that 40-80% of the medical  
information patients are told during office visits  
is forgotten immediately, and nearly half of the  
information retained is incorrect. 

  
https://www.ahrq.gov/health-literacy/improve/
precautions/tool5.html
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https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2-intro.html
https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2-intro.html
https://www.ahrq.gov/health-literacy/improve/precautions/toolkit.html
https://www.ahrq.gov/health-literacy/improve/precautions/toolkit.html
https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2-tool5.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
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10 Elements of  Competence for Using Teach-back Effectively 

1. 1.  Use a caring tone of  voice and attitude. 

2. 2.  Display comfortable body language and make eye contact. 

3. 3.  Use plain language. 

4. 4.  Ask the patient to explain back, using their own words. 

5. 5.  Use non-shaming, open-ended questions. 

6. 6.  Avoid asking questions that can be answered with a simple yes or no. 

7. 7.  Emphasize that the responsibility to explain clearly is on you, the provider. 

8. 8.  If  the patient is not able to teach back correctly, explain again and re-check. 

9. 9.  Use reader-friendly print materials to support learning. 

10. Document use of  and patient response to teach-back. 

What is Teach-back? 

l A way to make sure you—the health care provider—explained information clearly. It is not a
test or quiz of  patients. 

l Asking a patient (or family member) to explain in their own words what they need to know
or do, in a caring way. 

l A way to check for understanding and, if  needed, re-explain and check again. 

l A research-based health literacy intervention that improves patient-provider communication
and patient health outcomes1. 

1 Schillinger, 2003  

Always Use Teach-back! Training Toolkit  

Always Use Teach-back!  http://teachbacktraining.org/home
The purpose of this toolkit is to help all health care providers learn to use teach-back—every time  
it is indicated—to support patients and families throughout the care continuum, especially during  
transitions between health care settings. The toolkit combines health literacy principles of plain  
language and using teach-back to confirm understanding, with behavior change principles of  
coaching to new habits and adapting systems to promote consistent use of key practices.  
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10 Elements of Competence for Using Teach-back Effectively: http://
higherlogicdownload.s3.amazonaws.com/HEALTHLITERACYSOLUTIONS/b33097fb-8e0f-4f8c-
b23c-543f80c39ff3/UploadedImages/docs/Teach_Back_-_10_Elements_of_Competence.pdf

http://www.teachbacktraining.org/
http://teachbacktraining.org/home
http://higherlogicdownload.s3.amazonaws.com/HEALTHLITERACYSOLUTIONS/b33097fb-8e0f-4f8c-b23c-543f80c39ff3/UploadedImages/docs/Teach_Back_-_10_Elements_of_Competence.pdf
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American Medical Association STEPS Forward™ Implementing Health Coaching  

Help patients take charge of their health, and foster healthier patients with better outcomes. 
CME  Credits: 0.5  
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Health Coaching, Help Patients Take Charge of Their Health: 

https://edhub.ama-assn.org/steps-forward/module/2702562 

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/health-coaching
https://edhub.ama-assn.org/steps-forward/module/2702562 
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 


TOOLS FOR STRATEGY #3 
Evidence-based communication strategies to support ongoing, collaborative 
education  and/or self-management and lifestyle change in patients with a 
diagnosis of diabetes

American Medical Association STEPS Forward™ Listening with Empathy  

Save time, communicate more effectively and improve patient and provider satisfaction. 
CME  Credits: 0.5  
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Empathetic Listening, Honor the Patient Expierence Crisis: 

https://edhub.ama-assn.org/steps-forward/module/2702561

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/empathetic-listening
https://edhub.ama-assn.org/steps-forward/module/2702561
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 
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Diabetes Local Website  

Diabetes Local is a listing of local resources that support the 8 health behaviors for living with  
diabetes. Set your location and click on each of the 8 buttons pictured below to learn more 
about  resources available in your area. 
To learn more, visit: http://diabeteslocal.org/  
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https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2-tool5.html
http://diabeteslocal.org/
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Gundersen Health System Tips for Statin Use   

1.  Always start with the “PEP TALK”: 
a.  Point to the tremendous ~25% decrease in cardiovascular events.  
b.  The benefit is seen no matter what the patient’s initial LDL cholesterol level is and points to 

the mechanism of action being more than lowering cholesterol. That’s why we prescribe 
statins mainly based on overall patient risk and not on LDL cholesterol levels (see table on 
page 3).

c. Directly address the low risk of statin-induced muscle aches and tell the patients to call if 
they occur and that you have “Plan A, B, C, D, E and F” ready.  

Note: Muscle soreness while on a statin is generally noted in less than 10% of patients; 
however in studies, myalgias and discontinuation of medication are almost the same when 
a statin is compared with placebo, suggesting the vast majority of muscle soreness is due 
to other “life factors” (muscle strains, illness, etc.) and not the statin. Trials suggest that 
more than 90% of patients with an adverse reaction blamed on a statin can tolerate its 
reintroduction. Rhabdomyolysis is found in about 1 in 1000. 

2.  There is a chance of worsening blood sugars from statins, but for every case of diabetes 
associated with statins, 5.4 vascular events are prevented. 

3.  Always ensure the TSH is normal before prescribing to prevent myalgias. Check a baseline 
ALT as well. If it is elevated, then work up the cause (which may include a GI consult eventually) 
before you start a statin. If normal, you can just check it once after a dose change. It does not 
need to be checked yearly.  

4.  Start the proper dose of statin based on risk (see table on page 3). A brief overview:
a.  Vascular disease & ≤ age 75: High intensity statin (Atorvastatin 80/40 mg; or 

Rosuvastatin 40/20 mg)
b.  Diabetes only over 40 years old, or those over 75 years of age: Moderate intensity statin 

(lots of options such as Atorvastatin 20 mg, Pravastatin 40 mg or Simvastatin 40 mg daily.)
statin (lots  of options such as Atorvastatin 20 mg, Pravastatin 40 mg or Simvastatin 40 mg 
daily.)   
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5.  Recheck lipids about 4-12 weeks after starting, and lipids periodically (some say annually) 
thereafter for compliance purposes. In patients without liver disease, ALT monitoring is not 
necessary unless symptoms develop. You can continue the same dose unless the ALT is 3X 
upper limit of normal (120 or greater).  

6.  If significant muscle aching occurs, it could be due to many reasons (see table on page 2). If 
the muscle aching is severe, consider checking a CPK, otherwise, just follow your “Plan”:
A.  Start on the appropriate intensity statin.
B.  Stop the statin for 2 weeks, then rechallenge at the same dose. If it recurs:
C.  Cut the dose in half and rechallenge. If it recurs:
D.  Change to a different statin, particularly pravastatin at a dose of 20-40 mg. If it recurs:
E.  Change to a low-dose, long-acting statin Monday, Wednesday and Friday. Use 

atorvastatin 10 mg or rosuvastatin 5 mg. If it recurs: 
F.  Use atorvastatin 10 mg or rosuvastatin 5 mg once a week. (Note: E and F lower LDL but 

haven’t been studied for event reduction.)

If they are really scared initially, start with “Plan E” to demonstrate tolerability, then 
increase the frequency to three times a week, then daily, then increase to the proper dose.

7.  Data are limited and conflicting on the use of coenzyme Q-10 and vitamin D 
supplementation (in those with low vitamin D), but they are generally considered low-risk 
treatments and may work.
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Table from UpToDate “Management of Statin Myopathy”
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IMPROVEMENT STRATEGY #4 
Medication adherence resources  

Adherence to chronic disease management and treatment plans is a critical facet of 
improving health outcomes, quality of life, and of achieving cost-effective health care.1 

Why is this important?  
According to World Health Organization 
“increasing  adherence may have a greater 
effect on health than  improvements in specific 
medical therapy.” With an average adherence 
rate of only 50% among patients  with chronic 
diseases, non-adherence is a serious challenge 
to chronic disease management.1  

Tools  
To support implementing this 
strategy, we offer a sampling of tools 
from high performing health systems 
and clinics in Wisconsin, as well as 
from other state and national entities 
working to improve hypertension 
care and outcomes.   

Adherence Resources
 • Centers for Disease Control and Prevention: Take Charge of Your Diabetes -  Your 

Medicines
 • National Institute of Diabetes and Digestive and Kidney Diseases: Diabetes Discoveries & 

Practice Blog - The Give and Take of Medication Adherence
 • American Medical Association: STEPS Forward™ Embedding Pharmacists Into the 

Practice 
 • American Medical Association: STEPS Forward™ Medication Adherence   
 • The Wisconsin Pharmacy Quality Collaborative / Pharmacy Society of Wisconsin 

Adherence:  Pocket Toolkit 

Reference:
1. Hamine, S., Gerth-Guyette, E., Faulx, D., Green, B. B., & Ginsburg, A. S. (2015). Impact of mHealth chronic disease management  on 

treatment adherence and patient outcomes: a systematic review. Journal of medical Internet research, 17(2). Available at:  
           http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4376208/  
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https://targetbp.org/


Continued on next page

TOOLS FOR STRATEGY #4 
Medication adherence resources  

Centers for Disease Control and Prevention: Take Charge of Your Diabetes -   
Your Medicines 
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To download a copy, please visit: https://www.cdc.gov/diabetes/pdfs/library/Dia-
betes-Medicines-h.pdf

https://www.cdc.gov/diabetes/pdfs/library/Diabetes-Medicines-h.pdf
https://www.cdc.gov/diabetes/pdfs/library/Diabetes-Medicines-h.pdf
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National Institute of Diabetes and Digestive and Kidney Diseases: Diabetes 
Discoveries & Practice Blog - The Give and Take of Medication Adherence
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Health Information Topic, Diabetes: https://www.niddk.nih.gov/health-information/diabetes

To read more, visit: https://www.niddk.nih.gov/health-information/professionals/diabe-
tes-discoveries-practice/medication-adherence

https://www.niddk.nih.gov/health-information/diabetes 
https://www.niddk.nih.gov/health-information/professionals/diabetes-discoveries-practice/medication-
https://www.niddk.nih.gov/health-information/professionals/diabetes-discoveries-practice/medication-


TOOLS FOR STRATEGY #4 
Medication adherence resources  

American Medical Association: STEPS Forward™ Embedding Pharmacists Into 
the Practice  

Collaborate with pharmacists to improve patient outcomes. 
CME Credits: 1.0  
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Embedding Pharmacists Into the Practice:
https://edhub.ama-assn.org/steps-forward/module/2702554

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/embedded-pharmacists
https://www.stepsforward.org/modules/embedded-pharmacists
https://edhub.ama-assn.org/steps-forward/module/2702554
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 
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American Medical Association: STEPS Forward™ Medication Adherence  

Improve the health of your patients and reduce overall health care costs. 
CME Credits: 0.5  
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Embedding Pharmacists Into the Practice:
https://edhub.ama-assn.org/steps-forward/module/2702595

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/medication-adherence
https://edhub.ama-assn.org/steps-forward/module/2702595
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 


Clinical Toolkit Material: https://www.pswi.org/Resources/Toolkits-Manuals/PSW-Clinical-
Pocketbook-Toolkits

TOOLS FOR STRATEGY #4 
Medication adherence resources  

Pharmacy Society of Wisconsin (PSW) Medication Adherence Toolkit 

The Wisconsin Pharmacy Quality Collaborative (WPQC), an initiative of the Pharmacy Society of  
Wisconsin (PSW) is a network of accredited pharmacies that provide Comprehensive Medication  Review 
Services statewide to eligible, high risk Medicaid members, and to low income older adults  in Dane 
County through the United Way of Dane County.  PSW has developed 12 toolkits, including a  Medication 
Adherence Toolkit. Each toolkit contains pertinent clinical guidelines, medication review  strategies and 
clinical pearls for managing medications for patients with chronic conditions.     

PSW website: http://www.pswi.org/ 

Testimonial 

“We routinely employ the concepts and tenets of medication therapy adherence management that  are 
organized and summarized in PSW’s WPQC Adherence Pocket Toolkit. Medication adherence is  crucial 
to the health outcomes of our patient population. Utilizing evidence-based interventions in a  process-
focused manner is the best way to assure a pharmacist is able to maximize his or her impact  on a 
patient’s ability to maintain adherence to medications. The PSW Adherence toolkit provides  a systematic 
approach to assess a patient’s medication adherence and successfully intervene to  maximize success. 
We recommend all of our student pharmacists and residents to keep the pocket  toolkit handy and to 
reference it often. We also encourage our experienced pharmacists to review  the toolkit material and 
actively work to engage the principles in their day-to-day practices.” PSW  Pharmacist Member  

DIABETES, STRATEGY #4 | 202

www.pswi.org/


TOOLS FOR STRATEGY #4 
Medication adherence resources  

The Adherence Toolkit addresses the components of  
successful communication for guiding patient education: 

S – System Based Barriers 

M – Motivation  

U – Understanding/Health Literacy  

R – Recall  

F – Financial  

And is accompanied by Adherence Toolkit Supplemental Materials: 

1. The Adherence Encounter Structure – at a glance flowchart on how to structure a 
conversation/encounter Making the Most of my Medications

2. Assess & Address in 5 Minutes or Less

3. Solve & Involve

4. Resources to Help with My Medication Plan

5. My Medication Plan

6. My Medication Plan & Resources (word document)

7. Adherence Follow-Up Documentation

8. Adherence Follow-Up Guide

To order toolkits, please visit the PSW Store at: https://www.pswi.org/Resources/
Toolkits-Manuals/PSW-Clinical-Pocketbook-Toolkits 
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http://pswi.org/Resources/PSW-Adherence-Competence-Collaborative/Resources-for-Your-Practice/Adherence-Toolkit-Supplemental-Material
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Adherence Encounter Structure.pdf?ver=2016-08-18-180645-437
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/MAking the most of my meds.pdf?ver=2016-08-18-180645-610
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Assess and Address.pdf?ver=2016-08-18-180645-470
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Solve and Involve.pdf?ver=2016-08-18-180646-263
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Resources to help with my medication plan.pdf?ver=2016-08-18-180646-060
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/My Medication Plan.pdf?ver=2016-08-18-180645-593
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Resources and MedPlan.doc?ver=2016-09-12-163151-753
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Adherence Follow Up Doc.pdf?ver=2016-08-18-180645-470
http://www.pswi.org/Portals/17/WPQC/Toolkit CE/Adherence Supplements/Adherence follow up guide.pdf?ver=2016-08-18-180645-703
http://www.pswi.org/PSW-Store/toolkits
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IMPROVEMENT STRATEGY #5 
Engaging and empowering the team  

Some of the most effective models for treatment of chronic conditions such as diabetes,  
includes engaging the team to take a multidisciplinary, patient centered approach for the  
detection, referral, and follow up.  

Why is this important?  
A major barrier to optimal diabetes care is a 
delivery system that is often fragmented and is 
poorly designed for the coordinated delivery of 
chronic care.1 Effective engagement of the 
team can improve the quality of diabetes care.  

Tools  
To support implementing this strategy,  
we offer resources from health systems  
and clinics in Wisconsin, as well as 
from other state and national entities 
working to improve hypertension care 
and outcomes.  

Follow up RN Nurse visits for blood pressure checks and rechecks   
• American Medical Association: STEPS Forward™

• Building a Patient Experience Program
• Creating the Organizational Foundation for Joy in Medicine
• Implementing Team-Based Care

• Aspirus Engagement & Empowerment Plan
• Wisconsin Nurses Association Patient-Centered Team-Based Care to Improve

Hypertension Prevention
• A Working Conceptual Model
• Hypertension Clinical Expert Panel Recommendations

Reference: 
1. Standards of Medical Care in Diabetes—2017 Abridged for Primary Care Providers. (2016). Clinical Diabetes, 35(1), 5-26. 

doi:10.2337/cd16-0067
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American Medical Association: STEPS Forward™ Building a Patient Experience 
Program  

Develop a patient experience program to improve your practice and increase satisfaction among  patients 
and caregivers. Enhancing the experience of patients and their loved ones is crucial in  today’s health care 
environment. Patients make choices based on how you make them feel, not just  the quality of clinical 
care you are providing. A comprehensive patient experience strategy relies on  team engagement to 
create a culture of empathy in the practice that is palpable to patients. Building  a patient experience 
program is not only important for improving patient satisfaction, but can also be  a rewarding activity for 
your practice. 

CME Credits: 0.5  
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Building a Patient Expierence Program: 

https://edhub.ama-assn.org/steps-forward/module/2702560

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://edhub.ama-assn.org/steps-forward/module/2702560
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 
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Engaging and empowering the team  

American Medical Association: STEPS Forward™ Creating the Organizational 
Foundation for Joy in Medicine™  

Organizational changes lead to physician satisfaction  
CME Credits: 0.5  
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Creating Organizational Foundation for Joy in Medicine: 

https://edhub.ama-assn.org/steps-forward/module/2702510

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://www.stepsforward.org/modules/joy-in-medicine
https://www.stepsforward.org/modules/joy-in-medicine
https://edhub.ama-assn.org/steps-forward/module/2702510
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 
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Engaging and empowering the team  

American Medical Association: STEPS Forward™ Implementing Team-Based Care  

Engage the entire team in caring for patients. 
CME Credits: 0.5  
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Team-Based Care: 

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

STEPS Forward™ offers innovative strategies that will allow physicians and their staff to thrive in 
the new health care environment. To learn more, visit AMA’s STEPS Forward™:
https://edhub.ama-assn.org/steps-forward 

https://edhub.ama-assn.org/steps-forward/module/2702513
https://www.stepsforward.org/
https://edhub.ama-assn.org/steps-forward 
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Engaging and empowering the team  

Engagement of the team in best practices to achieve the  needed outcomes 

 • Metric alignment with the Network Clinical Value Program,  
Provider Compensation Plan Design, and System Strategic  
Quality Goals 

 • Chartered a Hypertension Performance Acceleration Team 

 • Developed Care Pathway Algorithm  

 • Promoted Data Transparency and Interval Target Setting  

 • Care Team Education and Engagement 

 • Data transparency via visual management (See visual management below) 

 • Observe practice and ensure adherence to workflows and documentation 

 • Provide real-time coaching and feedback 

 • Engagement of Clinical Informatics Trainers 

Teamwork 

 • Implementation and utilization of Healthy Planet to identify and address care gaps 

 • Pharmacy benefit design and support
 • Team Huddles   

Empowerment 

 • Study Hall for Managers 

 • Implementation of an Abstraction Process and  
Team  

 • Robust Visual Management Roll Out  

Visual Management 

 • Visual control is a business management  
technique employed in many places to  
communicate information by using visual  
signals allowing for quick recognition and  
action on the information. 

 • Celebrate Success Big and Small!  
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Aspirus Engagement & Empowerment Plan  



-2018 Tookit-      

TOOLS FOR STRATEGY #5 
Engaging and empowering the team  

Aspirus Data Transparency  

Aspirus introduced Qlik Sense® which transparently displays provider performance and has  
created motivation and positive competition for improvement among providers. 

 • QLIK for measure display is set up to be accessed on Aspirus’s Intranet and is password  
protected. Below are screen shots of how information is provided to providers and staff 
on all  measures tied to CVP program and provider compensation. 

 • The first screen that displays when you first sign on is below. Users can search by name, 
clinic  and/ or by specialty.   
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This is an example of a primary care providers Diabetes Optimal  Testing 
measure results.  You will see the providers performance rate,  numerator, 
denominator and how many patients the measure target  was met by. 
There is also a trend graph.  

If this provider is not meeting the target the number of patients the provider would need to  
move to meet the target is displayed in red.  
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Engaging and empowering the team  

Recommendations for Hypertension Management in  
Wisconsin 
A Call for Collective Action 

WNA is pleased to release two foundational and complementary documents to improve the prevention, 
detection, and management of hypertension in Wisconsin using patient-centered team-based care. The 
recommendations of the clinical expert panel are consistent with the newly released  guidelines from the 
American College of Cardiology, American Heart Association, and others on November 13, 2017. For 
updated 2019 guidelines please refer to ACA/AHA Clinical Practice Guidelines.

Patient-Centered Team-Based Care in Wisconsin: 
A Working Conceptual Model

Hypertension Clinical Expert Panel Recommendations 
2017:  Combined Document- Background, 
Recommendations, Contributors

High Cholesterol Clinical Expert Panel 
Recommendations 2020: Combined Document-
Background, Recommendations, Contributors 

Team-Based Care Video: Guidelines for Management of 
Persons with Hypertension and High Cholesterol Using Patient-
Centered Team Based Care

These documents are intended for health systems, health plans, local health departments, technical 
colleges and institutions of higher education, professional organizations/societies, and many others to:  

1.   Prevent missed opportunities for detection and treatment  
2.  Strengthen improvements in the safe delivery and outcomes of care 
3.  Improve accurate blood pressure measurement training 

4.  Foster strong and durable linkages with Wisconsin communities  

1 in 3 Wisconsinites have hypertension which equals about 1.3 million. Of those with hypertension 
only 75% of people take their blood pressure medications as prescribed. (Set Your Heart on Health 
Toolkit, DHS).

To learn more, visit:  https://www.wisconsinnurses.org/pctbc/
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https://www.jacc.org/doi/10.1016/j.jacc.2019.02.012?_gl=1*ngp36h*_ga*MTk0NTA0OTE4MC4xNjU0MTg5NTA1*_ga_2V8VW4Y237*MTY1NDE4OTUwNS4xLjAuMTY1NDE4OTUwNS42MA..&_ga=2.86955928.1458350483.1654189505-1945049180.1654189505
https://wisconsinnurses.org/wp-content/uploads/2016/12/PCTBC-Narrative-Final.pdf
https://wisconsinnurses.org/wp-content/uploads/2016/12/PCTBC-Narrative-Final.pdf
https://wisconsinnurses.org/wp-content/uploads/2018/01/Combined-Document-Background-Recommendations-Contributors-1.11.18.pdf
https://wisconsinnurses.org/wp-content/uploads/2018/01/Combined-Document-Background-Recommendations-Contributors-1.11.18.pdf
https://www.wisconsinnurses.org/wp-content/uploads/2020/09/PCTBC-and-Cholesterol-June-2020.pdf
https://www.wisconsinnurses.org/wp-content/uploads/2020/09/PCTBC-and-Cholesterol-June-2020.pdf
https://www.wisconsinnurses.org/guidelines-for-management-of-persons-with-hypertension-and-high-cholesterol-using-patient-centered-team-based-care/
https://www.wisconsinnurses.org/guidelines-for-management-of-persons-with-hypertension-and-high-cholesterol-using-patient-centered-team-based-care/
https://www.wisconsinnurses.org/guidelines-for-management-of-persons-with-hypertension-and-high-cholesterol-using-patient-centered-team-based-care/
https://wisconsinnurses.org/htn-detection-management-prevention/
https://www.wisconsinnurses.org/pctbc/


WCHQ publicly reports and brings meaning to  

performance measurement information that improves the 

quality and affordability of healthcare in Wisconsin,  

in turn improving the health of individuals and  

communities.  

https://www.wchq.org/
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