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Million Hearts: Leveraging Health Information Technology (HIT), Quality Improvement (QI), and Primary Care Teams to Identify Hypertensive Patients 

Hiding in Plain Sight (HIPS) 

Consolidated Change Package – June 30, 2015 
 

This change package is a deliverable of the NACHC Million Hearts HIPS Project. It was produced by reviewing the details of the change ideas each 
health center team employed and any associated tools and resources; this document is a compilation of items thought to be most valuable and 
that most clearly capture the best that emerged from this work.  The change package structure and organization aligns with the CDS/QI 
Worksheets used to map and identify enhancements to workflows around identifying potential undiagnosed hypertension, engaging patients in 
care, and diagnosing hypertension in a timely and accurate manner. These three steps are critical precursors to managing hypertension 
successfully and achieving blood pressure control. This change package also aligns with the CDC/Million Hearts Hypertension Control Change 
Package.  
 

 

 

 

 
Change concepts and ideas are organized into key foundations, population health management, and individual care steps, with the titles of 
associated tools and resources indicated next to specific change ideas they support. The term “HIPS patients” used throughout the document, 
refers to patients who met the criteria established in this project to identify a patient with potentially undiagnosed hypertension. 

TABLE 1. KEY FOUNDATIONS 

 

CHANGE CONCEPTS CHANGE IDEAS TOOLS AND RESOURCES 

Make Identification and 
Diagnosis of HTN a 
Practice Priority 

 
Designate a HTN Champion  

 

Ensure Care Team 
Engagement in HTN 
Screening and Diagnosis 

  Appendix A: Health Center Staff Engagement Material – Hiding in 

Plain Sight (HIPS), Grace Community Health Center 

Provide BP checks without 

appointment or co-pay 

 Appendix B: BP Check Visits, Golden Valley Health Centers 

1.  

Identify 
Potential 
Undx HTN

Engage 
Patient in 

Care

Diagnose 
HTN

Manage 
HTN

BP Control

http://www.healthit.gov/providers-professionals/planning-and-implementing-improved-care-processes
http://www.healthit.gov/providers-professionals/planning-and-implementing-improved-care-processes
http://millionhearts.hhs.gov/Docs/HTN_Change_Package.PDF
http://millionhearts.hhs.gov/Docs/HTN_Change_Package.PDF
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CHANGE CONCEPTS CHANGE IDEAS TOOLS AND RESOURCES 

 
Implement a Policy and 
Process to Screen Every 
Patient for Elevated BP 
and Undiagnosed HTN at 
Every Visit 

 
Develop HTN screening and 
diagnosis policy and protocol 
(includes elevated blood pressure 
confirmation approach) 

 Appendix C: HIPS Strategy, La Maestra Community Health 
Centers 

 Appendix D: Screening and Diagnosing Hypertension, 
Grace Community Health Center 

 Appendix E: Protocol for Elevated Blood Pressure in Medical Visits 
that are Not Adult Medicine (Urgent Care), Affinia 

Develop a flowchart for how 
potentially undiagnosed 
hypertensive patients will be 
proactively identified and engaged 

  Appendix C: HIPS Strategy, La Maestra Community Health Centers 

  Appendix F: HIPS Workflow(s), Golden Valley Health Centers 

 Appendix G: Possible Hypertension Patients Workflow Revised, 
Tulare Community Health Clinic 

Develop registry report to identify 
potentially undiagnosed 
hypertensive patients 

 Appendix H: Patient Registry Using Million Hearts Criteria from i2i 
Tracks, ARcare/KYcare 

 Appendix I:  Million Hearts HIPS Recall Report, Golden Valley Health 
Centers 

 Appendix J: Patient Registry showing Algorithm-Generated HIPS 
patients with Related Diagnoses and Prescriptions, and Actions Taken, 
NextGen, Mountain Comprehensive Health Corporation. 

 Appendix K: HIPS Recall Report – i2i Tracks, La Maestra Community 
Health Centers 

Develop evidence-based 
algorithm(s) (clinical criteria) to 
identify patients with potentially 
undiagnosed hypertension  

 Appendix L: Undiagnosed Hypertension Algorithms and Clinical 
Criteria Decision Points, HIPS Project 

 Appendix M: Potentially Undiagnosed Hypertension Algorithm used 
to Generate Registries and Reports – i2i Tracks, Golden Valley 
Health Centers and Tulare Community Health Clinic 

Configure EHR to generate 
warning in red when BP is out of 
normal range 

 Appendix N: Patient Status and Opportunities Alert - eClinicalWorks, 
Neighborhood Healthcare 

 Appendix O: CDS-Enabled BP Tool – NextGen, Golden Valley 

Health Centers 

 Appendix P: CDS-Enabled BP Tool – eClinicalWorks, Neighborhood 

Healthcare 

Configure BP reading flow sheet  Appendix Q: Blood Pressure Flow Sheet with Red Framed Alerts for 

Elevated Blood Pressure Readings – SuccessEHS, ARcare/KYcare 

 Appendix R: Historical BP Reading Graph – NextGen, Golden Valley 

Health Centers 
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CHANGE CONCEPTS CHANGE IDEAS TOOLS AND RESOURCES 

 
Train and Evaluate 
Direct Care Staff on 
Accurate BP 
Measurement and 
Recording 

 
Provide guidance on measuring BP 
accurately 

 Appendix S: Accuracy of Blood Pressure Measurement Resources – 

CDC Hypertension Control Change Package 

 Appendix A: Health Center Staff Engagement Material – Hiding in 
Plain Sight (HIPS), Grace Community Health Center 

 Appendix C: HIPS Strategy, La Maestra Community Health Centers 

  Appendix T: Adult Blood Pressure Recording, Neighborhood 
Healthcare 

Assess adherence to proper BP 
measurement techniques 

 Appendix S: Accuracy of Blood Pressure Measurement Resources – 

CDC Hypertension Control Change Package 

Provide guidance on documenting 
BP accurately (clinically relevant 
BP, avoiding terminal digit bias) 

 Appendix T: Adult Blood Pressure Recording, Neighborhood 
Healthcare 
 

Assess adherence to accurate BP 
documentation 

 

Systematically Use 
Evidence-based HTN 
Diagnosis Guidelines 
and Protocols 

Implement evidence-based 
algorithms (clinical criteria) to 
identify patients with potentially 
undiagnosed hypertension 

 Appendix L: Undiagnosed Hypertension Algorithms and Clinical 
Criteria Decision Points, HIPS Project 

 Appendix M: Potentially Undiagnosed Hypertension Algorithm used 
to Generate Registries and Reports – i2i Tracks, Golden Valley 
Health Centers and Tulare Community Health Clinic 

 
Deploy evidence-based HTN 
diagnosis protocol (includes 
elevated blood pressure 
confirmation approach) 
 

 Appendix C: HIPS Strategy, La Maestra Community Health 
Centers 

 Appendix D: Screening and Diagnosing Hypertension, 
Grace Community Health Center 

 Appendix E: Protocol for Elevated Blood Pressure in Medical Visits that 
are Not Adult Medicine (Urgent Care), Affinia 

 Overcome HTN diagnosis inertia  

Establish a program to support 
home or ambulatory BP monitoring 
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TABLE 2. POPULATION HEALTH MANAGEMENT 

 

CHANGE CONCEPT CHANGE IDEA TOOLS AND RESOURCES 

Use a Registry to 
Identify, Track, and 
Manage Patients 
with elevated BP 

Implement a registry report to identify 
potentially undiagnosed hypertensive 
patients; diagnose as appropriate 

 Appendix H: Patient Registry Using Million Hearts Criteria from i2i 
Tracks, ARcare/KYcare 

 Appendix I:  Million Hearts HIPS Recall Report, Golden Valley Health 
Centers 

 Appendix J: Patient Registry showing Algorithm-Generated HIPS 
patients with Related Diagnoses and Prescriptions, and Actions Taken, 
NextGen, Mountain Comprehensive Health Corporation 

 Appendix K: HIPS Recall Report – i2i Tracks, La Maestra Community 
Health Centers 

 
Use a defined process for outreach 
(e.g., via phone, mail, email, text 
message) to patients with elevated 
blood pressure/potentially 
undiagnosed hypertension  

 Appendix U: Care Message Patient Outreach – SuccessEHS/i2i 
Tracks, ARcare/KYcare 

 Appendix V: Office Recall Script, Golden Valley Health Centers 

 Appendix W: Recall Process: Hypertension Patients Hiding in Plain 
Sight (HIPS), Grace Community Health Center 

Use Practice Data to   
Drive Improvement 

Develop/determine metrics to assess 
potentially undiagnosed hypertension 
and missed opportunities to diagnose 
and identify targets for improvement 

 Appendix X: HIPS Project Data Measurement Plan 

Regularly provide a dashboard with BP 
goals, metrics, and performance 

 Appendix Y: HIPS Performance Report/Care Team Data Monitoring, 
Golden Valley Health Centers 
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TABLE 3. INDIVIDUAL PATIENT SUPPORTS 

 

CHANGE CONCEPT CHANGE IDEA TOOLS AND RESOURCES 

 
Prepare Patients, Care 
Team Beforehand for 
Effective blood 
pressure 
measurement and 
HTN Identification 
During Office Visits 
(e.g., via pre- visit 
patient outreach and 
team huddles) 

Contact patients to confirm upcoming 

appointments and instruct them how to 

prep for upcoming visit. 

 
• Appendix Z: Confirming Appointments Policy, La Maestra 

Community Health Centers 

 

 
Encourage Self-Monitored Blood 

Pressure for 5-7 days prior to visit. 
 Appendix AA: Home Blood Pressure Log, Neighborhood Healthcare 

Use a flowsheet or dashboard with 
potentially undiagnosed hypertension 
patients and care gaps highlighted to 
support team huddles 

 Appendix BB: MH HIPS Huddle Report, Golden Valley Health 
Centers 

 Appendix CC: Patient Huddle Form, Grace Community Health 
Center 

 Appendix DD: Appendix X: Patient Visit Planning Report with Last 
BP and Interpretation – Azara DVRS, Jordan Valley Health Center 

Design workflows and use tools to 

ensure that indicated actions occur 

during the visit 

 
 Appendix EE: Risk Stratification, Incorporating HIPS – SuccessEHS, 

ARcare/KYcare 

  Appendix C: HIPS Strategy, La Maestra Community Health Centers 

  Appendix F: HIPS Workflow(s), Golden Valley Health Centers 

 Appendix G: Possible Hypertension Patients Workflow Revised, 
Tulare Community Health Clinic 
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CHANGE CONCEPT CHANGE IDEA TOOLS AND RESOURCES 

Use Each Patient Visit 
Phase to Optimize HTN 
Identification and 
Diagnosis: Intake (e.g., 
check-in, waiting, 
rooming) 

 
Post/provide educational materials to 
help patients understand elevated blood 
pressure and its implications 

 

• Appendix FF: Blood Pressure Goals and Actions by Zone, Grace 
Community Health Center 

• Appendix GG: What Is High Blood Pressure? American Heart 
Association 

Measure, document, and repeat BP 

correctly as indicated 
• Appendix S: Accuracy of Blood Pressure Measurement Resources – 

CDC Hypertension Control Change Package 

 Appendix T: Adult Blood Pressure Recording, Neighborhood 
Healthcare 

EHR generates warning in red when BP 

is out of normal range 

• Appendix N: Patient Status and Opportunities Alert - eClinicalWorks, 
Neighborhood Health Center 

• Appendix O: CDS-Enabled BP Tool – NextGen, Golden Valley 

Health Centers 

• Appendix P: CDS-Enabled BP Tool – eClinicalWorks, Neighborhood 

Health 

• Appendix Q: Blood Pressure Flow Sheet with Red Framed Alerts for 

Elevated Blood Pressure Readings – SuccessEHS, ARcare/KYcare 

Design workflows and use tools to 

ensure elevated BPs are addressed at 

the point of care (elevated BP magnet 

on the door, EHR alerts, etc.) 

 Appendix HH: HIPS Patients Recall EHR Configuration and 

Documentation – NextGen, La Maestra Community Health Centers 

 Appendix II: Heart Patient Door Magnet, Jordan Valley Health Center 

 Appendix N: Patient Status and Opportunities Alert – eClinicalWorks, 

Neighborhood Health Center 
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CHANGE CONCEPT CHANGE IDEA TOOLS AND RESOURCES 

Use Each Patient Visit 
Phase to Optimize HTN 
Identification and 
Diagnosis: Encounter 

Follow protocol for HTN diagnosis • Appendix C: HIPS Strategy, La Maestra Community Health Centers 

• Appendix D: Screening and Diagnosing Hypertension, Grace 
Community Health Center 

• Appendix E: Protocol for Elevated Blood Pressure in Medical Visits 
that are Not Adult Medicine (Urgent Care), Affinia 

 

Use Each Patient Visit 
Phase to Optimize HTN 
Diagnosis: Encounter 
Closing (e.g., checkout) 

 
Provide patients with a written visit 
summary, and follow-up guidance at the 
end of each visit 

• Appendix JJ: Patient Visit Summary, Grace Community Health 
Centers 

• Appendix KK: Patient Visit Summary (i2i Diabetes Template), 
ARcare/KYcare 

Support BP self-monitoring: advise on 

choosing device/cuff size, check device 

for accuracy, training patient on use, 

provide BP logs (electronic/paper/portal) 

• Appendix AA: Home Blood Pressure Log, Neighborhood Healthcare 

Support ambulatory BP monitoring  

Use Each Patient Visit 
Phase to Optimize HTN 
Diagnosis: Not Visit 
Related 

 
On the patient portal, provide 
education materials on elevated 
blood pressure and to support a 
low-sodium diet, exercise, and 
access to community resources 

• Appendix LL: Patient Education with Print or Send (Publish to a 

Patient Portal) Options - eClinicalWorks, Neighborhood Healthcare 
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APPENDICES 

Appendix A: Health Center Staff Engagement Material – Hiding in Plain Sight (HIPS), Grace Community Health Center  

Appendix B: BP Check Visits, Golden Valley Health Centers 

Appendix E: Protocol for Elevated Blood Pressure in Medical Visits that are Not Adult Medicine (Urgent Care), Affinia 

Appendix F: HIPS Workflow(s), Golden Valley Health Centers 

Appendix G: Possible Hypertension Patients Workflow Revised, Tulare Community Health Clinic 

Appendix H: Patient Registry Using Million Hearts Criteria from i2i Tracks, ARcare/KYcare 

Appendix I:  Million Hearts HIPS Recall Report, Golden Valley Health Centers 

Appendix J: Patient Registry showing Algorithm-Generated HIPS patients with Related Diagnoses and Prescriptions, and Actions Taken, NextGen, 
Mountain Comprehensive Health Corporation 

Appendix K: HIPS Recall Report – i2i Tracks, La Maestra Community Health Centers 

Appendix L: Undiagnosed Hypertension Algorithms and Clinical Criteria Decision Points, HIPS Project 

Appendix M: Potentially Undiagnosed Hypertension Algorithm used to Generate Registries and Reports – i2i Tracks, Golden Valley Health Centers 
and Tulare Community Health Clinic 

Appendix N: Patient Status and Opportunities Alert - eClinicalWorks, Neighborhood Healthcare 

Appendix O: CDS-Enabled BP Tool – NextGen, Golden Valley Health Centers 

Appendix P: CDS-Enabled BP Tool – eClinicalWorks, Neighborhood Healthcare 

Appendix Q: Blood Pressure Flow Sheet with Red Framed Alerts for Elevated Blood Pressure Readings – SuccessEHS, ARcare/KYcare 

Appendix R: Historical BP Reading Graph – NextGen, Golden Valley Health Centers 

Appendix S: Accuracy of Blood Pressure Measurement Resources – CDC Hypertension Control Change Package 

Appendix T: Adult Blood Pressure Recording, Neighborhood Healthcare  

Appendix U: Care Message Patient Outreach –SuccessEHS/i2i Tracks, ARcare/KYcare  

Appendix V: Office Recall Script, Golden Valley Health Centers 

Appendix C: HIPS Strategy, La Maestra Community Health Centers 

Appendix D: Screening and Diagnosing Hypertension, Grace Community Health Center 
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Appendix W: Recall Process: Hypertension Patients Hiding in Plain Sight (HIPS), Grace Community Health Center 

Appendix X: HIPS Project Data Measurement Plan  

Appendix Y: HIPS Performance Report/Care Team Data Monitoring, Golden Valley Health Centers  

Appendix Z: Confirming Appointments Policy, La Maestra Community Health Centers 

Appendix AA: Home Blood Pressure Log, Neighborhood Healthcare 

Appendix BB: MH HIPS Huddle Report, Golden Valley Health Centers 

Appendix CC: Patient Huddle Form, Grace Community Health Center 

Appendix DD: Appendix X: Patient Visit Planning Report with Last BP and Interpretation – Azara DVRS, Jordan Valley Health Center 

Appendix EE: Risk Stratification, Incorporating HIPS – SuccessEHS, ARcare/KYcare 

Appendix FF: Blood Pressure Goals and Actions by Zone, Grace Community Health Center 

Appendix GG: What Is High Blood Pressure? American Heart Association 

Appendix HH: HIPS Patients Recall EHR Configuration and Documentation – NextGen, La Maestra Community Health Centers 

Appendix II: Heart Patient Door Magnet, Jordan Valley Health Center 

Appendix JJ: Patient Visit Summary, Grace Community Health Center 

Appendix KK: Patient Visit Summary (i2i Diabetes Template), ARcare/KYcare 

Appendix LL: Patient Education with Print or Send (Publish to a Patient Portal) Options - eClinicalWorks, Neighborhood Healthcare 
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Appendix A: Health Center Staff 
Engagement Material – Hiding in Plain 
Sight (HIPS), Grace Community Health 
Center 

  

NOTE: This communications piece was put 

together by the health center project team 

to help engage all of their health center 

staff in the HIPS work. It begins by 

explaining what the project is and the goal, 

why it’s important, and what each staff 

member can do to contribute. It also 

solicits ideas and recommendations, 

making it clear that the feedback and input 

of end users/staff charged with 

implementing changes in workflows, etc., 

is welcomed and valued. 
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Appendix B: BP Check Visits, Golden Valley Health Centers 

Nurse/Provider Hypertension Visit Compromise: 

Health centers have sometimes struggled with balancing the need to minimize financial costs to the patient when recalling patients for a 

follow up blood pressure check and minimizing additional appointments needed if a patient’s blood pressure is found to be elevated. 

Scheduling blood pressure checks as a non-billable/non-reimbursable service on the expanded care team’s schedule (LVN/RN or MA) 

allows the patient to have their blood pressure checked at no cost. To address the need to schedule patients for an additional provider 

visit (with a co-pay) if their BP was found to be elevated, Golden Valley Health Centers came up with a compromise solution: The health 

center would schedule patients identified as potentially undiagnosed for hypertension with a BP check (non-billable visit), allowing the 

patient to come in and have their BP checked without having financial implications. No cost access is aimed at reducing “no shows”, 

allowing for minimal wait time for scheduling appointments, and not adding further burden to clogged provider schedules. However, 

the provider(s) had to agree that any elevated BP readings would be converted to a regular office visit appointment so that they could 

address the concern with the patient. Therefore, when scheduling, the BP check staff was required not only to educate the patient 

regarding the fact that this visit would be converted to an office visit should there be any medical concerns (i.e., elevated BP), but they 

were required to work with their provider(s) in order to ensure that should the BP check need to be converted to an office visit, that the 

provider would be amenable to “squeezing the patient in”. 
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Appendix C: HIPS Strategy, La Maestra Community Health Centers 

Use of the HIPS Algorithm: 

Prior to the visit: 

1. Make sure we confirm the patients 1 or 2 days prior to their visit. 

2. During huddle time make sure that each MA identifies the patient(s) that are mark with BP check/HIPS patient. 

3. If the patient is a recipient of the curtesy visit make sure you inform the provider about it. 

During the Visit: 

1. When patient arrives make sure to inform the provider about them being a HIPS patient and also if the patient is a recipient of a 

courtesy visit. 

2. If the BP is elevated the first time, inform the provider and let the patient rest and re-take the BP 5 to 10 minutes after. 

3. Provider should give the HTN diagnosis or elevated BP as appropriate. 

After the Visit:  

1. Schedule a follow up visit for patients who were diagnosed with elevated BP without a diagnosis of HTN (796.2)  

2. QI department meets with the providers/provider champion to hear feedback and ensure provider and patient satisfaction 

addressing any issues. 

3. Run reports to try to proactively recall the HIPS patients that have not been identified in other reports. 

 

Ensuring BP Accuracy: 

1. Installed automatic BP machine that inputs BP value automatically into the patient electronic chart 

2. Trained MAs to make sure that they are knowledgeable about the proper technique: 

 



 

16 
 

Patient should be relax 

 

 
 Better if the sleve is pulled up 

 

 
Locate the pulse of the brachial artery 

 
The cuff should be about 1 inch (2.5 cm) above 
the bend of your elbow and should be evenly 
tight around your arm. 

 
Inflate the cuff  
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Deflate the cuff 

 

Hypertension Diagnosis Protocol:  

1. Once health center staff have identified the patients who have had one or two BP readings elevated in one year (>140/90 based on registry 

reporting), we will recall the patients (see Recall Process). 

2. At recall visit, if first BP reading is elevated, BP will be retaken after 5 to 10 minutes. 

3. If the patient still has elevated BP upon re-measurement, but only one prior elevated BP within the year, the provider should address the 

elevated BP without diagnosing with HTN, but schedule F/U visit within one month. Patient will receive dietary, exercise, and life style 

changes recommendations.  

4. If patient has two elevated BP readings within one year that are elevated and during appointment time first and second reading (within 10 

minutes) are elevated, then the provider will diagnose the patient with HTN. 

5. After the patient is diagnosed with HTN, patient is referred to Health Education to learn more about their condition and how they can 

manage it. 

 

Note: the provider is the one that ultimately will classify the patient as hypertensive or not but they have agreed on having three readings as a protocol 

before they classify someone as hypertensive. 

http://www.wikihow.com/Take-Blood-Pressure-Manually#/Image:Take-Blood-Pressure-Manually-Step-12.jpg
http://www.wikihow.com/Take-Blood-Pressure-Manually#/Image:Take-Blood-Pressure-Manually-Step-13.jpg
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Recall Process: 

1. If the patient has an upcoming appointment, the chart is flagged to make sure that the history of elevated BP gets addressed during the 
visit. 

2. If the patient does not have an appointment scheduled, the RN/MA is to recall the patient to schedule an appointment to address the BP. 
3. If patients is an uninsured patient or is not assigned to La Maestra we will recall the patient and schedule an appointment with the RN. The 

Nurse will evaluate the need for the patient to see the provider.  
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Appendix D: Screening and 

Diagnosing Hypertension, 

Grace Community Health 

Center 

NOTE: Adding a parameter 

to establish the maximum 

number of follow up visits 

that may occur before 

diagnosis of HTN should be 

made (if a patient has 

elevated BP readings at all 

follow up visits) would help 

prevent patients with 

consistently elevated BP 

from being caught in a loop 

of follow up visits and 

remaining undiagnosed.  
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Appendix E: Protocol for Elevated Blood 

Pressure in Medical Visits that are Not Adult 

Medicine (Urgent Care), Affinia 

NOTE: This protocol illustrates how health 

organizations can use other access points to 

engage patients who are potentially 

undiagnosed for hypertension. In this example, 

the health center also operated an urgent care 

facility; this kind of protocol can facilitate 

getting potential hypertension patients 

established with a primary care provider as well 

as diagnosed properly. 



 

21 | P a g e  
 

Appendix F: HIPS Workflow(s), Golden Valley Health Centers  

 
To assist care teams in understanding the workflow changes designed for the Million Hearts, Hiding in Plain Sight project, a simple “changes in workflow” flow 
sheet was designed, discussed, and implemented with the project care teams. It was found that this was much easier for the care teams to understand than the 
CDS/QI workflow worksheet. It also showed how minor the changes to incorporate HIPS (addressing patients who meet the criteria for potentially undiagnosed 
hypertension), into the care team workflow would be. The pre-visit prep reporting occurs prior to the visit, at the beginning of each day (can be completed the 
evening before if time permits). Recalls are expected to be completed daily as well, however sometimes time does not allow the MA team to complete any calls; 
in this situation, the MA coordinates with the front office staff for assistance. The expectation is that, on a daily basis, staff are reviewing both patients 
scheduled for appointments to identify potentially undiagnosed hypertension patients and reviewing registries of patients who need to be recalled. 

 
 

PREVISIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

NOTE: i2i Tracks is a population 

health management and data 

analytics product that 

integrates individual patient 

data from disparate sources – 

electronic health record (EHR), 

practice management system, 

lab vendors, pharmacies, 

claims, and other systems. 

 

NOTE: “HIPS criteria” = criteria 

for potentially undiagnosed 

hypertension: one Stage 2 

blood pressure reading OR two 

Stage 1 blood pressure readings 

in the past 12 months, with no 

diagnosis of hypertension 

documented in the EHR. 
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VISIT 

  

NOTE: Black text represents 

existing steps in the visit 

workflow; red text 

represents steps added or 

changed in the visit workflow 

to improve identification and 

diagnosis of hypertension. 
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Appendix G: Possible Hypertension Patients Workflow, Tulare Community Health Clinic   

NOTE: This workflow shows 

a process for identifying and 

diagnosing potentially 

undiagnosed hypertension 

patients at the point of care. 

One important element it 

depicts is what happens 

when a patient is not 

diagnosed with 

hypertension after being 

identified as potentially 

undiagnosed for 

hypertension. This health 

center uses an ICD code for 

elevated blood pressure 

without a diagnosis of 

hypertension to flag 

patients they want to 

monitor. One additional 

step might be to indicate 

specifically in what 

timeframe the patient needs 

be rechecked (e.g. six 

months, one year, etc.) and 

how the reminder will be 

noted in the EHR or 

elsewhere to track the 

follow up. 
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Appendix H: Patient Registry Using Million Hearts Criteria from i2i Tracks, ARcare/KYcare 

NOTE: Example shown is useful for assessing control status on diagnosed hypertension patients to assist with appropriate management of hypertension. 

Patient registry reports were also programmed to list patients with potentially undiagnosed hypertension as a strategy to improve timely identification 

and diagnosis of patients meeting the clinical criteria for hypertension (see Item 1C). 
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Appendix I: Million Hearts HIPS Recall Report, Golden Valley Health Centers 

 
• This recall report is a sort of registry in which a specific provider team gets a listing of all patients that meet the hypertension diagnosis criteria but 

have not been diagnosed with hypertension. These patients are then reviewed with the PCP and recalled as necessary. 

• The print out columns were of great discussion at GVHC; it is something we changed repeatedly until we found the right column criteria. We are 
currently working to modify the recall report to add whether or not the patient has received a diagnosis of 796.2, as we are utilizing this diagnosis as 
a marker that a patient has been recalled and a hypertension diagnosis was not warranted per the provider’s clinical decision. Because we’ve been 
unable to appropriately map the diagnosis, the report currently looks as follows: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
; 

- The criteria utilized to pull the recall registry is based off of the undiagnosed hypertension algorithm, with some additions in order to  
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Appendix J: Patient Registry showing Algorithm-Generated HIPS patients with Related Diagnoses and Prescriptions, and Actions Taken, 
NextGen, Mountain Comprehensive Health Corporation 

NOTE: This report is used to track the status of patients identified as potentially undiagnosed for hypertension. In this example, some 
patients have subsequently been diagnosed, including some who were moved from a diagnosis of 796.2 (elevated blood pressure 
without a diagnosis of hypertension) to a diagnosis of hypertension. The Comments feature allows staff to track any actions taken. 
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Appendix K: HIPS Recall List – i2i Tracks, La Maestra Community Health Centers 

 

 

NOTE: Programming criteria for this recall list is the undiagnosed hypertension algorithm delineated in Appendix M; while the list would be enhanced by 

including the most recent blood pressure level, it does include co-morbidities, next appointment scheduled, date of last visit, and insurance status, which are all 

important factors in helping care teams triage patients appropriately and determine whether to schedule a follow up visit with a provider (regular office visit) or 

with another member of the care team (non-billable nurse/MA visit).   



 

28 | P a g e  
 

Appendix L: Undiagnosed Hypertension Algorithms and Clinical Criteria Decision Points, HIPS Project 

 

 

 

 

 

Undiagnosed Hypertension Algorithms and Clinical Criteria Decision Points 

The NACHC Million Hearts Technical Advisory Group (TAG) recommends the following algorithms to identify patients in health centers and at other safety net 

provider organizations who might be at risk for undiagnosed hypertension based on the clinical criteria decisions below. Factors considered in clinical criteria 

decisions included clinical relevance/importance, alignment with external reporting requirements, health center capacity, complexity of programming/extracting 

the data, and finally, erring toward “casting a wider net” for identifying potentially hypertensive patients. 

Definitions 

 Blood Pressure (BP) Reading consistent with Stage 1 Hypertension:  ≥140 mmHg SBP or ≥90 mmHg DSP 

 BP Reading consistent with Stage 2 Hypertension: ≥160 mmHg SBP or ≥100 mmHg DSP 

 Medical Visit: A completed face-to-face outpatient visit with a primary care provider, as determined by medical specialty in the EHR or consistent with 
Table 5 for UDS reporting (includes family physicians, general practitioners, internists, obstetricians/gynecologists, pediatricians, nurse practitioners, 
physician assistants, and certified nurse midwives). 

Algorithm Recommendations 

Stage 1 Algorithm: Patients ages 18 to 85 years without a diagnosis of HTN (documented as an ICD-9 assessment of 401-405 at an encounter) who have BP 

readings ≥140mmHg SBP or ≥90mmHg DSP at two separate medical visits, including the most recent visit, during the past 12 months. Exclusions: pregnancy and 

ESRD.  

Stage 2 Algorithm: Patients ages 18 to 85 years without a diagnosis of HTN (documented as an ICD-9 assessment of 401-405 at an encounter) who have a BP 

reading ≥160mmHg SBP or ≥100mmHg DSP at any one medical visit during the past 12 months. Exclusions: pregnancy and ESRD. 
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Decisions Summary 

 

Inclusion 

Criteria 

Options Decision Rationale  

Medical 

Visits 

 One medical visit in the 
past 12 months (NQF 
0018/CMS) 

 Two medical visits in the 
past 12 months (UDS) 

One medical 

visit in the 

past 12 

months 

Aligns with NQF 0018; catches patients who might have one Stage 2 reading; 

identifies more patients than two visits. 

Stage 1 BP 

Readings - 

number 

 BP readings ≥140 mmHg 
SBP or ≥90 mmHg DSP at 
two separate medical 
visits, including the most 
recent visit 

 BP readings ≥140 mmHg 
SBP or ≥90 mmHg DSP at 
three separate medical 
visits, including the most 
recent visit 

 BP readings ≥140 mmHg 
SBP or ≥90 mmHg DSP at 
two separate medical 
visits anytime  

 BP readings ≥140 mmHg 
SBP or ≥90 mmHg DSP at 
three separate medical 
visits anytime 

BP readings 

≥140 mmHg 

SBP or ≥90 

mmHg DSP at 

two separate 

medical 

visits, 

including the 

most recent 

visit 

 

National guidelines are vague about the precise number of readings needed to 

establish a HTN diagnosis (e.g., “elevated readings over time” and “repeated 

readings”). Work in the field on undiagnosed HTN has used both 2 and 3 elevated 

readings as thresholds to identify potentially undiagnosed HTN patients. The TAG 

felt that the most recent BP reading, regardless of whether 2 or 3 are used, should 

be elevated in order to increase the sensitivity of the algorithm (true positive rate). 

The TAG, while initially undecided between 2 and 3 three readings, opted to 

recommend 2 due to the challenges many FQHC patients have with making 

medical visits – the lower threshold means patients who have fewer visits will not 

“slip through the cracks” and remain at risk for stroke or heart attack. Moreover, 2 

readings is simpler from a data management perspective. However, the group did 

recommend capturing reading count (as opposed to simply 2+) to allow for 

comparison of patients who had 2 readings with those who had 3+.  
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Inclusion 

Criteria 

Options Decision Rationale  

Stage 1 BP 

Readings – 

look back 

timeframe 

 Past 12 months 

 Past 24 months 

Past 12 

months 

Per the CDC, 61% of patients have 2+ visits in the past year with their primary care 

provider, which means 39% have fewer. Thus, a look back period of 12 months 

may miss patients with two or more Stage 1 elevated BP readings across a longer 

timeframe. However, the TAG decided on a 12 month look back period for two 

reasons: 1) to prioritize those patients who might be more likely to be successfully 

recalled and brought into care if diagnosed with HTN, and 2) to keep the initial list 

of potentially undiagnosed patients manageable (not all can be recalled and 

scheduled for appointments immediately). Recommend using data to drive this 

time parameter in other health organizations or adjusting once the initial recall list 

is reduced. 

Stage 2 BP 

Readings 

 One BP reading ≥160 
mmHg SBP or ≥100 mmHg 
DSP at any one medical 
visit during the past 12 
months 

 One BP reading ≥160 
mmHg SBP or ≥100 mmHg 
DSP at the most recent 
medical visit in the past 
12 months 

One BP 

reading ≥160 

mmHg SBP or 

≥100 mmHg 

DSP at any 

one medical 

visit during 

the past 12 

months 

Aligns with JNC-7 guidelines; the TAG felt any patient with a BP reading in the 

Stage 2 range, regardless of when it occurred in the measurement period, should 

be diagnosed with HTN.  

HTN 

Diagnosis 

 401 

 401-405 

 401-405 and 796.2 

401-405 Aligns with UDS; the TAG felt secondary HTN = a legitimate HTN diagnosis, 

especially in more complex patients and that patients with secondary HTN should 

not be considered undiagnosed (penalizes providers); 796.2 was not considered a 

qualifying diagnosis, as it is a code often used for “white coat” syndrome and is 

only a code for elevated blood pressure, not HTN. 
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Exclusion 

Criteria 

Options Decision  

Other 

Diagnoses 

 Pregnancy (NQF 0018) 

 End-Stage Renal Disease 
(ESRD) (NQF 0018) 

 Had an admission to a 
non-acute inpatient 
setting during the past 12 
months (NQF 0018) 

 Inpatient, ED, or 
ambulatory surgery BP 
readings 

 On medications used for 
treating hypertension 

Pregnancy 

ESRD 

Exclusions for pregnancy and ESRD both align with UDS and NQF 0018 

specifications; the TAG did not exclude non-acute inpatient admissions, in the 

spirit of casting a wider net and because admissions may not always be 

documented in structured/discrete data fields, requiring medical record review to 

validate; Inpatient, ED, or ambulatory surgery BP readings were excluded, as these 

readings would not be documented in the vitals section for a medical visit (so 

would not be extracted for reporting purposes anyway); Geisinger Health found 

that over half of men and one-third of women aged 75+ without evidence of HTN 

take medication for HTN for other purposes – thus, excluding medication as a 

proxy for a HTN diagnosis could potentially eliminate patients who are truly 

hypertensive. 

HTN 

Diagnosis 

Location 

 Assessment/encounter 
diagnosis 

 Problem List 

 Medical History 

Assessment/ 

encounter 

diagnosis 

While there are patients who may be diagnosed on their EHR’s Problem List and 

not in an Assessment, according to CDC, research shows patients with Problem List 

entries only (free text entries without a diagnosis code) are much less likely to 

receive treatment for HTN.  
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Appendix M: Potentially Undiagnosed Hypertension Algorithm used to Generate Registries and Reports – i2i Tracks, Golden Valley Health 
Centers and Tulare Community Health Clinic 

 

This is the programming logic used with the data warehouse/analytics platform: 
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Appendix N: Patient Status and Opportunities Alert - eClinicalWorks, Neighborhood Healthcare 

 

 

 

NOTE: A prompt to the care team to address a potential undiagnosed hypertension/HIPS patient was 
integrated into an existing practice alert at Neighborhood HealthCare. The red text indicates an opportunity 
for the care team to act. Hovering over the text provides a brief explanation of why the patient may be a 
HIPS patient. 
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Appendix O: CDS-Enabled BP Tool – NextGen, Golden Valley Health Centers 

Identification of elevated blood pressure reading(s) is flagged within the GVHC EMR system (NextGen), which is a CDS-Enabled tool that assists the 
provider with blood pressure evaluation. 

 

Vitals Measurement from Medical Assistant (MA) view 

 The EMR will alert the MA any time the vitals, for our purposes BP, is outside the normal and prehypertension ranges.  
 

 

 

 

 

 

 

 

 

 

Vitals Measurement from Clinician view 

 The EMR will alert the Clinician anytime the vitals are outside the normal and prehypertension ranges. 
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Appendix P: CDS-Enabled BP Tool – eClinicalWorks, Neighborhood Healthcare 
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Appendix Q: Blood Pressure Flow Sheet with Red Framed Alerts for Elevated Blood Pressure Readings – SuccessEHS, ARcare/KYcare 
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Appendix R: Historical BP Reading Graph – NextGen, Golden Valley Health Centers 

 

Historical BP reading chart 

 Staff also have the capability to view a chart of blood pressure readings over time; although they cannot dictate the 
timeline, they are able to see fluctuations easily.  
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Appendix S: Accuracy of Blood Pressure Measurement Resources – CDC Hypertension Control Change Package 

Click on the “PDF” to access the hyperlink for each resource. 

 Provide guidance on measuring BP accurately [PDF]* 

o Checking BP Nursing Competency (Sharp Rees-Stealy Medical Group) [PDF]* 
o Correct BP Measurement Technique Handout (Colorado Springs Health Partners) [PDF]* 
o Standard Work Form, BP Measurement in Clinic (Park Nicollet) [PDF]* 
o Standard Work Form, Automatic Omron BP Measurement (Park Nicollet) [PDF]* 
o BP Measurement: The Proper Way (Cornerstone Health Care) [Video]* 
o BP Measurement: What Not to Do (Cornerstone Health Care) [Video]* 
o Activities that Affect BP Measurement Accuracy (HealthPartners) [PDF]* 

 Assess adherence to proper BP measurement technique 

o Competency Checklist BP Measurement (Cleveland Clinic) [PDF]* 
o BP Spot Check (Kaiser Permanente) [PDF]* 
o New Employee BP Measurement Competency Checklist (HealthPartners) [PDF]* 
o Quarterly BP Auditing Tool (HealthPartners) [PDF]* 

  

http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1Tool2.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1Tool5.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank8Tool6.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank8Tool5.pdf
https://cornerstonehealthcare.app.box.com/s/hxo2vuiyglkpkjaz1pol
https://cornerstonehealthcare.app.box.com/s/ren4br7cu335eldxq1y3
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1Tool11.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1Tool3.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank4Tool4.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1Tool8.pdf
http://www.measureuppressuredown.com/HCProf/Find/Toolkit/Plank1Tool10.pdf
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Appendix T: Adult Blood Pressure Recording, Neighborhood Healthcare 

  



 

40 | P a g e  
 

Appendix U: Care Message Patient Outreach – SuccessEHS/i2i Tracks, ARcare/KYcare  

Step 1: Select the appropriate search group; for the HIPS project, the health center developed a specific Search Name under the Cardiovascular 

Template called “Validation – Pts with no CVD visit and BP >140/90” to recall potentially undiagnosed hypertension patients. 

 

Step 2: Search results are generated on the selected Search Name. These results include their most recent blood pressure result and up to two prior 

readings.  

 



 

41 | P a g e  
 

 

 

 

Step 3: Selecting a patient prompts several actions that can be 

taken, including sending an email or text message or creating a 

recall for them. 

 

 

 

 

 

 

 

 

 

Step 4: A template can be created to send tailored messages to 

patients. This template, “Million Hearts”, was created 

specifically to recall HIPS patients by email. 
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Step 4 (Continued): Text messages can be 

created using Care Message in multiple 

languages to send tailored messages to 

patients. Messages can be simply 

informative or interactive by requesting 

patients text a response back. 
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Appendix V:  HIPS Front Office Script, Golden Valley Health Centers 

 

 One of the barriers that care teams said held them back from recalling patients was time. In order to assist with this issue, the project team helped them 
think creatively about ways to work around the “time” issue. It was found that teams were not maximizing their resources and truly working as a team 
and using their front office personnel, so the MH HIPS project was used to facilitate this—and to assist with getting patients in for BP checks or visits to 
see if they had/have hypertension or not.  

 An obstacle that was encountered during the use of the front office to schedule recalled patients was that the front office didn’t always know the correct 
language to utilize in order to get the patient scheduled. Therefore, this script was born and given to teams to utilize when they call to schedule recalls.  
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Appendix W:  Recall Process: Hypertension 
Patients Hiding in Plain Sight (HIPS), Grace 
Community Health Center 
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Million Hearts: Leveraging Health Information Technology (HIT), Quality Improvement (QI), and Primary Care Teams to Identify Hypertensive 

Patients Hiding in Plain Sight 

Excerpts from NACHC Million Hearts - Data Collection Plan 

Measure 
Name 

Measure Definition Numerator Denominator Source/ 
Alignment 

Data Collection 
Method/ 

Frequency 

-- OUTCOME – 

Appropriate Monitoring for Hypertension (Improved Timely Identification and Diagnosis of Patients Meeting the Clinical Criteria for Hypertension) 

Undiagnosed 
Hypertension 
– Past 12 
Months 

% of patients with no HTN 
diagnosis (primary/essential or 
secondary HTN) who have at 
least one Stage 2 BP reading 
anytime in the past 12 months 
or at least two Stage 1 BP 
readings in the past 12 months, 
including the most recent visit. 

Number of patients in the denominator who 
have at least one Stage 2 BP reading anytime 
in the past 12 months or at least two Stage 1 
BP readings in the past 12 months (at separate 
visits, including the most recent visit).  

Patients ages 18 - 85 seen for at 
least one medical visit in the 
past year who do not have a 
diagnosis of HTN (401.* - 405.*)  
(based on all historical data 
within the current EHR system). 
Excludes pregnancy and ESRD.  

HCCNs/    
JNC-7 HTN 
Guidelines 

Monthly data 
report from data 
warehouse (stratify 
by health center 
organization) 

Undiagnosed 
Hypertension 
– Past Month 

% of patients with no HTN 
diagnosis (primary/essential or 
secondary HTN) who have at 
least one Stage 2 BP reading 
anytime in the past 12 months 
or at least two Stage 1 BP 
readings in the past 12 months, 
including the most recent visit. 
Patients must have had a visit in 
the past 30 days. 

 

Number of patients in the denominator who 
have at least one Stage 2 BP reading anytime 
in the past 12 months or at least two Stage 1 
BP readings in the past 12 months (at separate 
visits, including the most recent visit).  

Patients ages 18 - 85 seen for at 
least one medical visit in the 
past month who do not have a 
diagnosis of HTN (401.* - 405.*) 
(based on all historical data 
within the current EHR system). 
Excludes pregnancy and ESRD.  

HCCNs/    
JNC-7 HTN 
Guidelines 

Monthly data 
report from data 
warehouse (stratify 
by health center 
organization) 

Appendix X:  Excerpts from NACHC Million Hearts – 
Data Collection Plan 
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Measure 
Name 

Measure Definition Numerator Denominator Source/ 
Alignment 

Data Collection 
Method/ 

Frequency 

Missed 
Opportunities 
– Past 12 
Months 

% of patients who do not 
receive a diagnosis of 
hypertension (primary/essential 
or secondary HTN) at the first 
opportunity (medical visit) after 
meeting the clinical criteria for 
HTN. 

Number of patients in the denominator who: 
1) have a subsequent medical visit after a 
Stage 2 BP reading and do not receive a 
diagnosis of HTN or 2) have 2+ Stage 1 BP 
readings during or prior to the reporting 
period and a subsequent Stage 1 BP reading in 
the reporting period at which they do not 
receive a diagnosis of HTN. 

Patients ages 18-85 who were 
seen for at least two medical 
visits in past year, who do not 
have a diagnosis of HTN (401.* - 
405.*) and have at least one 
Stage 2 BP reading or at least 
two Stage 1 BP readings in past 
12 months (at separate visits, 
including the most recent visit). 
Excludes pregnancy and ESRD.  

HCCNs/    
JNC-7 HTN 
Guidelines 

Monthly data 
report from data 
warehouse (stratify 
by health center 
organization) 

Missed 
Opportunities 
– Past Month 

% of patients who do not 
receive a diagnosis of 
hypertension (primary/essential 
or secondary HTN) at the first 
opportunity (medical visit) after 
meeting the clinical criteria for 
HTN. Patients must have had a 
visit in the past 30 days. 

Number of patients in the denominator who: 
1) have a subsequent medical visit after a 
Stage 2 BP reading and do not receive a 
diagnosis of HTN or 2) have 2+ Stage 1 BP 
readings during or prior to the reporting 
period and a subsequent Stage 1 BP reading in 
the reporting period at which they do not 
receive a diagnosis of HTN. 

Patients ages 18-85 who were 
seen for at least two medical 
visits in past year, who do not 
have a diagnosis of HTN (401.* - 
405.*) and have at least one 
Stage 2 BP reading or at least 
two Stage 1 BP readings in past 
12 months (at separate visits, 
including the most recent visit). 
Most recent visit must be in the 
past 30 days. Excludes 
pregnancy and ESRD.  

HCCNs/    
JNC-7 HTN 
Guidelines 

Monthly data 
report from data 
warehouse (stratify 
by health center 
organization) 

 

NOTES: 

 Blood Pressure (BP) Reading consistent with Stage 1 Hypertension:  ≥140 mmHg SBP or ≥90 mmHg DSP 

 BP Reading consistent with Stage 2 Hypertension: ≥160 mmHg SBP or ≥100 mmHg DSP 

 Medical Visit = A completed face-to-face outpatient visit with a primary care provider, as determined by medical specialty in the EHR or consistent with 
Table 5 Lines 1-10: Staffing and Utilization Profile for UDS reporting (includes family physicians, general practitioners, internists, 
obstetricians/gynecologists, pediatricians, nurse practitioners, physician assistants, and certified nurse midwives). 
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Appendix Y – HIPS Performance Report/Care Team Data Monitoring, Golden Valley Health Centers 

 

 This template was originally designed to be able to compare care team data to one another. During the process of completing the template, a 
care team requested individualized data and this tool lends itself well to that request. In order to make the data more meaningful to the teams, 
there were only 4 metrics selected to follow at the care team level: undiagnosed hypertension, missed opportunities, hypertension prevalence, 
and hypertension control (UDS).  

 The numerator and denominator data was made available in the individual report as it was important for the care team to understand the reach 
of each of the metrics. There was also a table with the measure definitions for better understanding.   

 Each care team has their own data metric worksheet with each of the 4 selected metrics, then the care team data is blinded on a single page for 
comparison purposes.  

 

INDIVIDUAL CARE TEAM DATA 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

48 | P a g e  
 

CARE TEAM DATA COMPARISON 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

49 | P a g e  
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Appendix Z: Confirming Appointments Policy, La Maestra Community Health Centers 

  

NOTE: To enhance this policy, call scripts 

could be translated as appropriate and 

specificy some coaching functions, such 

as emphasizing the importance of 

keeping the appointment or 

rescheduling. If the patient is on a HIPS 

recall list, the outreach person could 

indicate elevated BPs as the reason for 

the outreach and instruct the patient on 

how to prepare, e.g., wear proper 

clothing, no caffeine, take medicines as 

usual, etc. 
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Appendix AA: Home Blood Pressure Log, Neighborhood Healthcare 

Blood Pressure Log 

INSTRUCTIONS: 
• Take your pressure at the same time each day, such as                                                           • Make sure the middle of the cuff is placed directly over 
morning or evening, or as your healthcare professional                                                                 your brachial artery. 
recommends 
• Sit with your back straight and supported and your feet flat                                                   • Each time you measure, take two or three readings, 
on the floor.                                                                                                                                              one minute apart, and record all the result. 
•Your arm should be supported on a flat surface with the  
upper arm at heart level. 

 

Patient Name: «LastName», «FirstName»           MY BLOOD PRESSURE TARGET GOAL   IS:     /       mm Hg 

 

Date/Time 

                    Reading 1 Reading 2 Reading 3  

Comments Blood pressure Heart Rate 

(Pulse) 

Blood pressure Heart Rate 

(Pulse) 
Blood pressure Heart Rate 

(Pulse) 

1/1/13 

8:00pm 

132/85 mmHG 81 Beats per 

min. 

130/80 mm Hg 70 Beats per 

min. 

126/80 mm Hg 72 Beats per 

min. 

At pharmacy 

 /  /  /   

 /  /  /   

 /  /  /   

 /  /  /   

Blood pressure higher than 180/110 is an emergency. Call 9-1-1 immediately. If 9-1-1 is not available to you, have someone drive you to the nearest emergency facility immediately 
 
Websites: 
American Heart Association: www.heart.org 
Center for Disease Control: www.cdc.gov/bloodpressure/ 
National Institute of Health: www.nhlbi.nih.gov/hbp/index.html 
Apps: 
Blood pressure log (android):   https://play.google.com/  
Blood pressure Monitor-Family Lite (iPhone) : ): https://itunes.apple.com 

*Please bring this log to your next appointment. 

http://www.heart.org/
http://www.cdc.gov/bloodpressure/
http://www.nhlbi.nih.gov/hbp/index.html
https://play.google.com/store/apps/details?id=com.ptashek.bplog&hl=en
https://itunes.apple.com/us/app/blood-pressure-monitor-family/id430133691?mt=8
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Appendix BB: MH HIPS Huddle Report, Golden Valley Health Centers 

• The MH HIPS Huddle Report is a morning huddle report that specifically targets HIPS patients ONLY.  

• Rather than a normal huddle report that targets several different indicators and care gaps, this particular huddle report looks at the 
undiagnosed hypertension HIPS population and helps the care team identify who is coming in today that the provider should assess for 
high blood pressure. Without the MH HIPS morning huddle it would be difficult to identify patients on today’s schedule that need to be 
assessed as “hiding in plain” sight as the EMR system doesn’t lend itself to that specific use at this time.  

• Each care team has three different morning huddles, one that they can run for “today”, one they can run the day before for “tomorrow” 
patients and another they can run before the weekend for “Monday” patients. NOTE: This huddle report is being used as a work around 
until GVHC completes its i2i upgrade so that the interactive huddle report is available to be run real time.  

• After testing several different ideas, the report column criteria is simple, yet descriptive.  
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Appendix CC: Patient Huddle Form, Grace 

Community Health Center 

 
This example indicated that there was NOT a 

diagnosis of hypertension and served to prompt 

the provider to diagnose. While this patient was on 

two medications for high blood pressure, he/she 

only had the 796.2 diagnosis (elevated blood 

pressure without a diagnosis of hypertension). The 

patient was moved to a hypertension diagnosis on 

the date of this visit. 
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Appendix DD: Patient Visit Planning Report with Last BP and Interpretation – Azara DRVS, Jordan Valley Health Center
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Appendix EE: Risk Stratification, Incorporating HIPS – SuccessEHS, ARcare/KYcare  
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     Appendix FF: Blood Pressure Goals and Actions by Zone, Grace Community Health Center  

NOTE: The nurse or medical 
assistant distributes this 
document to all adult 
patients post-triage (after 
vitals are taken) and 
educates the patient 
according to the zone in 
which their blood pressure 
readings fell, with specific 
emphasis on actions to take 
based on the readings. The 
document is also posted in 
patient rooms. 
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Appendix GG: What Is High Blood Pressure? American Heart Association 
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Appendix HH: HIPS Patients Recall Configuration and Documentation – NextGen, La Maestra Community Health Centers 
 

 

 

 

NOTE: These electronic health record (EHR) configurations and workflows were developed to establish a documentation process for recalled HIPS 

patients, with variations to account for patients with and without appointments already scheduled, with and without insurance, and to annotate 

appointment refusals.  
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Appendix II: Heart Patient Door Magnet, Jordan Valley Health Center 
 
Jordan Valley Health Center used a heart door magnet like this one as a physical alert to cue 
providers that the patient waiting in the room for them had elevated blood pressure when their 
vital signs were taken. Physical alerts like a magnet or a laminated heart card clipped to the door 
pocket can be effective as a supplement to an EHR alert or in environments where providers may 
not see an EHR alert (for example, some providers prefer to reserve EHR documentation until 
after the patient encounter). 
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Appendix JJ: Patient Visit Summary, Grace Community Health Centers 

 

NOTE: Enhancements could include 

indicating elevated BP readings 

(and other values out of normal 

range) in red or providing reference 

range. 
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Appendix KK: Patient Visit Summary (i2i Diabetes Template), ARcare/KYcare 

 

NOTE: A hypertension visit summary template is under development. Enhancements could 

include indicating elevated BP readings (and other values out of normal range) in red and 

including a graph of historical BP readings with reference lines for interpretation, as well as 

specific actions for patient to take. 
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Appendix LL: Patient Education with Print or Send (Publish to a Patient Portal) Options - eClinicalWorks, Neighborhood Healthcare 

 

 


