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Objectives

• Review best practices in stratified solutions to meet the needs of 
a complex chronically ill population

• Discuss scripting and proactive communication as a solution to 
mitigate delayed pharmacologic intervention

• Discuss alternatives to traditional medical care delivery to close 
care gaps



Step 1: Consider your population

• Are their obvious groups that can be looked at separately to ensure 
a best-fit solution? (i.e. Uncontrolled HTN patients on no agents, 
single agent, 2 or more agents)

• Review solutions that could be employed with each group

Step 2: Consider your Team

• Who do you have on your team?

• Can you allocate team members to different groups as to who will 
do the work? Try and only assign each team member to a single 
group. 

• What strategies do you have for ensuring accountable practice? (i.e. 
Performance scorecards, dashboards, etc.)

Step 3: Think about evaluation

Stratified Approaches to Chronic Disease Care



▪ Planned Care (things that are algorithmic and clearly supported by the 
evidence as only 1 way to accomplish the item; also think of how they may 
assist other team members to address what only they can do)

▪ Delegated Referrals (dietician, smoking cessation, BH, others)

▪ Panel Management/Care Gap closing

Role of the Medical Assistant



Medical Assistants: Planned Care Dashboard



Team Based Care: the visit



Content: Job Tools



RN Standing Orders and Delegated Order Sets

Standing orders: authorized by a licensed independent health care 
provider and authorizes the RN to address, assess, and treat specific 
conditions  across specific populations of patients, with  recognition that 
patients who present with exceptions to the norm are referred back to a 
health care provider. 

Delegated order sets: established by a patient’s PCP for a specific patient 
to be carried out by the RN in visits between the patient and the RN based 
on assessment criteria.   



Role of the RN, Pharmacy, others…A stratified approach

Global Goals:

• Do not tax any one team, but utilize every set of hands/feet 
to move rapidly in the desired direction

• Ensure every group gets attention and more specific 
intervention to increase impact

Group 1 (no medications): 
RN or Pharmacist (or both in a co-visit) assess BP in the office; rx cuff for SMBP 
via standing order, start medication for patient if applicable; schedule for virtual 
visit with the RN in 2 wks to confirm no issues with medication and also use of 
SMBP cuff; RN coordinates f/u with the PCP 2 weeks later. 



Role of the RN, Pharmacy, others…A stratified approach

Group 2 (single agent): 
MA works to get these individuals in the office with PCP for evaluation; ensures 
accurate BP with repeat; prompts in Chief Complaint: “PCP to add Second HTN 
Agent.” PCP adds second agent, repeat BP check with the RN or PCP to ensure 
patient has achieved goal.

Group 3 (2+ agents, still uncontrolled): 
Allow huddle time for centralized care manager to review the list and determine 
who may benefit for PCP management versus e-consult to 
cardiology/pharmacy/nephrology for HTN management. If PCP, then coordinate 
with the MA to schedule the visit; if in need of e-consult, complete referral. 
Consult note from e-consultant should be routed back to centralized care 
manager to implement strategies and coordinate f/u as needed with PCP.



Performance Appraisal Reviews: Clinical Scorecards



Proactive Communication to Support 
Specific Interventions

Create Scripting and train teams to use specific asks when communicating 
with providers:

• Report what you have done: 
• “I sent the rx for the SMBP cuff, have started lifestyle modification 

with tobacco cessation, and also referred to an RD to begin work on 
salt reduction”

• Deliver specific language as to your ask:
• For no meds: “Which medication(s) would you like to add?”
• For single agent: “Which medication would you like to add?”
• For 2+ agents: “Would you like to add a medication, or would you 

like me to coordinate an e-consult or referral to Cardiology?”



Using Data and the Interdisciplinary 
Care Team to Close Care Gaps



Using Data and the Interdisciplinary 
Care Team to Close Care Gaps



Potential Points of Friction

• Physical plant space for longer teaching sessions vs. 
use of the virtual environment

• Gatekeeping vs Top of license/training practice

• The art of medicine vs. evidence basis

• Duplicative work/duplication of efforts

• Feedback seen as punitive instead of routine

• Others?



Managing Culture

• Create an environment of team-based care that is 
based on the value of every role (not just as a 
downstream catchall to support providers)

• Focus on measurement in everything that you do

• Normalize feedback and data as an invitation 
to partner and troubleshoot (Create a 
Measurement Culture)

• Embrace failure as just another data point on the way 
to a best practice

• Celebrate success (often!)



Questions?

National Advisory Council on Nurse Education and Practice
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