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Urgent message: Too often, patients first learn that they have hypertension secondary to an
unrelated presenting complaint—often, in the urgent care setting. Improving adherence to
treatment guidelines may improve management and, ultimately, outcomes.
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Abstract

Background

There are approximately 100 million adults in the U. S.
with hypertension (HTN); almost half go undiagnosed.
The adjusted national cost burden for the treatment of
HTN exceeds $130 billion. Early HTN screening and
treatment can help avoid unwanted cardiovascular
events such as heart attack and stroke. Considering the
limited research on HTN management in the urgent
care setting, along with varying provider perceptions,
the majority of patients leave the urgent care without
an evaluation and treatment plan.

Local Problem

Chart audits at an urgent care clinic in the southwest
region of the United States revealed that 80% to 100%
of clinicians were noncompliant in providing proper
HTN management. Further, BP measurements were not
uniformly nor accurately performed by the clinic staff.

Objective
To improve the effective management of adult HTN
within an urgent care setting over a 90-day period.

Methods
A mixed-methods approach and four rapid plan-do-
study-act (PDSA) cycles were used. Throughout the im-
plementation process, data collected from surveys, ob-
servations, and chart audits were input into an aggregate
data workbook and analyzed through a series of run
charts. There were four primary interventions:
® A BP measurement checklist to provide a clinic
protocol
m A patient shared decision-making (SDM) tool to
increase patient involvement in HTN care
B A clinician adult high BP best practice checklist
for adherence with best evidence-based practice
(EBP) guidelines
B A team engagement plan to increase team collabo-
ration

Results
Informed by composite scores regarding BP measure-
ment accuracy, adherence to EBP guidelines, and patient
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Figure 1. Patient Surveys (given to all patients whose triage BP = SBP = 130 and/or DBP > 80)

1 - Strongly 2- 3- 4- 5 -
disagree Disagree Neutral Agree Strongly agree
1. | search treatment information about my health
1 2 3 4 5
problems on my own (ex. Surgery)
2. | require the medical staff’s explanation about the ; R
diagnosis results of my health problem 3 4 5
3. | prefer to partner with medical staff and make a ; R
decision to maintain physical/mental health together 3 4 5
4. 1 was provided specific instructions by the medical
assistant before my blood pressure was taken (ex. ; R
How I need to sit, no talking during the measurement 3 4 5
taking process, where my arm needs to be placed, etc.)
5. The provider discussed my blood pressure reading
with me and inquired more about my current 1 2 3 4 5
symptoms and medical history
6. The provider went over the overall treatment plan
regarding my blood pressure to my satisfaction 1 2 3 4 5
(including when and where to follow-up)
7.1 feel the provider made an effort to ensure my ; R
understanding of my blood pressure results 3 4 >
8. I was provided with easy-to-read resources and ; R
tools about blood pressure monitoring at home 3 4 5
9. If a provider told me | had high blood pressure and |
were to be provided with a personalized resource on
high blood pressure, it would improve my 1 2 3 4 5
understanding of the topic and encourage me to
make changes
10. When it comes to my health, what matters to me is....
HTN comprehension and satisfaction, adult HTN man-  Introduction

agement improved from 28% to 88% in 90 days. Both
checklists produced positive outcomes by improving
BP measurement accuracy and HTN quality care compli-
ance. The patient SDM tool enhanced overall BP patient
comprehension and increased BP management satis-
faction with a mean composite score of 94% throughout
implementation. Overall, the healthcare team collabo-
ration rose from 55% to exceed the goal of 80%,
through a series of team activities.

Discussion

Success in meeting all goals was a direct result of a com-
bination of team and patient engagement strategies,
demonstrating the usefulness of the intervention meas-
ures in improving effective BP management in an ur-
gent care setting. Screening for undiagnosed HTN in
urgent care clinics through the development of specitic
protocols offers an important opportunity to reduce as-
sociated disease burdens.
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Hypertension (HTN) affects over 100 million U.S. adults
and contributes to the leading cause of mortality in
our nation, which is heart disease." ?Linked to a number
of health disease burdens such as vision loss, renal dis-
ease, heart failure, sexual dysfunction, and peripheral
artery disease, the annual HTN-associated healthcare
costs total approximately $131 billion.® Perhaps most
alarming, approximately half (46%) of those individuals
with HTN do not even know it, leaving them at risk for
years of damage before symptoms develop.! With iden-
tification of HTN through early screening and treat-
ment, substantial benefits can be recognized and un-
wanted cardiovascular events such as heart attack,
stroke, or death can be avoided.*

Furthermore, there are approximately 90 million re-
ported visits made to the urgent care system each year;
statistically, it's likely that almost half of the adults we
come in contact with each day have undiagnosed HTN.5
In the clinician’s perception, elevated BP in the urgent
care setting is often thought to be related to pain, anx-
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Figure 2. Test of Changes

Plan Tool

* Patient Shared Decision-
Making Tool

Intervention PDSA Cycle 1 PDSA Cycle 2 PDSA Cycle 3 PDSA Cycle 4
1. Accurate BP Implement BP Measurement| Patient Secret Shopper Focus on repeat BP Process | BP Champion (MA aids with
Measurement Checklist | Checklist (Patient scores MA on BP Accuracy (Observation training, chart audits,
measurement process focused on repeat BP checklist log)
accuracy vs the provider) measurements for those
qualifying patients)
2. High BP Treatment Implement Patient SDM Tool| Provider Spread (to include | Patient Inquiry About Long- | Spread Patient Population to

three additional providers)

include “Elevated BP”
Category & In-room Patient
Education (AHA’s What is
High BP Fact Sheet)

term Benefits of Tool (Survey
Adjustment)

3. Provider High BP Best
Practice Checklist

Implement BP Best Practice

EVB articles)

Checklist Provider Spread &
Education (Target Organ
Damage Desk Top Cue-Card;

Motivate Provider Change
(Provider Contest)

Spread Patient Population to
Include “Elevated BP”
Category

4. Team Engagement Plan | Implement Team
Engagement Plan (Meetings,
morning huddles, weekly

contests, emails, vision board)| generation Y)

Enhance Team
Communication Through
Group Text (appeal to

Implementation of Daily
Thank-you Notes (“Thank a
Co-Worker”)

Team Motivational Meetings

iety, or white-coat syndrome, with the assumption being
that after discharge their BP will normalize.®This results
in a large majority of adult patients with asymptomatic
HTN in the urgent care setting not being evaluated and
being discharged without a HTN specific plan of care.”
With the declining trend in the percentage of patients
having a primary care clinician, the urgent care setting
is often viewed as the frontline of healthcare for patients
due to its convenient access and cost savings.®°It is im-
perative that this setting engage in the early identifica-
tion and management of asymptomatic HTN to help
reduce overall mortality rates.

Literature Review
There is a paucity of research on the evaluation and man-
agement of asymptomatic HTN patients within the urgent
care setting. The American College of Cardiology (ACC)
and the American Heart Association (AHA) Task Force
provides the latest evidence-based HTN recommendations
and updated BP categories for medical professionals to
follow.!° In addition, the U.S. Preventive Services Task
Force (USPSTF) provides HTN screening recommendations
for all adults =18 years old.* These guidelines provide
strong data-driven support on the screening and man-
agement of adult HTN but lack the evidence-based guid-
ance on how to manage these patients within certain spe-
cialty settings, such as urgent care.

Although limited, there are some findings on the
management of asymptomatic HTN patients in the ED.
The American College of Emergency Physicians (ACEP)

WWw.jucm.com

JUCM The Journal of Urgent Care Medicine | March 2021

has a clinical policy on the evaluation and management
of asymptomatic HTN patients in the ED, which rec-
ommends that patients with asymptomatic, markedly
elevated BP be referred for outpatient follow-up.!! Over-
all, the literature revealed that referral and follow-up
for patients who have asymptomatic high BP in the ED
setting lacked adherence, partly due to clinician atti-
tudes and being unfamiliar with the latest guidelines.!?
When it comes to screening, a recent study found that
patients who had an elevated BP measured in the ED
had an increased incidence of atherosclerotic cardio-
vascular disease (ASCVD), heart attack, or stroke by the
end of a 6-year follow-up, suggesting the need for
further intervention within this type of setting.'® Fur-
thermore, one recent study suggests that the application
of a screening, brief intervention, and referral for treat-
ment (SBIRT) model on asymptomatic HTN patients
within the ED setting could help encourage early iden-
tification and referral for these patients.! It is reasonable
to conclude that similar to the ED, the SBIRT model
can be applied to patients in the urgent care setting.
This initiative examined how the latest HTN guidelines
were implemented in an urgent care setting and to
further explore potential gaps in HTN management.

Rationale and Objective

An initial root cause analysis was performed to help
identify gaps in HTN care at an urgent care clinic in the
southwest region of the United States. When compared
to the latest 2017 ACC/AHA HTN guidelines, evaluation
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Patient Name: DOB:

High Blood Pressure Treatment Plan
A Shared Decision-Making Tool

Date:

Often there are no obvious symptoms.

Your Blood Pressure Measurement in Clinic

During your visit today you had two elevated blood pressure readings. Here are some facts:
O Approximately 1in 2 (4¢6%) U.S. adults have high blood pressure. (Source: American Heart Association, 2018)

O
O High blood pressure puts you at risk for heart attack and stroke.
O Certain lifestyle choices may put you at greater risk.

This tool was developed to spark awareness, initiate healthy interventions, and ensure proper follow-up.

1% reading | 2™ reading
in clinic in clinic
Systolic
Diastolic
Heart Rate

Treatment Options: A provider-patient shared decision

[ Lifestyle Modifications (specify)
Weight loss

Healthy diet (DASH)

Reduce sodium intake

Increase physical activity
Smoking cessation

Alcohol intake recommendations
Other:

B e R

Follow-up Recommendations

[l Home blood pressure monitoring (see
provider instructions)

[0 cContinue taking your currently
prescribed blood pressure medications

Follow-up with:
[l Your primary care provider
[ Your cardiologist
[0 Hospital emergency department

If you don’t have a primary care provider:
O Call your insurance for their recommended list
[l See referral list provided to you today
0O Other:

Follow-up timing:
[0 Immediately (1-3 days)
[0 1-2 weeks
[0 4 weeks

of the BP measurement process revealed that staff were
missing critical elements in performing an accurate BP
measurement with each patient encounter. In addition,
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for those patients who had a systolic BP of = 130 and/or
diastolic BP = 80 (HTN Stage I) measured in clinic, pre-
intervention patient surveys (n=20) (Figure 1) revealed
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that BP readings were not being addressed by the clini-
cian in 80% of visits, indicating a lack of quality in
care. Furthermore, a randomized chart review of adult
patients (n=40) who had a systolic BP of = 130 and/or
diastolic BP = 80 (HTN Stage I) or higher, conducted
between February 1, 2019 and March 31, 2019, revealed
that 80% to 100% of charts were noncompliant in fol-
lowing best practice guidelines through repeating an
elevated BP reading, utilizing proper diagnosis codes,
and providing HTN education and specific follow-up
instructions. Of note, patients’ BP fell within HTN Stage
II BP category (SBP = 140 and/or DBP = 90) in 98% of
charts reviewed. Together, these findings reveal a gap
in HTN quality care in the urgent care setting and the
further need to improve the management of these pa-
tients through a quality improvement (QI) study. For
this reason, the implementation of QI strategies aimed
to improve the effective management of adult high
blood pressure in an urgent care setting from 28% to
60% over the course of 90 days.

Methods

Study Setting and Inclusion Criteria

This QI study was implemented at an urgent care clinic
in south-central Arizona. Patient population was drawn
from a large metropolitan area primarily of Caucasian
(54%), Hispanic (31%), and African-American (6%) eth-
nicity with an uninsured rate of 13% and poverty level
of 12%.15 Averaging approximately 35 visits per day,
the project site operates each shift with one medical
clinician, one back-office medical assistant, and one
front-office representative. Inclusion criteria included
all adult patients = 18 years old who presented to the
clinic for an urgent care visit between July 15, 2019
and September 8, 2019 on most days of the week while
participating staff was working. The Institutional Review
Board (IRB) approved this initiative as excused, meeting
federal requirements for a quality improvement project.
Additionally, no outside funding was received.

Design

In line with the Institute of Healthcare Improvement
(IHI) recommendations, this initiative followed four
plan-do-study-act (PDSA) cycles, which provided a
model for improvement for testing small scale changes
before broader implementation.!® Fach of the PDSA
cycles lasted 2 weeks to allow for rapid cycle improve-
ments over an 8-week period. Small tests of changes
(TOCs) were applied towards four core interventional
tools (CITs) based on data from the previous cycle (Fig-
ure 2). A mixed methods approach consisting of both
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qualitative and quantitative methodologies were used
to allow for a more in-depth evaluation of the four
CITs. Through the use of quantitative methodology, a
retrospective chart review, surveys, and observational
tools were performed at baseline and every 3 days. Data
were input into an aggregate Excel workbook and ana-
lyzed using run charts, which allowed for immediate
quality improvements. Qualitative data were gathered
from staff and patients’ feedback throughout the im-
plementation process and observed for any recurring
themes.

Interventions

There were four CITs utilized throughout this study
that were adapted from existing evidence-based practice
guidelines, checklists, and toolkits. The first intervention
was a BP measurement checklist that was laminated
and attached to each vital sign monitor to effectively
aid MAs with BP measurement accuracy. The second, a
patient-shared decision-making (SDM) tool, the High
BP Treatment Plan (Figure 3), followed an SBIRT model
approach and explained HTN risks and treatment rec-
ommendations according to the latest guidelines. The
SDM tool was initiated by the MAs during the triage
process for patients with a HTN Stage I BP measurement
or higher and then given to the clinician to facilitate a
bidirectional BP discussion. All identified patients were
given a survey at the end of their visit to evaluate their
overall satisfaction and comprehension of their BP re-
sults. The third tool is the clinician High BP Best Practice
Checklist, which also followed an SBIRT model approach
and consisted of evidence-based HTN recommendations
to improve chart compliance. Finally, a team engage-
ment plan that included meetings, huddles, vision
boards, and weekly contests, were scheduled to enhance
team collaboration throughout the QI process. At the
end of each cycle the healthcare team received a survey
to assess for changes in team confidence, accountability,
attitudes, communication, and support.

Measures

To help identify areas of improvement, 10 measures
were developed, including a balancing measure and
aim, along with corresponding operational definitions.
Each of the four CITs implemented utilization rates for
their process measures through the use of a daily log
system. Outcomes measures for each of the four CITs
were obtained through the use of individualized scoring
tools. The outcome measures for both checklists were
determined through mean scores obtained from obser-
vation of the BP measurement-taking process (BP accu-
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Figure 4. Test of Change Results

Measure Baseline Goal Results
Test of Change Type (%) (%) Process = n (%)
yp ° ° Outcome = Mean (%)
AIM: Improve Effective Management of Adult High BP 28% 60% 88%
Process 0% 70% 465 (87%)
1. Accurate BP Measurement Checklist
Outcome 43% 80% 93%
Process 0% 60% 169 (84 %)
2. High BP Treatment Plan Tool (patient SDM tool)
Outcome 30% 80% 94%
Process 0% 60% 163 (86%)
3. Clinician High BP Best Practice Checklist
Outcome 1% 60% 79%
Process 13% 80% 39 (100%)
4. Team Engagement Plan
Outcome 55% 80% 83%
Balancing: Average Triage Process Time to not increase more than 20% 4.6 min <5.52 min 4.4 min

racy score) and chart audit reviews (HTN best practice
score). In addition, mean scores were also taken from
weekly patient and team surveys (Patient BP compre-
hension/satisfaction score and team collaboration score)
that used a 5-point Likert scale to determine outcome
measure results for those instruments.

Data Analysis

To study the impact of the four CITs, quantitative data
were plotted on run charts and analyzed weekly to iden-
tify variations, trends, and shifts in the process during
implementation, which helped to identify process im-
provement or degradation over time.!” Qualitative data
collected through field notes along with patient and
staff open-ended questions were evaluated weekly for
any recurring themes to gain insight on how they im-
pacted the measures. Throughout implementation, in-
person ongoing evaluation of contextual elements was
performed to ensure that the information obtained was
reliable and valid for completeness and data accuracy.

Results

The four CITs produced positive process and outcome
measure results, surpassing all goals by the end of the
rapid four PDSA cycles (Figure 4). The effective man-
agement of HTN in adults in an urgent care setting im-
proved from 28% to 88%, exceeding its goal of 60%.
Effective HTN management was accomplished by im-
proving BP measurement accuracy, adherence to EBP
guidelines, and patient HTN comprehension and satis-
faction. An unintended consequence of the initiative
yielded a 4.35% improvement in the triage process time
by the end of initiative completion.
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Implementation of a BP Measurement Checklist

The BP measurement checklist was utilized in a total of
465 patients, improving staff BP measurement tech-
nique from 43% to 93% in 90 days. In PDSA cycle 1,
staff training improved BP measurement accuracy from
a baseline of 43% to 91%. PDSA cycle 2 incorporated a
secret shopper which further validated the BP meas-
urement process and ensured that reliable data were
collected. To assess the sustainability of the checklist
process and desired outcomes, a BP champion was
added during PDSA cycle 4 to place leadership respon-
sibility on the MA and to test sustainability. This small
TOC was demonstrated to be beneficial by contributing
to a final BP accuracy mean score of 94%, surpassing
the goal of 80%.

Patient Engagement

Over the course of the study, 84% of patients whose BP
met HTN Stage I or higher criteria (ACC/AHA, 2017)
received HTN specific education with the clinician. Use
of the patient SDM tool (Figure 3) resulted in immediate
improvement in patient satisfaction and comprehen-
sion of their BP results from 30% to 97% during PDSA
cycle 1. As predicted, during PDSA cycle 2, the addition
of a second clinician decreased tool utilization rates
from 90% to 78%; however, patient satisfaction and
understanding of their BP measurement remained high
at 97%. During cycle 3, the patient survey was revised
to inquire about the long-term benefits of BP discussion
in a specialty setting. While utilization remained at
89%, 75% of patients stated that the BP discussion
would have a positive effect on their long-term health.
Cycle 4 increased patient eligibility to include those
patients whose BP fell within systolic 120-129 (elevated
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BP category).!? This resulted in a 3% decrease in survey
scores, still contributing to an overall survey mean of
94% and exceeding the goal of 80%.

Implementation of a High BP Best Practice Checklist

A guideline-driven High BP Best Practice Checklist was
made available for clinicians to use next to the charting
station, resulting in a total of 163 checklists used
throughout implementation and improvement in HTN
chart audit rates from 11% to 80%. After expanding
the checklist to include additional clinicians during
PDSA cycle 2, there was a predicted initial drop in chart
audit compliance with aggregate data identifying target
organ damage (TOD) documentation as one of the lo-
west quality measures. To help improve HTN documen-
tation the use of a TOD desktop cue card was imple-
mented, improving TOD documentation from 43% to
68% by the end of PDSA cycle 3. In PDSA cycle 4, ex-
panding the patient population to include BP meas-
urements that fell within the 2017 ACC/AHA elevated
BP category (systolic BP of 120-129 and/or diastolic BP
<80) resulted in a decrease in chart audit scores from
89% to 80%. With an overall tool utilization median of
88%, a direct correlation was made between tool utili-
zation and expected outcomes, exceeding both goals
of 60%.

Team Engagement

The launch of the team engagement plan during PDSA
cycle 1 resulted in a steady upward trend in team en-
counters throughout implementation and had a posi-
tive correlation with overall team collaboration survey
scores, which looked at the overall attitudes, confidence,
accountability, support, and communication of the
team. To enhance team support and communication
methods, the addition of a team group text during cycle
2 and daily shift thank-you cards during cycle 3 were
implemented, which proved to be effective in improv-
ing team survey scores from 55% to 88%. To help im-
prove team collaboration scores during cycle 4, moti-
vational meetings with each team member were
unsuccessfully attempted due to time constraints, which
resulted in a 1% decrease from previous cycle survey
averages, still exceeding our goal of 80% at the end.
The team engagement plan concluded with the com-
pletion of 100% of team encounters, with team col-
laboration scores improving from 55% to 87% by the
end of PDSA cycle 4.

Discussion
Team collaboration improved the management of adult
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BP Management Protocol for Urgent Care

1. First BP measurement is obtained and documented in the chart

a. Use validated/automated BP device and ensure bladder is
emptied

b. Patient seated in chair with back supported and feet both flat on
floor uncrossed

c. The measured arm is supported and at level of heart

d. Correct cuff size chosen

e. Instruct patient not to talk during measurement

2. If SBP is = 130 and/or DBP = 80, wait at least 5 minutes ensuring
the patient has rested quietly (no talking/texting) and repeat
reading.

3. Patient and provider are notified of BP result(s) and documented

4. Provider-patient discussion and EMR documentation to include:

. Patient PMH and patient HTN risk factors

. Exam to identify signs of target organ damage (TOD)

. Patient HTN education

. Treatment options: lifestyle recommendations, home BP

monitoring, medication adherence education

. Follow-up recommendations: when, with who, place referral if

necessary

an oo

[¢]

HTN in the urgent care setting from 28% to 88%, indi-
cating the usefulness of all four CITs in improving HTN
care. The use of checklists, composed of evidence-based
practice guidelines, was demonstrated to be an effective
approach in ensuring patient safety and quality im-
provement.'® Specifically, the BP measurement checklist
improved efficiency and validity of the measurement-
taking process, with an unexpected outcome in im-
proving triage process times. The use of the clinician-
driven HTN best practice checklist improved outcomes
in HTN quality of care and charting compliance. Finally,
the use of the SBIRT model was highly effective in iden-
tifying and intervening in the care of hypertensive pa-
tients within the urgent care setting, providing the abil-
ity to close health disparity gaps for this population.
Most importantly, the direct involvement of patients
with the use of a patient SDM tool helped to initiate
discussion and patient involvement with HTN care
while in the fast-paced environment of the urgent care
setting. This was associated with improvement of HTN
care and enhanced patient understanding of their BP
results. Patients want and need to be involved in their
care, as it can lead to measurable advances in safety
and quality compliance.!” The SDM tool provided a
positive impact on the urgent care system and patient
population, and it would be feasible to spread the use
of this tool by placing it in the electronic health record
(EHR) system, similar to the Bartels, et al (2017) BP
Connect toolkit.? Similarly, the development of the
team engagement plan that encompassed a variety of
activities and communication methods was associated
with the effective utilization of all tools and improved
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"This study has significance for local
and national systems as its tools
provided a simple and inexpensive
method to provide accurate BP
screening, brief interventions, and
follow-up recommendations."

patient and clinician outcomes. Employees play a vital
role in driving the success of the organization and
through the use of workforce engagement, employee
productivity and performance were enhanced.?! With-
out the high level of commitment from the staff, the
results could have shown continued gaps in HTN man-
agement, but ultimately the effort resulted in positive
patient and data trends, as well as the overall success of
this QI study.

Limitations

This study was conducted at one site in an urban com-
munity during the summer months. This limits gener-
alizability to other urgent and retail clinics in different
community locations that have a fluctuating patient
census. Although modified from existing tools, none
of the tools utilized were validated, which therefore
limits the validity of the results. In addition, the diffi-
culty of patient follow-up within the urgent care setting
led to the assumption that patients would adhere to
clinician recommendations and seek follow-up care
with their primary care clinician or cardiologist. Rec-
ommendations to mitigate these limitations include
using a larger sample size with a more diverse pop-
ulation and performing patient follow-up calls.

Conclusion

Over the course of 90 days, the effective management
of adult HTN in the urgent setting improved through
the guidance and direction of a clinician-led initiative.
More importantly, its success in meeting all goals was a
direct result of a combination of team and patient en-
gagement strategies. Screening for undiagnosed HTN
in the urgent care clinics offers an important opportu-
nity to reduce the associated disease burden while help-
ing to combat our nation’s leading cause of death—
heart disease. This study has significance for local and
national systems as its tools provided a simple and in-
expensive method to provide accurate BP screening,
brief interventions, and follow-up recommendations
within a specialty setting, allowing for easy replication
into any healthcare facility that uses vital signs. Future
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project sustainability can be maintained through the
development of a company-wide protocol and tran-
sitioning the tools into the EHR while also promoting
its use at other sites. Further research is recommended
to determine the long-term impact that the four CITs
have on overall patient cardiovascular health. B
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