Health Plans 
· Review Key Priorities in the Executive Summary
[bookmark: _Toc210832847][bookmark: _Toc212040628][bookmark: _Toc214014064]Screening & Diagnosis
· Encourage contracted providers to utilize AHA/ACC endorsed quality process measures for screening for high blood pressure
· Offer and publicize rewards for annual biometrics screening.  
[bookmark: _Toc210832848][bookmark: _Toc212040629][bookmark: _Toc214014065]Individualized Blood Pressure Management
· Cover the following services/items to improve hypertension management and care per national guidelines, with minimal cost sharing/co-pay and prior authorization:
· Validated home blood pressure monitors (preferably digital)
· Screening for, assessment and referral to address health-related social needs
· Monthly hypertension control visits 
· First line antihypertensive medications, including single-pill combinations
· At least quarterly pharmacist-led medication management visits in year one, then as needed 
· Monthly medical nutrition therapy in year one, then as needed
· Behavioral health counseling (individual and group). Consider health behavior assessment and intervention services (HBAI) at parity with psychotherapy (CPT CODES)
· Self-measured blood pressure (SMBP) services, with validation visit
· Non-visit-based care (e.g., portal, text), provider telehealth/virtual care options and remote monitoring/counseling options that follow evidence-based guidelines (e.g., AHA Telehealth Certification)
· Consider additional care coordination services for members with uncontrolled hypertension
· Enhanced care management for multiple chronic conditions 
· Provide outreach and education to members with uncontrolled hypertension
· Target the missing prescriptions by coordinating with the provider/prescriber
· Adapt educational material for cultural/linguistic needs; ensure readability and accessibility.  
· Adjust medication policy to reduce barriers to access (e.g., extend medication refills, mail order pharmacy) 
[bookmark: _Toc210832849][bookmark: _Toc212040630][bookmark: _Toc214014066]Integrated Team-based Care
· Provide coverage for multidisciplinary, team-based hypertension care along the spectrum of fee-for-service to population based payments, including advance models that incorporate risk adjustment. 
· Incorporate value-based payment mechanisms that reward teams for reaching blood pressure control targets in population subgroups with greatest disparities (e.g., race/ethnicity, language, location, social needs, disability, etc.)
· Incorporate policies that allow for expansion of team-based care (e.g., collaborative practice agreements with pharmacists) 
· Leverage the Health Care Authority’s Medicaid 1115 waiver and Primary Care Transformation model to move toward population-based payment for hypertension management. 
· Leverage health-related services payments to cover additional services for members with hypertension
[bookmark: _Toc210832850][bookmark: _Toc212040631][bookmark: _Toc214014067]Quality Improvement & Data Insights
· Identify groups with disparities in blood pressure screening and control by demographic and geographic factors (e.g., race/ethnicity, language, location, social needs, disability) 
· Target outreach to member groups experiencing disparities, tailoring efforts to specific community barriers; collaborate with community-based organizations where possible.
· Incentivize providers to reduce disparities in hypertension control 
· Tie rewards to measurable improvements in identified disparities 
· As able, disaggregate racial and ethnic subgroups further to better target improvement interventions (e.g., Korean Americans, Japanese Americans, Chinese Americans, etc. instead of Asian American) 
· Maintain certifications that require excellence in addressing health-related social needs (e.g., NCQA) 
· Require health equity and cultural sensitivity training for all relevant staff
· Strengthen health and community information exchange across plans and providers using interoperability standards. (e.g., FHIR, HL7)
· Engage in initiatives to improve health information exchange and community information exchange between different plans and provider systems using interoperability standards (e.g., FHIR, HL7)


Levels 1, 2, & 3
Level 1
· Review Key Priorities in the Executive Summary
Individualized BP Management
· Cover the following services/items to improve hypertension management and care per national guidelines, with minimal cost sharing/co-pay and prior authorization:
· Validated home blood pressure monitors (preferably digital)
· Screening for, assessment and referral to address health-related social needs
· Monthly hypertension control visits 
· First line antihypertensive medications, including single-pill combinations
· At least quarterly pharmacist-led medication management visits in year one, then as needed 
· Monthly medical nutrition therapy in year one, then as needed
· Behavioral health counseling (individual and group). Consider health behavior assessment and intervention services (HBAI) at parity with psychotherapy (CPT CODES)
· Self-measured blood pressure (SMBP) services, with validation visit
Quality Improvement & Data Insights
· Identify groups with disparities in blood pressure screening and control by demographic and geographic factors (e.g., race/ethnicity, language, location, social needs, disability) 
· Require health equity and cultural sensitivity training for all relevant staff
· Strengthen health and community information exchange across plans and providers using interoperability standards. (e.g., FHIR, HL7)
Level 2
Screening & Diagnosis
· Encourage contracted providers to utilize AHA/ACC endorsed quality process measures for screening for high blood pressure
Individualized BP Management
· Provide outreach and education to members with uncontrolled hypertension
· Target the missing prescriptions by coordinating with the provider/prescriber
· Adapt educational material for cultural/linguistic needs; ensure readability and accessibility.  
· Adjust medication policy to reduce barriers to access (e.g., extend medication refills, mail order pharmacy) 
· Cover the following services/items to improve hypertension management and care per national guidelines, with minimal cost sharing/co-pay and prior authorization:
· Non-visit-based care (e.g., portal, text), provider telehealth/virtual care options and remote monitoring/counseling options that follow evidence-based guidelines (e.g., AHA Telehealth Certification)
Integrated Team-based Care
· Provide coverage for multidisciplinary, team-based hypertension care along the spectrum of fee-for-service to population based payments, including advance models that incorporate risk adjustment. 
· Incorporate value-based payment mechanisms that reward teams for reaching blood pressure control targets in population subgroups with greatest disparities (e.g., race/ethnicity, language, location, social needs, disability, etc.)
· Incorporate policies that allow for expansion of team-based care (e.g., collaborative practice agreements with pharmacists) 
Quality Improvement & Data Insights
· Target outreach to member groups experiencing disparities, tailoring efforts to specific community barriers; collaborate with community-based organizations where possible.
· Engage in initiatives to improve health information exchange and community information exchange between different plans and provider systems using interoperability standards (e.g., FHIR, HL7)
Level 3
Screening & Diagnosis
· Offer and publicize rewards for annual biometrics screening.  
Individualized BP Management
· Consider additional care coordination services for members with uncontrolled hypertension
· Enhanced care management for multiple chronic conditions 
Integrated Team-based Care
· Leverage the Health Care Authority’s Medicaid 1115 waiver and Primary Care Transformation model to move toward population-based payment for hypertension management. 
· Leverage health-related services payments to cover additional services for members with hypertension
Quality Improvement & Data Insights
· Incentivize providers to reduce disparities in hypertension control 
· Tie rewards to measurable improvements in identified disparities 
· As able, disaggregate racial and ethnic subgroups further to better target improvement interventions (e.g., Korean Americans, Japanese Americans, Chinese Americans, etc. instead of Asian American) 	Comment by Beth Bojkov: Maybe level 2?
· Maintain certifications that require excellence in addressing health-related social needs (e.g., NCQA) 





