[bookmark: _Toc214014051]Primary Care Settings and Professionals
· [bookmark: _Toc210832832]Review Key Priorities in the Executive Summary
[bookmark: _Toc212040616][bookmark: _Toc214014052]Screening & Diagnosis
· Screen BP in all adults at least annually per USPSTF guidelines using accurate methods. (see Target: BP)
· Refer people with BP >/=130/80 for further primary care
· For those with BP >/=120/80 provide blood pressure management education materials
· Train and certify staff in proper measurement techniques regularly 
· Partner with community organizations (e.g., faith-based, pharmacies) and employers to expand screening; consider mobile units if needed. 
· At screenings, offer immediate connection to care.  
· Annually screen for health-related social needs and establish protocols to address them, integrating findings into care plans. Follow FHCQ’s report on Social Need and Health Equity and other evidence-informed guidelines.
· Screen for behavioral health needs per current clinical recommendations using validated tools  (e.g., PHQ-9, GAD-7) 
· Encourage people with elevated blood pressure to use a validated home machine, maintain a BP log, and complete validation visit in clinic promptly. 
· Validation visit should include validating the machine and cuff size, reviewing technique and supplying a log if not already provided
· Schedule a 2-week follow-up after validation to assess readings and plan next steps.
[bookmark: _Toc210832833][bookmark: _Toc212040617][bookmark: _Toc214014053]Individualized Blood Pressure Management
· Diagnose hypertension accurately per national guidelines (e.g., AHA/ACC), confirming with multiple and out-of-office readings.
· After diagnosis, create and document a patient-centered management plan to achieve healthy blood pressure. Utilize shared decision-making to identify blood pressure goals and targets, and to discuss medication options as needed. 
· Calculate cardiovascular risk using tools like PREVENT and educate patient about their long term ASCVD risk
· Collaboratively establish and document individual blood pressure goals and target, and identify treatment approaches that reflect unique health circumstances, considering latest evidence-based hypertension guidelines (AHA/ACC, AAFP) and other health conditions. Use patient decision aids (e.g., NICE) 
· Customize plans for preferences, culture, and language; involve interpreters as needed.
· Monthly follow-ups until BP is controlled, escalating treatment if necessary.
· Leverage payor resources (CVD prevention programs, care coordination, etc.).
· Identify evidence-based, practical treatments that empower patients and support long-term success.
· Promote self-management and self-efficacy through SMBP programs, education, and other techniques.
· Involve multidisciplinary team members for holistic care (e.g., behavioral health, nutrition, community health worker, etc.).
· Align hypertension management policies with current guidelines; offer treatment by hypertension stage and risk factors, referencing 2025 AHA/ACC hypertension guidelines. See Workflow in Appendix E.
· For those those with stage 1 hypertension and 10 year CVD risk <7.5%, generally begin with 3-6 month trial of lifestyle interventions before medication. Monthly follow-up is crucial. 
· After 3-6 months, engage in shared decision-making conversation about initiation of medication. Use PDA as appropriate: NICE
	Table 1. CVD Risk Stages

	BP/Stage HTN
	10 year CVD risk <7.5%
	10 year CVD risk >/= 7.5%
	Living with CVD

	Stage 1 (>130/80)
	3-6 month trial of lifestyle intervention, initiate medication if sustained hypertension; single first-line reasonable with dose titration and sequential addition of other agents as needed
	Initiate medications; single first-line reasonable with dose titration and sequential addition of other agents as needed
	Initiate medications; single first-line reasonable with dose titration and sequential addition of other agents as needed

	Stage 2 (>140/90)
	Initiate medications; single-pill combination recommended
	Initiate medications; single-pill combination recommended
	Initiate medications; single-pill combination recommended



· Nonpharmacological intervention
· Use culturally sensitive and tailored approach to all interventions 
· Assess available nutritional resources and tailor diet advice to what's feasible for each person. Recommend DASH diet with emphasis on fruits, vegetables, whole grains, low-fat dairy, and reduced sodium (<2,300 mg/day, ideally <1,500 mg/day). Use culturally adapted tools for guidance.
· Set achievable physical activity targets, adjusting for personal circumstances; suggest 150+ minutes of moderate intensity aerobic exercise per week.
· Discuss weight management in a non-stigmatizing, person-centered way, focusing on healthy behaviors rather than weight alone; prioritize sustainability. 
· Promote moderation or avoidance of alcohol and tobacco tailored to individual readiness and motivation. Provide cessation resources. 
· Encourage stress management and behavioral health care within overall lifestyle changes. 
· Refer to evidence-based/informed lifestyle programs including those conducted in the community 
· Pharmacological intervention:
· Promote shared decision making, medication adherence education, and support strategies (example PDA tool: NICE)
· Recommend single-pill combination therapy for stage 2 hypertension when possible.
· Prefer once-daily dosing if feasible.
· Do not apply race-based medication guidelines
· Address needs of people with comorbidities (diabetes, kidney disease, overweight/obesity, cerebrovascular disease, etc.) and screen for secondary hypertension causes per latest evidence-based guidelines (2025 AHA/ACC). See Appendix for further details
· Implement referral system or internal program for self-measured blood pressure monitoring (SMBP):
· Provide validated BP machines and cuffs with inclusive sizing for immediate access (loaner or take-home options).
· Create/implement a system for recording home BP readings in the EHR.
· Train staff in BP self-management (e.g., teach-back method).
· Distribute patient education materials on hypertension and ensure resources are accessible in appropriate languages and cultures.
· Consider referral to specialty care (e.g., cardiology) for complex hypertension management as indicated
[bookmark: _Toc210832834][bookmark: _Toc212040618][bookmark: _Toc214014054]Integrated Team-based Care
· Form a multidisciplinary care team for hypertension patients, following the AHA Team-based care table and principles below:
· Identifying a provider/team taking primary responsibility for managing and coordinating care 
· Use consistent team-based care strategies such as huddles and care gaps list reviews 
· Regularly provide comprehensive services for those at risk or living with hypertension, including:
· Behavioral health visits 
· Guideline-based medication management
· Self-measured blood pressure (SMBP) programs and counseling
· Education and lifestyle support for hypertension
· Care for comorbid conditions (e.g., kidney disease, diabetes)
· Extra support for those with uncontrolled hypertension (intensive management, home/community visits)
· Offer convenient and flexible care options:
· Nontraditional visit types (virtual, phone, text, group, home)
· Extended hours (early, late, weekends)
· Visits with members of the care team other than licensed independent practitioners
· Utilize a population health approach for hypertension using event notifications, bulk messaging, coordinated care, and a registry 
· Delegate tasks like medication changes, education, and follow-up to non-provider team members. Use standing orders when within scope of practice. 
[bookmark: _Toc210832835][bookmark: _Toc212040619][bookmark: _Toc214014055]Quality Improvement
· Join alternative payment models that support high-quality hypertension care, especially models that include risk-adjusted primary care capitation and/or performance-linked payments with quality and care coordination incentives
· Use measures and metrics to monitor hypertension control. See Evaluation Framework for details. 
· track hypertension prevalence and stratify by demographics (race/ethnicity, language, location, social needs, disability).
· Further break down racial/ethnic groups when possible (e.g., Chinese American, Japanese American, Korean American, Native Hawaiian, Pacific Islander).
· Identify and reach out to undiagnosed patients using established clinical criteria (two readings >130/80mmHg.)
· Apply quality improvement strategies:
· Use evidence-based treatment protocols.
· Set appointment triggers for uncontrolled hypertension.
· Integrate decision support into workflows.
· Give providers feedback on their hypertension control performance.
· Participate in national quality improvement award programs (e.g., Target:BP Recognition Program)provider-specific dashboards with blood pressure related performance measures 


Levels 1, 2 & 3
Level 1
· Review Key Priorities in the Executive Summary
Screening and Diagnosis 
· Screen BP in all adults at least annually per USPSTF guidelines using accurate methods. (see Target: BP)
· Refer people with BP >/=130/80 for further primary care
· For those with BP >/=120/80 provide blood pressure management education materials
· Train and certify staff in proper measurement techniques regularly 
· Annually screen for health-related social needs and establish protocols to address them, integrating findings into care plans. Follow FHCQ’s report on Social Need and Health Equity and other evidence-informed guidelines.
· Screen for behavioral health needs per current clinical recommendations using validated tools  (e.g., PHQ-9, GAD-7) 
· Diagnose hypertension accurately per national guidelines (e.g., AHA/ACC), confirming with multiple and out-of-office readings.
Individualized BP Management
· After diagnosis, create and document a patient-centered management plan to achieve healthy blood pressure. Utilize shared decision-making to identify blood pressure goals and targets, and to discuss medication options as needed. 
· Calculate cardiovascular risk using tools like PREVENT and educate patient about their long term ASCVD risk
· Customize plans for preferences, culture, and language; involve interpreters as needed.
· Leverage payor resources (CVD prevention programs, care coordination, etc.).
· Identify evidence-based, practical treatments that empower patients and support long-term success.
· Nonpharmacological intervention
· Use culturally sensitive and tailored approach to all interventions 
· Assess available nutritional resources and tailor diet advice to what's feasible for each person. Recommend DASH diet with emphasis on fruits, vegetables, whole grains, low-fat dairy, and reduced sodium (<2,300 mg/day, ideally <1,500 mg/day). Use culturally adapted tools for guidance.
· Set achievable physical activity targets, adjusting for personal circumstances; suggest 150+ minutes of moderate intensity aerobic exercise per week.
· Discuss weight management in a non-stigmatizing, person-centered way, focusing on healthy behaviors rather than weight alone; prioritize sustainability. 
· Promote moderation or avoidance of alcohol and tobacco tailored to individual readiness and motivation. Provide cessation resources. 
· Encourage stress management and behavioral health care within overall lifestyle changes. 
· Pharmacological intervention:
· Recommend single-pill combination therapy for stage 2 hypertension when possible.
· Prefer once-daily dosing if feasible.
· Do not apply race-based medication guidelines
· Address needs of people with comorbidities (diabetes, kidney disease, overweight/obesity, cerebrovascular disease, etc.) and screen for secondary hypertension causes per latest evidence-based guidelines (2025 AHA/ACC). See Appendix for further details
· Consider referral to specialty care (e.g., cardiology) for complex hypertension management as indicated
Team-based Care
· Form a multidisciplinary care team for hypertension patients, following the AHA Team-based care table and principles below:
· Identifying a provider/team taking primary responsibility for managing and coordinating care
· Regularly provide comprehensive services for those at risk or living with hypertension, including:
· Guideline-based medication management
· Education and lifestyle support for hypertension
· Care for comorbid conditions (e.g., kidney disease, diabetes)
· Delegate tasks like medication changes, education, and follow-up to non-provider team members. Use standing orders when within scope of practice. 



Level 2
Screening 
· Encourage people with elevated blood pressure to use a validated home machine, maintain a BP log, and complete validation visit in clinic promptly. 
· Validation visit should include validating the machine and cuff size, reviewing technique and supplying a log if not already provided
· Schedule a 2-week follow-up after validation to assess readings and plan next steps.
Individualized BP Management
· After diagnosis, create and document a patient-centered management plan to achieve healthy blood pressure. Utilize shared decision-making to identify blood pressure goals and targets, and to discuss medication options as needed. 
· Collaboratively establish and document individual blood pressure goals and target, and identify treatment approaches that reflect unique health circumstances, considering latest evidence-based hypertension guidelines (AHA/ACC, AAFP) and other health conditions. Use patient decision aids (e.g., NICE) 
· Monthly follow-ups until BP is controlled, escalating treatment if necessary.
· Promote self-management and self-efficacy through SMBP programs, education, and other techniques.
· Involve multidisciplinary team members for holistic care (e.g., behavioral health, nutrition, community health worker, etc.).
· Align hypertension management policies with current guidelines; offer treatment by hypertension stage and risk factors, referencing 2025 AHA/ACC hypertension guidelines. See Workflow in Appendix E.	Comment by Beth Bojkov: Think some of this might align with level 1, but overall integrating the updated management policies, monthly follow up for unmanaged BP, and shared decision-making conversations for BP medications are probably level 2?
· For those with stage 1 hypertension and 10 year CVD risk <7.5%, generally begin with 3-6 month trial of lifestyle interventions before medication. Monthly follow-up is crucial. 
· After 3-6 months, engage in shared decision-making conversation about initiation of medication. Use PDA as appropriate: NICE
	Table 1. CVD Risk Stages

	BP/Stage HTN
	10 year CVD risk <7.5%
	10 year CVD risk >/= 7.5%
	Living with CVD

	Stage 1 (>130/80)
	3-6 month trial of lifestyle intervention, initiate medication if sustained hypertension; single first-line reasonable with dose titration and sequential addition of other agents as needed
	Initiate medications; single first-line reasonable with dose titration and sequential addition of other agents as needed
	Initiate medications; single first-line reasonable with dose titration and sequential addition of other agents as needed

	Stage 2 (>140/90)
	Initiate medications; single-pill combination recommended
	Initiate medications; single-pill combination recommended
	Initiate medications; single-pill combination recommended



· Nonpharmacological intervention
· Refer to evidence-based/informed lifestyle programs including those conducted in the community 
· Pharmacological intervention:
· Promote shared decision making, medication adherence education, and support strategies (example PDA tool: NICE)
· Distribute patient education materials on hypertension and ensure resources are accessible in appropriate languages and cultures.
Integrated Team-based Care
· Form a multidisciplinary care team for hypertension patients, following the AHA Team-based care table and principles below:
· Use consistent team-based care strategies such as huddles and care gaps list reviews 
· Regularly provide comprehensive services for those at risk or living with hypertension, including:
· Behavioral health visits 
· Offer convenient and flexible care options:
· Nontraditional visit types (virtual, phone, text, group, home)
· Visits with members of the care team other than licensed independent practitioners
Quality Improvement
· Use measures and metrics to monitor hypertension control. See Evaluation Framework for details. 
· track hypertension prevalence and stratify by demographics (race/ethnicity, language, location, social needs, disability).
· Further break down racial/ethnic groups when possible (e.g., Chinese American, Japanese American, Korean American, Native Hawaiian, Pacific Islander).
· Apply quality improvement strategies:
· Use evidence-based treatment protocols.
· Set appointment triggers for uncontrolled hypertension.
· Integrate decision support into workflows.
· Give providers feedback on their hypertension control performance.
· 


Level 3
Individualized BP Management
· Implement referral system or internal program for self-measured blood pressure monitoring (SMBP):
· Provide validated BP machines and cuffs with inclusive sizing for immediate access (loaner or take-home options).
· Create/implement a system for recording home BP readings in the EHR.
· Train staff in BP self-management (e.g., teach-back method).
Team-based Care
· Form a multidisciplinary care team for hypertension patients, following the AHA Team-based care table and principles below:
· Regularly provide comprehensive services for those at risk or living with hypertension, including:
· Self-measured blood pressure (SMBP) programs and counseling
· Extra support for those with uncontrolled hypertension (intensive management, home/community visits)
· Offer convenient and flexible care options
· Extended hours (early, late, weekends)
· Utilize a population health approach for hypertension using event notifications, bulk messaging, coordinated care, and a registry 
Quality Improvement
· Join alternative payment models that support high-quality hypertension care, especially models that include risk-adjusted primary care capitation and/or performance-linked payments with quality and care coordination incentives
· Use measures and metrics to monitor hypertension control. See Evaluation Framework for details. 
· Identify and reach out to undiagnosed patients using established clinical criteria (two readings >130/80mmHg.)
· Participate in national quality improvement award programs (e.g., Target:BP Recognition Program)

