Hypertension Track Clinic Manager Checklist

- Check vital signs, record on intake form

· If BP < 120/80, ask if they would like to talk about their BP

· If YES, patient is PREVENTION TRACK (use prevention track forms, give student, preceptor prevention track packet)

· If BP >120/80 but <140/90, ask if they would like to talk about their BP

· Check height, weight, calculate BMI

· If YES, patient is HYPERTENSION TRACK (use hypertension track forms, give student, preceptor hypertension track packet), 

· If NO, encourage patient to follow up and re-check BP

·  If BP > 140/90, patient is HYPERTENSION TRACK (use hypertension track forms, give student, preceptor hypertension track packet)

· Check height, weight, calculate BMI

· ALSO: Patient will need primary care physician, funding for medications: be ready to make referral, provide info on funding.

· After encounter
· Ensure that patient is noted as “Hypertension Track” in clinic log, and that follow up plans are noted in log

· Ensure that pre-clinical student is designated to follow up with patient.

HYPERTENSION TRACK FORM

Name: __________________

Date of Birth: _____________

VS:
RR ______
HR _______
BP _______


Height ______
Weight _______
BMI _______

Medications:

If you have questions about your medications, ask about a visit with a pharmacy student

Allergies:

Primary Care Physician:

Insurance:

Hypertension risk factors:


□ Smoke (# of packs per day: ____)

□ High cholesterol

□ Diabetes


□ Older than 60 years

□ Male / post-menopausal female


□ Family history of high blood pressure
Behavioral Change selected:


□ Weight reduction

□ Adopt DASH eating plan 


□ Dietary sodium reduction 

(only effective in 1/3 of people.  Everyone can trial 3 months of a 2 g/day sodium diet to see if it is effective.  Caviat is if they have CHF where low sodium diet is important to prevent volume overload.) 

□ Physical activity

□ Moderation of alcohol

□ Smoking cessation


□ Other: _____________________

Physical Exam:

Referrals:

Follow-up plan:

Hypertention Track Student Checklist

1. Determine patient priorities, allowing adequate time for hypertension assessment/counseling

A useful format to keep discussions patient centered is the “Elicit-Provide-Elicit” Sequence:

· Elicit form the patient what they know or want to know

· Provide information

· Elicit the patient’s reaction

2. Assess stages of change (what is patient willing to do to treat their BP?):

· What problems do you see associated with your BP?

· What benefits would you see to lowering it?

· What ways have you thought of for lowering your BP?

· Are you doing anything now that you think might help?

On a 1 to 10 scale, how confident in your ability to make a change are you?

· Why X, and not X-1?
On a 1 to 10 scale, how motivated to make a change are you?

· Why Y, and not Y-1?
IF: They aren’t aware of the medical problems associated with HTN, an/or they haven’t thought about actually making changes to help with their BP

THEN:  patient is pre-contemplation.  

A successful visit does not have to end with a changed behavior!
· They should be educated regarding the risks of HTN, and benefits of lowering BP

· Provide education regarding HTN

· ask permission to provide education

· the higher the blood pressure, the greater the risk for MI, heart failure, stroke, kidney disease

· lowering BP lowers these risks

IF:  They have considered working on their BP, but haven’t taken that first step yet THEN patient is contemplation
· They may be aware of the risks of HTN/benefits of lowering BP

· They should be educated on risks/benefits if needed

· Recommendations for lifestyle changes can be offered: GO TO MENU OF OPTIONS, AND WORKSHEET

IF: They are working to lower their BP THEN: patient is active
· They should be given additional information on ways to lower BP

· They should be given information on effective ways to make lifestyle changes

· They should be given congratulations and support

· Recommendations for lifestyle changes can be offered: GO TO MENU OF OPTIONS, AND Personal Health Planner Sheet WORKSHEET

3. MENU OF OPTIONS: 

· Give card to patient

· These are some things that contribute to hypertension that can be changed.  Do any of these things seem interesting to you?

( Discuss, see if now is a good time to select one behavior to change

( Reiterate: No one does these perfectly, it’s best to work on them one at a time

4. Once item selected from menu of options, go through PERSONAL HEALTH PLANNER SHEET with patient: make sure goal is “SMART”:

Specific: For example, “Walk more” is too general. “I’ll walk three times a week for 20 minutes” is more specific.

Measurable: How will you measure your progress? For example, “I’ll eat three servings of carbohydrate for dinner three days a week” is better than “I’ll eat less bread.”

Action-Oriented: “Lower my blood sugar” doesn’t say how. Your goal should have some action to go with it like: “Test my blood sugar twice a day for a month.”

Realistic: You want to set a goal you can succeed at. You probably can’t lose 40 pounds by the end of the month. But you may be able to lose 4 pounds. That’s a more realistic goal.

Time-limited: Set a time to look at your goal again. Try it for a week or a month. Then have another look. Did you do it? Maybe you need to set a new or a more realistic goal. The idea is to have a goal and keep at it.

5. Present to preceptor

Personal Health Planner Sheet

The change I would like to make is: _________________________

The steps I will take to achieve this goal are: __________________________________________________________________________________________________

The things that could make it difficult to achieve my goal are:

_________________________________________________

My plans for overcoming these barriers are: __________________________________________________________________________________________________

My confidence in being able to make this change is, on a 1 to 10 scale: ______

My goals should be S.M.A.R.T.:

Specific

Measurable

Action-oriented

Realistic

Time-limited

Chronic Care: Precepting Goals

Students are currently seeing a patient with questions about blood pressure, one of our chronic care track conditions.

These are the educational objectives, and what we’d like you to discuss with the students:

· Ask the student where they thought the patient was on the stages-of-change 

· Discuss pitfalls, ask the student what “potholes” they encountered in the interaction

Potholes in the Road to Change: There are several obstacles that providers can watch out for when counseling patients regarding lifestyle change. When suggesting lifestyle modification, try to stay alert to a few of the following:

1) Helplessness

When patients are feeling pessimistic, acknowledge that change is hard. Help patients identify/reflect about what has led to successful change in the past.

2) Resistance

When the provider sense resistance to the plan, stop and briefly summarize the discussion. Take a step back, acknowledge the difference and return to addressing patient, rather than provider, concerns.

3) Lecturing

When the provider realizes the patient is being bombarded with information, stop and ask a question such as: “What do you think about this?”

4) Cheerleading

When the provider is being more enthusiastic about change than the patient, stop and return responsibility for the change to the patient.

A useful format to keep discussions patient centered is the “Elicit-Provide-Elicit” Sequence:

· Elicit form the patient what they know or want to know

· Provide information

· Elicit the patient’s reaction

· Ensure that the patient is on board with the plan; is the intervention one that meets the patient’s interest, ability, and circumstances?

· Discuss whether the plan meets SMART goals:

Specific For example, “Walk more” is too general. “I’ll walk three times a week for 20 minutes” is more specific.

Measurable How will you measure your progress? For example, “I’ll eat three servings of carbohydrate for dinner three days a week” is better than “I’ll eat less bread.”

Action-Oriented “Lower my blood sugar” doesn’t say how. Your goal should have some action to go with it like: “Test my blood sugar twice a day for a month.

Realistic You want to set a goal you can succeed at. You probably can’t lose 40 pounds by the end of the month. But you may be able to lose 4 pounds. That’s a more realistic goal.

Time-limited Set a time to look at your goal again. Try it for a week or a month. Then have another look. Did you do it? Maybe you need to set a new or a more realistic goal. The idea is to have a goal and keep at it.

· Review the plan for follow up with the patient.  Ensure that pre-clinical student has been designated to follow up with patient. 
· Based on student’s interests provide information on hypertension (sequelae, medication, etc.)



















