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Agenda
Presenter/Facilitator

Welcome and Project Susanne Campbell / 7:30-7:50
Overview Kelley Sanzen

Data and Stephen Kogut 7:50-8:00
Measurement

Best Practices working Dr. Ankur Shah 8:00-8:30

with specialist — case
example: ABPM

CGM Discussion and  Kelley Sanzen 8:30-9:00
Brainstorming
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Meet the
Pharmacy
Ql Team!

Susanne Campbell Pano Yeracaris A
CTC-RI CTC-RI URI Kelley Sanzen
CTC-RI
Brown Medicine

Deborah Newell Carolyn Karner Jayne Daylor Maureen Maigret
Rl Dept of Health CTC-RI RI Dept of Health Rl Long Term Care
Coordinating Council
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Carolyn Karner, Care Transformation Collaborative of RI
Kelley Sanzen, Care Transformation Collaborative of RI
Stephen Kogut, University of Rhode Island
Deborah Newell, Rhode Island Department of Health
Jayne Daylor, Rhode Island Department of Health
Maureen Maigret, RI Long Term Care Coordinating Council
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Welcome and Practice Ql Team Introductions

Practice Name Email Role
o Kenny Correia Practice Lead, PharmD
§ Robyn Ostapow |Provider Champion
S Marna Heck-Jones EHR Coordinator
o Deborah Coutu-Cham INCM
'Eé Emily Torres INCM
< Michelle LaCroix Practice Manager
_ Kelsey Ryan |Practice Lead, PharmD
3 Jeffrey Cumplido |Provider Champion
k5 Shay Olufowobi IT Associate
E Krystal Bevilacqua |PharmD
% Caitlin Kennedy PharmD
S Jennifer Cioffi Population Health Coordinator
Roxanne DeBritto |Practice Manager

9/8/2022
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Welcome and Practice Ql Team Introductions
(continued)

Practice Name Email Role
45 Bradford Pease Practice Lead, PharmD
g Kathryn Banner |Provider Champion
% David Borges |IT Manager
S _ Alexander Diaz de Villalvilla IMD
<" Tom Isherwood INCM
S Pat Galvin INCM
k5 Ruth Malato INCM
= Ann Quintin |Practice Manager
o Lillian Nieves |Pharmacy Champion
g 2 g Magdi Salmon |Provider Champion
é é 3 Dan McGuire Director of Population Health
2 ES Andrew Saal Executive Leadership
a3 g Lea Diaz Pharmacy Technician
- Darianette Gonzalez

9/8/2022 Prepared by Care Transformation Collaborative of RI
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Welcome and Practice Ql Team Introductions
(continued)

Practice Name Email Role
> Patricia Hoffman Practice Lead, PharmD
% Christine Duffy Provider Champion
E Manager of Outcomes and
g Louis Palmisciano Impact (Pharmacy)
= Pamela Kusiak |Project Implementation, NP
'§_ 9] Cathleen Whelan IMD
o Vera Whalen INCM
e Shaina Gardner |Practice Manager
= Christina Siwy RN CDOE
= Danielle O'Brien Social Worker

9/8/2022 Prepared by Care Transformation Collaborative of Rl
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Welcome and Practice Ql Team Introductions
(continued)

Name Practice Email Role
Stacey Ranucci Lead, BSPharm
. Practice Lead,
S Alex Gianfrancesco PharmD
¢ |Diana Mercurio University Family Medicine |BSPharm
18 Jennifer Leavitt |Fair|awn Primary Care |PharmD
_% Brianna Kimball Keith Callahan, MD PharmD
%—) Rhode Island Medicine,
55 Jessica Silva Woonsocket PharmD
> CNEMG Internal Medicine,
g Anthony Lombardi Warwick Provider Champion
& [Scott Gendron Director of IT
= Janis Rosa |NCIVI
Amy Lombardi |Practice Manager
Kaylee Mehlman |PharmD

9/8/2022 Prepared by Care Transformation Collaborative of Rl
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Project Goals

The goal of this pharmacy led team-based care initiative is to provide
primary care practices with an interprofessional quality improvement
learning opportunity with the aim of improving the management of
hypertension and diabetes using Ambulatory Blood Pressure Monitoring

(ABPM) or professional continuous glucose monitoring (proCGM),
respectively.

All practices chose to focus on ProCGM

9/8/2022

Prepared by Care Transformation Collaborative of RI



Pharmacy
Milestone
Summary

Milestone Document

Deliverable

Identify members of the practice quality improvement (Ql) team. The
team should consist of 3 to 4 staff in different roles and include a
pharmacy champion, practice clinical champion, an IT staff member,
nurse care manager, practice manager

& cmh
COLLAE-%DREA\S-[LXIE patient-centered medical home

ADVA

Timeframe Due Dates
Identify as part of application

NCING INTEGRATED HEALTHCARE

Notes

Select ABPM or proCGM as topic of focus

Identify as part of application

process
Practice Ql team participation in monthly meetings with the practice QI August 2022 - July 2024
facilitator and quarterly with project data facilitator 24 months

Practice team participates in kick-off Learning Collaborative meeting (in
person or virtual, TBD)

- Content expert ABPM

- Content expert pro-CGM

August 231, 2022

(Months 1-4):

- Team discusses proposed workflow and refines, as needed.

- Evaluates and selects equipment including integration with EMR
and places purchase order.

- Discuss Patient Engagement plan/strategy, including method of
evaluation.

- Discuss Care Team Engagement plan/strategy, including method
of evaluation

- Collaborate with IT/EMR team re: structured data vs. other source
to track data.

Project Planning and Preparation September 2022 IT/EMR representatives
(Months 1-4): recommended to be

- Team reviews internal data and identifies population of focus. present at practice

- Evaluate equipment options including integration with EMR. facilitation meetings

- Brainstorm workflow

Project Planning and Preparation: October 2022 PDSA to include rationale

for selection.



https://www.ctc-ri.org/sites/default/files/uploads/Milestone%20Document%20-%20final.docx
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ADVANCING INTEGRATED HEALTHCARE

Deliverable Timeframe Due Dates Notes
P h a r m a Cy Project Planning and Preparation: November 2022 PDSA to be submitted by
(Months 1-4): 11/23/22. deliverables@ctc-
. Workflow outlined and submitted to CTC including the ri.org
Milestone
v Identification of patients (ie: provider referral, prospective chart

review, retrospective chart review)

S u m m a ry j Scheduling of patients

Care team member responsible for scheduling, facilitating office

. visit, troubleshooting technology issues.
( CO nt | n u e d ) Communication and training plan developed and disseminated.
Submit initial PDSA project plan 2 weeks prior to learning
collaborative
M | | esto ne DOC ume nt Quarterly learning collaborative: present Ql work plan with content December (Date: December 13,
_————————————— expert as applicable 2022)
- Coding and Billing expert CGM
Implementation (Months 5-23 ): December 2022- July 2023

- Meet monthly with practice facilitator

- Report metrics quarterly as specified on Data Tool and any
additional metrics desired by team

- Assess patient engagement strategy/plan at Implementation
Phase as specified in Milestone Document.

- Assess Care Team Engagement plan/strategy as specified in
Milestone Document

- Evaluate patients at risk for complications. Determine follow up
plan and stratify patients based on risk. (ie: Which care team
member follows, interval for repeat ABPM, pro-CGM, when to
discharge from pharmacist/care management services, etc.)

Submit updated PDSA 2 weeks prior to February learning  PDSA to be submitted by
collaborative 2/14/23. deliverables@ctc-
ri.org
Quarterly learning collaborative: present Ql work plan with content February 28,2023

expert as applicable
- Coding and Billing expert ABPM
Aggregate input from patients/care team for qualitative measures March 2023



https://www.ctc-ri.org/sites/default/files/uploads/Milestone%20Document%20-%20final.docx

Pharmacy
Milestone

Summary
(Continued)

Milestone Document

Deliverable

Submit updated PDSA including patient engagement and care team
engagement data, key findings and adjustments necessary to project
plan
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ADVANCING INTEGRATED HEALTHCARE

Timeframe Due Dates
2 weeks prior to May learning
collaborative

[\ [o] {13
PDSA to be submitted by
5/9/23. deliverables@ctc-
ri.org

Quarterly learning collaborative: present Ql work plan with content
expert as applicable
- SDoH & Risk Stratification?

May 23, 2023

Submit updated PDSA

2 weeks prior to August learning

collaborative

PDSA to be submitted by
8/8/23. deliverables@ctc-
ri.org

Quarterly learning collaborative: present Ql work plan with content
expert as applicable

August 22, 2023

Aggregate input from patients/care team for qualitative measures

September 2023

Spread and sustainability (Months 13-14)

- Identify plan to spread services to other providers/practices or
offer to other populations of focus
- Determine who’s being missed by current workflow

September 2023-October 2023

Submit PDSA with year 1 results and plan for spread and sustainability
plan including risk stratification

2 weeks prior to Nov learning
collaborative

PDSA to be submitted by
11/14/23. deliverables@ctc-
ri.org

Quarterly learning collaborative: present Ql work plan with content
expert as applicable
- Teams report out on Risk Stratification plan

November 28, 2023

Spread and sustainability (Months 15-23)

November 2023 -
July 2024

Submit updated PDSA including patient engagement and care team
engagement data, key findings and adjustments necessary to project
plan

2 weeks prior to Feb learning
collaborative

PDSA to be submitted by
2/13/24. deliverables@ctc-
ri.org

Quarterly learning: present Ql work plan w/ content expert, as
applicable

February 27, 2024

Aggregate input from patients/care team for qualitative measures

March 2024

Submit updated PDSA

2 weeks prior to May learning
collaborative

PDSA to be submitted by
5/7/24. deliverables@ctc-
ri.org



https://www.ctc-ri.org/sites/default/files/uploads/Milestone%20Document%20-%20final.docx

Pharmacy
Milestone

Summary
(Continued)

Milestone Document

Deliverable

Quarterly learning: present Ql work plan w/ content expert, as
applicable

Aggregate input from patients/care team for qualitative measures
Submit final Storyboard
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Timeframe Due Dates
May 21, 2024

June 2024

Notes

Final learning collaborative

2 weeks prior to final learning
collaborative

PDSA to be submitted by

7/16/24. deliverables@ctc-
ri.org

July 30, 2024



https://www.ctc-ri.org/sites/default/files/uploads/Milestone%20Document%20-%20final.docx
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ADVANCING INTEGRATED HEALTHCARE

Qualitative assessment

Patient survey questions to be obtained after device use:

Scale items: Strongly disagree | disagree | unsure or neutral | agree | strongly
agree

* My care provider clearly explained the benefit of using this device
* My questions about the device were sufficiently addressed
Wearing the monitor was comfortable

The information obtained from the device was useful to my medical care
| was satisfied with my experience using the device March 2023

Open ended items:

. . . . September 2023
* Please tell us what you liked about using this device Viarch 2024
* Please tell us what you disliked about using this device are
June 2024

 What do you feel are the benefits of using this device?
* Please share any other information that you think would be useful for us to know.

9/8/2022 Prepared by Care Transformation Collaborative of RI
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Qualitative assessment of the use of proCGM per experiences of patients and care team members. Patient survey will include the items below, which may be administered by paper or computer/app. 
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Qualitative assessment

Care team questions to be reported at project midpoint and
conclusion:

* In the pharmacist’s/clinician’s/practice manager’s view, what
were the top barriers to using the modality effectively? How were
these barriers overcome (if so)?

* What patient and practice-related factors were associated with

the successful use of the device? March 2023
* Has this initiative impacted team satisfaction? Explain. September 2023
* What benefits of using the device were identified, particularly March 2024
those that may not be captured by clinical quality measures? June 2024

9/8/2022 Prepared by Care Transformation Collaborative of RI
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Quantitative Metrics

Quantitative metrics will be guided by the project data facilitator (S. Kogut, URI), who will

work with practices to develop a tool for participants to track key variables associated with

items below.

Practices are not expected to be able to calculate all of these metrics at the start of the
project. By participating in this initiative the practice will develop methods for collecting
the required data and incorporating these measures into their care processes. The most
successful practices will be able to aggregate standardized patient-level data and report
these measures for their populations (e.g. percentage of participants who achieved
glycemic variability of £36%). Please note that practices will be asked to provide results
specific to UnitedHealthcare patients (in aggregate) by the end of the project.

9/8/2022 Prepared by Care Transformation Collaborative of RI
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Quantitative Metrics

Project Evaluation Measures (reported quarterly, starting year 1, Q3)
* # patients (referred/offered, declined, enrolled)
* # providers ordering the service
 # practice sites using the service, if applicable

* Demographics of patients utilizing the device: age; sex; race; ethnicity;
primary diagnosis; Payer type, product (e.g. HMO, PPO) and insurer name
(e.g. UHC))

* Pharmacist interventions (e.g. # and type of regimen modification, diet)
* Results of device use: #/% of patients diagnosed / w classification

* Follow up glucose / Alc readings (3, 6 mo.)

* Therapeutic goal achieved: yes/no; comment

9/8/2022 Prepared by Care Transformation Collaborative of RI
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Quantitative Metrics

Clinical Measures Derived from the Device (reported quarterly, starting
year 1, Q3)

e Duration of device use

e Total # of valid measurements

* % time devices were active (average)

* Tracking of readings: average glucose, % of results within, above, and below
range; Time in Range (TIR)
Glucose Management Indicator (%)
Glucose Variability/Coefficient of Variation (%)
Relationship between proCGM and A1C

9/8/2022 Prepared by Care Transformation Collaborative of RI
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Introduction




Office Blood Pressure

Cuff pressure
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J Hum Hypertens. 2019 May;33(5):349-351



Presenter
Presentation Notes
 With every arterial pulse wave there is a small rise and fall in the volume of the limb, which in turn causes an increase and then a decrease in the pressure within the encircling cuff, which can be detected using a solid-state transducer. When the cuff encircling a limb is inflated with an electronic pump (or sometimes manually), the rising pressure in the cuff eventually stops arterial blood flowing into the underlying limb and pulsation ceases. This is detected by the machine which continues to inflate the cuff for a second or two more to ensure that the limb flow has stopped completely. At this point, inflation stops, and a valve opens allowing the pressure in the cuff to reduce slowly (Fig. 1). The pressure within the cuff is monitored carefully by the machine. At first it only detects the pulseless reduction in pressure. As the pressure in the cuff falls to below the pressure of the peak of the arterial pulse, the machine begins to detect a small pressure wave which reflects the difference between the pressure in the cuff and that in the artery. With further cuff deflation these pressure differences become greater until the cuff begins to fall away from the limb and less of the volume pulsation is detected. The machine therefore records within it a series of pulse waves, which are initially flat, then very slight, then increase to a peak and then diminish until they are hardly detected.

Oscillometric machines usually use the maximum volume change as an indication of the average of the systolic and diastolic BP within the artery. By combining this average with the rate of change of the pressure wave, the machines then use a variety of algorithms to estimate the systolic and diastolic BP. These algorithms vary from machine to machine resulting in slightly different interpretations of the pressures


Office Blood Pressure

» Seated
Back supported

» Arm supported, at
level of heart

» No smoking or caffeine
in 30 min

» 5 min of rest
» Appropriate cuff size

» 2 or more averaged
readings
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Presentation Notes
Routine office-based blood pressure — Most clinicians' offices do not use an automated office BP (AOBP) device but rather measure BP manually (using the auscultatory method) or with an oscillometric device while a medical professional is present in the room with the patient.

The proper measurement of office-based BP requires attention to all of the following:
●Time of measurement
●Type of measurement device
●Cuff size
●Patient position
●Cuff placement
●Technique of measurement
●Number of measurements



A Case

» A 46 year-old male presents to his PCP office for an annual physical.

» His history is only notable for hyperlipidemia, for which he is on a
moderate intensity statin.

» In the office, his blood pressure is elevated at 142/68 using a standard
oscillometric blood pressure cuff.



What is ABPM

Cuff

Blood
¢« | Pressure
W/ Machine
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24 hour blood pressure monitor
Measures BP every 15 min while awake, 30-60 min while sleeping

These blood pressures are recorded on the device, and the average day (diurnal) or night (nocturnal) pressures are calculated by a computer. The percentage of blood pressure readings exceeding the upper limit of normal can also be determined.

captures the effects of normal daily activities on blood pressure, provides information on the behavior of blood pressure during sleep, and provides a greater number of readings than can be obtained during a typical office encounter.



Reasons to check
ABPM
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Elevated

Hypertension Categories

White Coat Hypertension Sustained Hypertension

Sustained Normotension Masked Hypertension

Normal Elevated
Ambulatory Blood Pressure
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Blood pressure has 4 phenotypes.
 
Office vs home.

You cannot determine this in clinic


Corresponding Values of SBP/DBP for Clinic, HBPM, Daytime,
Nighttime, and 24-Hour ABPM Measurements

Clinic

HBPM

Daytime ABPM

Nighttime ABPM

24-Hour ABPM

120/80

130/80

120/80

130/80

120/80

130/80

100/65

110/65

115/75

125/75

140/90

160/100

135/85

145/90

135/85

145/90

120/70

140/85

130/80

145/90



Presenter
Presentation Notes
The American College of Cardiology/American Heart Association (ACC/AHA), European Society of Cardiology/European Society of Hypertension (ESC/ESH), United States Preventive Services Task Force (USPSTF), and Canadian Hypertension Education Program (CHEP) recommend that ABPM or SMBP should be used, if possible, to confirm a new diagnosis of hypertension in most outpatients who have elevated office-based blood pressure


Case Continues

» Our patient notes he has no history of hypertension, and is in
excellent health, he asks if there is a way to be sure of his new
diagnosis.

» He is started on losartan 25mg daily and referred for an ambulatory
blood pressure monitor for elevated blood pressure without a
diagnosis of hypertension.

» He feels lightheaded after starting losartan, and discontinues use
while awaiting his ABPM




Superiority of Ambulatory Over Clinic Blood Pressure
Measurement in Predicting Mortality
The Dublin Outcome Study

Eamon Dolan, Alice Stanton, Lut Thijs, Kareem Hinedi, Neil Atkins, Sean McClory, Elly Den Hond,
Patricia McCormack, Jan A. Staessen. Eoin O’Brien

Abstract—The purpose of this study was to determine if ambulatory blood pressure measurement predicted total and
cardiovascular mortality over and beyond clinic blood pressure measurement and other cardiovascular risk factors; 5292
untreated hypertensive patients referred to a single blood pressure clinic who had clinic and ambulatory blood pressure
measurement at baseline were followed up in a prospective study of mortality outcome. Multiple Cox regression was
used to model time to total and cause-specific mortality for ambulatory blood pressure measurement while adjusting for
clinic blood pressure measurement and other risk factors at baseline. There were 646 deaths (of which 389 were
cardiovascular) during a median follow-up period of 8.4 years. With adjustment for gender, age. risk indices, and clinic
blood pressure, higher mean values of ambulatory blood pressure were independent predictors for cardiovascular
mortality. The relative hazard ratio for each 10-mm Hg increase in systolic blood pressure was 1.12 (1.06 to 1.18;
P<20.001) for daytime and 1.21 (1.15 to 1.27; P<20.001) for nighttime systolic blood pressure. The hazard ratios for each
5-mm Hg increase in diastolic blood pressure were 1.02 (0.99 to 1.07; P=NS) for daytime and 1.09 (1.04 to 1.13;
P<<0.01) for nighttime diastolic pressures. The hazard ratios for nighttime ambulatory blood pressure remained
significant after adjustment for daytime ambulatory blood pressure. These results have 2 important clinical messages:

Hypertension. 2005 Jul;46(1):156-61.
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Presentation Notes
292 untreated hypertensive patients referred to a single blood pressure clinic who had clinic and ambulatory blood pressure measurement at baseline were followed up in a prospective study of mortality outcome. 


TABLE 1. Characteristics of Study Population
Alive Dead

Parameters Cardiovascular ~ Noncardiovascular
n 4646 389 257
Age, years 51.5(14.2) 67.5 (1197 64.4 (13.7)
Female, % 54.8 435" 48.7
Body mass index, kg/m? 27.5(3.6) 27.7(3.4) 256 (4.1)
Current smoking, % 229 30.6* 29.1
Diabetes, % 49 7.7 58
Previous cardiovascular complications, % 9.3 231" 15.2
Clinic SBP 161.1 (26. 173.7 (3.4 167.2 (32.2)
Clinic DBP 92.3 (16.1) 91.7 (17.9)
Daytime SBP 1531 (22.8)" 1431 (20.4)
Daytime DBP 88.2 (14.7) 87.7(13.2

( (

(

(

Nightiime SBP 142.4 (25.3)" 135.6 (24.1)
Nightiime DBP 78.8 (152" T16(14.7)
24-hour SBP 146.3 (25.1)" 143.0 (23.6)
24-hour DBP 846 (13.1) 83.1(12.1)

DBP indicates diastolic blood pressure; SBP, systolic blood pressure.

All pressures in mm Hg.

Values are means (=50} or n of subjects (%).

Body mass index is the weight in kilograms divided by the square of height in meters.

*Statistical significance (P=-0.05) of difference between alive group and cardiovascular dead
group.

8)
6)
4)
5)
7)
8)
3)
2)

Hypertension. 2005 Jul;46(1):156-61.



TABLE 4. Description of Fully Adjusted Models With All Relative Hazard Ratios Included for Cardiovascular Mortality

Parameter

SBP Daytime

SBP Nighttime

SBP 24-Hour

DBP Daytime

DBP Nighttime

DBP 24-Hour

ABPM

Clinic SBP

Clinic DBP
Gender

Age

Body mass index
Diabetes melliius

History of cardiovascular
disease

Smoking status

112 (1.06-1.18)¢
1.02 (0.98-1.06)

1.99 (1.62-2.44)¢
110 (1.09-1.11)t
0.97 (0.95-1.00)
1.33(0.91-1.94)
167 (1.31-2.13)t

1.87 (148237t

121 (1.15-1.27)¢
1.01 (0.97-1.04)

2.01 (1.64-2.47)1
1.09 (1.08-1.10)
0.98 (0.95-1.00)
1.30 (0.89-1.89)
63 (1.28-2.07t

1.84 (1.46-2.32)¢

119 (1.13-1.27)%
1.00 (0.96-1.04)

1.99 (1.62-2.45)
1.09 (1.08-1.10)
0.97 (0.95-1.00)
1.31 (0.90-1.91)

1,66 (1.31-2.12)t

1.81 (1432291

1.03 (0.99-1.07)

1.02 (0.99-1.06)
1.93 (1.57-2.37%
1.10 (1.00-1.11)

(

(

(

1
1

0.97 (0.95-1.00)
1.37 (0.94-1.99)
1.60 (1.26-2.04)%

1.95 (1.54-2.46)1

1.09 (1.04-1.13

1.01 (0.97-1.04)
1.83 (1.49-2.25)¢
1.10 (1.09-1.1)
0.98 (0.95-1.00)
1.38 (0.95-2.02)
1.60 (1.25-2.03)

1.93 (153243t

1.09 (1.02-1.11)4

1.01 (0.98-1.05)
1.87 (1.52-2.30)%
110 (1.00-1.11)¢
0.98 (0.95-1.00)
1.37 (0.94-2.00)
161 (1.26-2.05)

1.92 (1.52-2.42)¢

ABPM indicates ambulatory blood pressure measurement.

All models include ABPM, CBPM, gender, age, body mass index, presence of diabetes mellitus, history of cardiovascular events, and smoking status.

Relative hazard ratios (95 % confidence intervals) for each 10-mm Hg increase in SBP and 5-mm Hg increase in DBP, male gender, 1 year increase in age, 1 kg/m?
increase in body mass index, the presence of diabetes mellitus, a positive history of cardiovascular events, and posiiive smoking status.

Significance of the hazard raties: *P<<0.05, +P<<0.01, $P<-0.001.

Hypertension. 2005 Jul;46(1):156-61.
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Table 2. Relative Risks Associated with Office and Ambulatory Measurements
of Systolic and Diastolic Blood Pressure at Entry.*

Office
24-Hr
Daytime
Mighttime
Diastolic
Office
24-Hr
Daytime

Mighttime

Fatal or Monfatal

Fatal or Monfatal

Cardiovascular Myocardial Infarction  Death from

Event
(N=157)

or Stroke
[(N=77)

Any Cause
(M=T78)

relative risk (95% confidence interval)

1.48 (1.25-1.75)
1.50 (1.27-1.78)
147 (1.24-1.74)
1.40 (1.20-1.65)

1.40 (1.16-168)
132 (1.11-157)
1.35 (1.13-161)
1.26 (1.06-1.50)

1.22 (0.95-1.59)
1.51 (1.19-1.92)
1.54 (1.21-1.96)
1.30 (1.03-1.65)

1.14 (0.86-1.52)
1.41 (1.10-1.80)
1.45 (1.13-1.86)
1.28 (0.99-1.65)

1.40 (1.10-1.78)
1.18 (0.94-1.48)
1.1% (0.94-1.50)
1.18 (0.94-1.49)

1.27 (0.98-1.64)
1.22 (0.96-1.55)
1.22 (0.95-1.56)
1.22 (0.96-1.56)

* Relative risks are for each 1-5D increment in blood pressure and were adjust-
ed for sex, age, body-mass index, smoking status, presence or absence of dia-
betes mellitus, serum cholesterol concentration, use or nonuse of lipid-lower-
ing drugs, and presence or absence of cardiovascular complications at entry.
Cardiovascular events include myocardial infarction or sudden death, stroke,
new episodes of angina pectoris, congestive heart failure, and peripheral vas-
cular disease (affecting the aorta or peripheral arteries). For 24-hour monitor-
ing, nighttime was defined as midnight to 6 am., and daytime as 8a.m_ to 8 p.m.
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Table 3. Relative Risks Associated with Ambulatory Blood-Pressure
Measurements after Additional Adjustment for Office Blood Pressure

at Entry.*

Blood-Pressure
Measurement

Fatal or Nonfatal  Fatal or Nonfatal
Myocardial Infarction  Death from

Cardiovascular
Event

(N=157)

or Stroke
(N=77)

Any Cause

(N=78)

relative nsk [95% confidence interval)

1.34 (1.11-1.62)

1.30 (1.08-1.58)
1.27 (1.07-1.51)

1.21 {1.01-1.45)

1.24 (1.03-1.49)
1.18 (0.98—1.40)

1.52 (1.16-2.00)

1.56 (1.19-2.05)
1.25 (0.97-1.62)

1.41 (1.08-1.85)
1.46 (1.11-1.92)
1.25 (0.96-1.64)

1.03 (0.79-1.33)

1.03 (0.79-1.34)
1.06 (0.82-1.36)

1.16 {0.90-1.49)
1.15 [0.89-1.49)

1.17 (0.91-1.50)
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REVIEW

Annals of Internal Medicine

Diagnostic and Predictive Accuracy of Blood Pressure Screening
Methods With Consideration of Rescreening Intervals: A Systematic
Review for the U.S. Preventive Services Task Force

Margaret A. Piper, PhD, MPH; Corinne V. Evans, MPP; Brittany U. Burda, MPH; Karen L. Margolis, MD, MPH;

Elizabeth O'Connor, PhD; and Evelyn P. Whitlock, MD, MPH

Background: Elevated bload pressure (BF) is the largest con-
tributing risk factor to all-cause and cardiovascular mortality.

Purpose: To update a systematic review on the benefits and
harms of sereening for high BP in adults and to summarize evi-
dence on rescreaning intervals and diagnostic and predictive
accuracy of different BP methods for cardiovascular events.

Data Sources: Selected databases searched through 24 Febru-
ary 2014

Stully Selection: Fair- and good-quality trials and diagnostic
accuracy and cohort studies conducted in adults and published
in English.

Data Extraction: One investigator abstracted data, and a sec-
ond checked for accuracy. Study quality was dual-reviewed.

Data Synthesis: Ambulatary BP monitoring [ABPM) predicted
lomg-term cardiovascular outeomes independently of office BP
(hazard ratio range, 1.28 to 1.40, in 11 studies). Across 27 stud-
ies, 35% to P5% of persons with an elevated BP at sereening
rermained hypertensive after nonoffice confirmatary testing. Car-
diovascular outcomes in persons who were nermotensive after
confirmatary testing (isolated clinie hypertension) were similar to

Ann Intern Med. 2015 Feb 3;162(3):192-204

outeomes in those who were normotensive at screening. In 40
studies, hypertension incidence after rescreening varied consid-
erably at each yearly imerval up te & years. Intrastudy compari-
sons showed at least 2-fold higher incidence in alder adults,
those with high-normal BP, overweight and obese persons, and
African Americans.

Limitation: Few diagnostic accuracy studies of office BP meth-
ods and protocols in untreated adults.

Conclusion: Evidence supports ABPM as the reference stan-
dard fer confirming elevated office BP sereening results to avaid
misdiagnosis and overtreatment of persons with isolated elinic
hypertension. Persons with BP in the high-normal range, older
persons, those with an above-normal body mass index, and Af-
rican Americans are at higher risk for hypertension on rescreen-
ing within & years than are persons without these risk factors.

Primary Funding Source: Agency for Healthcare Research and
Cuality.
Ann Intem Med. 2015162:192-204. dok10.7326M14-153%  wew.annalsorg

For authaor affikations, ses and of text
Thiz article was published online first at wanv.annals.org on 23 December

2014,
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Ambulatory BP monitoring (ABPM) predicted long-term cardiovascular outcomes independently of office BP (hazard ratio range, 1.28 to 1.40, in 11 studies). Across 27 studies, 35% to 95% of persons with an elevated BP at screening remained hypertensive after nonoffice confirmatory testing.


Figure 1. Risk for cardiovascular and monrtality outcomes: systolic 24-h ABPM, adjusted for OBPM.

Study, Year (Reference) HR [(95% 1)

Cardiae events or mortality
Staessen et al, 1999 (39) Cardiat events (fatal and nonfatal) 1.91 {0.93-1.31)
Dolan et al, 2005 (41) Cardize mortality (fatal HF, M1, or sudden desth) 1.16 (1.07-1.25)

CW events ar mortality
Dolan et al, 2005 (41) W mortality 1.19{1.13-127)
Gasowski et al, 2008 (43) W mortality 1.42 (1.14-1.77)
Ohkubo et al, 2005 (38) v maorality 1.27 (1.04-1.55)
Staessen et al, 1999 (39) v maorality 1.11 {(0.BE-1.40)
Clement et al, 2003 (34) MI or stroke (fatal and nonfatal) 1.30 {1.10-1.55)
Hermida et al, 2011 (36) Major CV events (O death, M, or stroke) 1.33 (1.17-1.52)

Strake
Dolan et al, 2005 (41) Strake (fatal) 1.28 {1.15-1.43)
Mesguita-Bastos et al, 2010 (44)  Stroke (fatal or nonfatal) 1.37 (1.20-1.56)
Ohkuba et al, 2005 (38) Stroke (fatal or nonfatal) 1.40 {1.21-1.62)
Staessen et al, 1999 (39) Stroke (fatal or nonfatal) 1.36 (1.04-1.79)

All-cause mortality
Clement et al, 2003 (34) All-cause mortality 1.02 {0.85-1.20)
Dolan et al, 2005 (41) All-cause martality 1.13 (1.0B-1.15)
Staessen et al, 1999 (39) All-cause martality 1.09 (0.92-1.29)

0.5 1

Results of included swdies for key question 3a. ABPM = ambulatory blood pressure monitoring; OV = cardiovascular; HF = heart failure; HR =
hazard ratic; M| = myocardial infarction; OBPM = office blood pressure measurement.

Ann Intern Med. 2015 Feb 3;162(3):192-204
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Figure 2. Proportion of elevated OBPM results confirmed by ABPM or HEPM.

Study, Year (Reference) Manitoring Type PPV (35% CI)

Ambulatory monitoring
Hozawa et al, 2002 (58) - 0.35 {0.27-0.42)
Inden et al, 1958 (59) - 0.88 (0.B3-0.92)
Kario, 2014 {(60) - 0.89 {0.85-0.93)
Khoury et al, 1952 (61) - 0.52 {0.43-0.60)
Pierdomenico et al, 1995 (65) - 0.79 (0.74-0.84)
Celis et al, 2002 (40) 0.7B {0.74-0.82)
Fogari et al, 1996 (54) 0.74 {0.68-0.80)
Gere et al, 2000 (55) 065 (0.62-0.67)
Graves and Grossardt, 2010 (31) 0.79 {0.74-0.83)
Gustavsen et al, 2003 (56) 0.90 {0.BB-0.93)
Hond et al, 2003b (57) 0.92 (0.89-0.96)
Manning et al, 1999 (53) 0.77 (0.71-0.83)
Martinez et al, 1999 (64) 0.61 {0.55-0.65)
Myers, 2010 (32) 0.93 (0.B7-0.99)
Nasothimiou et al, 2012 {500 0.77 (0.73-0.81)
Pessanha et al, 2013 (71) 0.61 {0.56-0.67)
Tallerlq)huus et al, 2006 (66) 0.54 {0.44-0.63)
Ungar et al, 2004 (51} 0.74 {0.70-0.7E)
Verdeechia et al, 1995 (63) 0.81 {0.79-0.E3)
Zabludowski and Rosenfeld, 1992 (33) 0.47 {0.40-0.55)
Zawadrka et al, 1998 (70} 0.8 (0.83-0.90)
Cuspidi et al, 2011 (49) 0.95 (0.93-0.97)

Home-based monitoring
Hond et al, 2003b (57) 0.84 {0.B0-0.89)
Hozawa et al, 2002 (58) 0.45 {0.37-0.53)
Kario, 2014 {(&60) E 3 0.84 {0.79-0.8BE)
Masothimiou et al, 2012 (500 0.78 {0.72-0.81)
Tanabe et al, 2008 (57) 0.51 {0.43-0.58)
Tayama et al, 2008 (63) 0.83 {0.76-0.90)

I 1
o 0.5

Results of included studies for key question 3b. ABPM = ambulatery blood pressure monitoring; HBPM = home blood pressure monitoring;
O8PM = office blood pressure measurement; PPV = positive predictive value.

Ann Intern Med. 2015 Feb 3;162(3):192-204
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Annals of Internal Medicine

REVIEW

Cardiovascular Events and Mortality in White Coat Hypertension

A Systematic Review and Meta-analysis

Jordana B. Cehen, MD, MSCE; Michael J. Lotite; Usha K. Trivedi, B5; Matthew G. Denker, MD, MSCE: Debbie L. Cohen, MD;

and Raymond R. Townsend, MD

Background: The long-term cardiovascular risk of isolated ele-
vated office blood pressure (BP) is unclear.

Purpose: To summarize the risk for cardiovascular events and
all-cause mortality associated with untreated white coat hyper-
tension (WCH) and treated white coat effect (WCE).

Data Sources: PubMed and EMBASE, without language restric-
tion, from inception to December 2018.

Study Selection: Observational studies with at least 3 years of
follow-up evaluating the cardiovascular risk of WCH or WCE
compared with normotension.

Data Extraction: 2 investigators independently extracted study
data and assessed study quality.

Data Synthesis: 27 studies were included, comprising 25 786
participants with untreated WCH or treated WCE and 38 487
with normal BP followed for a mean of 3 to 19 years. Compared
with normotension, untreated WCH was associated with an in-
creased risk for cardiovascular events (hazard ratio [HR], 1.3&
[95% CI, 1.03 to 2.00)), all-cause mortality (HR, 1.33 [C], 1.07 to

1.671), and cardiovascular mortality (HR, 2.09 [CI, 1.23 to 4.48]);
the risk for WCH was attenuated in studies that included stroke in
the definition of cardiovascular events (HE, 1.26 [Cl, 1.00 to
1.54]). No significant association was found between treated
WCE and cardiovascular events (HE, 1.12 [CI], 0.91 to 1.39]), all-
cause meortality (HR, 1.11 [Cl, 0.89 to 1.45]), or cardiovascular
mortality (HR, 1.04 [Cl, 0.65 to 1.66]). The findings persisted
across several sensitivity analyses.

Limitation: Paucity of studies evaluating isolated cardiac out-
comes or reporting participant race/ethnicity.

Conclusion: Untreated WCH, but not treated WCE, is associ-
ated with an increased risk for cardiovascular events and all-
cause mortality. Out-of-office BP monitoring is critical in the di-
agnosis and management of hypertension.

Primary Funding Source: National Institutes of Health.
Ann Intern Med. 2019;170:853-8462. doi:10.7326/M19-0223

For author affiliations, see end of text.
This article was published at Annals.org on 11 June 2019.

Annals.org




Author

Total
Participants

Hazard Ratio
(95% CI)

Verdecchia
Fagard
Pierdomenico
Mancia

Sung

Asayama

Stergiou

Banegas

1994
2005
2008
2013
2013
2014
2014
2018

6458
63910

Overall (I-squared = 0.0%, p = 0.379)

1.17 (0.25, 5.33)
1.00 (0.35, 2.90)
0.97 (0.38, 2.46)
1.45 (0.28, 7.51)
5.59 (1.22, 25.55)
1.20 (0.93, 1.54)
1.42 (1.06, 1.91)
1.96 (1.22, 3.15)
1.36 (1.03, 2.00)
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Cohen JB, Lotito MJ, Trivedi UK, Denker MG, Cohen DL, Townsend RR. Cardiovascular Events and Mortality in White Coat Hypertension: A Systematic Review and Meta-analysis. Ann Intern Med. 2019 Jun 18;170(12):853-862. doi: 10.7326/M19-0223. Epub 2019 Jun 11. PMID: 31181575; PMCID: PMC6736754.


Total Hazard Ratio
Year Participants (95% CI)

Mancia 2013 1589
Sung 2013 1257

1.46 (0.83, 2.57)
1.30 (0.81, 2.09)

I
T
I
I
*
[
|

Asayama 2014 8237

!

1.17 (0.94, 1.47)
Stergiou 2014 6458 1.132 (0.87, 1.46)

Banegas 2018 63910 1.79 (1.38, 2.32)
Overall (I-squared = 41.1%, p = 0.095) 1.33 (1.07, 1.67)
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Cohen JB, Lotito MJ, Trivedi UK, Denker MG, Cohen DL, Townsend RR. Cardiovascular Events and Mortality in White Coat Hypertension: A Systematic Review and Meta-analysis. Ann Intern Med. 2019 Jun 18;170(12):853-862. doi: 10.7326/M19-0223. Epub 2019 Jun 11. PMID: 31181575; PMCID: PMC6736754.



Case Continues

» A 24 ambulatory blood pressure is obtained, showing a daytime
average of 116/78, night time average of 102/66. A diagnosis of white
coat hypertension is made, and antihypertensives are held.

» He obtains a home blood pressure cuff, which is confirmed to be
accurate in the office, and starts HBPM for one week a month, every
month.

» After 3 years, he notices his blood pressures are in the 140-150s, and
has a repeat ABPM confirming sustained hypertension. He is enrolled
in a co-management program with his nephrologist and pharmacist,
who have a collaborative practice agreement.



Pharmacist Integration




REVIEW

Annals of Internal Medicine

Comparative Effectiveness of Implementation Strategies for Blood
Pressure Control in Hypertensive Patients

A Systematic Review and Meta-analysis

Katherine T. Mills, PhD; Katherine M. Obst, MS; Wei Shen, MS; Sandra Molina, MPH; Hui-Jie Zhang, MD, PhD; Hua He, PhD;

Lisa A. Cooper, MD, MPH; and Jiang He, MD, PhD

Background: The prevalence of hypertension is high and is in-
creasing worldwide, whereas the proportion of controlled hyper-
tension is low.

Purpose: To assess the comparative effectiveness of 8 imple-
mentation strategies for blood pressure (BP) control in adults
with hypertension.

Data Sources: Systematic searches of MEDLINE and Embase
from inception to September 2017 with no language restrictions,
supplemented with manual reference searches.

Study Selection: Randomized controlled trials lasting at least &
months comparing the effect of implementation strategies ver-
sus usual care on BP reduction in adults with hypertension.

Data Extraction: Two investigators independently extracted
data and assessed study quality.

Data Synthesis: A total of 121 comparisons from 100 articles
with 55920 hypertensive patients were included. Multilevel,
multicomponent strategies were most effective for systolic BP
reduction, including team-based care with medication titration

by a nonphysician (—7.1 mm Hg [95% Cl, —8.9 to —5.2 mm Hg]),
team-based care with medication titration by a physician (—6.2
mm Hg [Cl, —8.1 to —4.2 mm Hg]), and multilevel strategies
without team-based care (—5.0 mm Hg [Cl, —8.0 to —2.0 mm
Hgl). Patient-level strategies resulted in systolic BP changes of
—3.9 mm Hg (Cl, =5.4 t0 —2.3 mm Hg) for health coaching and
—2.7 mm Hg (Cl, —=3.6 to —1.7 mm Hg) for home BP monitoring.
Similar trends were seen for diastolic BP reduction.

Limitation: Sparse data from low- and middle-income coun-
tries; few trials of some implementation strategies, such as pro-
vider training; and possible publication bias.

Conclusion: Multilevel, multicomponent strategies, followed by
patient-level strategies, are most effective for BP control in pa-
tients with hypertension and should be used to improve hyper-
tension control.

Primary Funding Source: National Institutes of Health.

Ann Intern Med. 2018;148:110-120. doi:10.7326/M17-1805 Annals.org
For author affiliations, see end of text.

This article was published at Annals.org on 26 December 2017.




Systolic Blood Pressure
Implementation Strategies Net Change in BP (95% Cl), mmHg Number of Studies
Team-based Care with Titration by Mon-physician - -7.1(-89,-52) 10
Team-based Care with Titration by Physician - 6.2(-81,42) 19
Multilevel Strategy without Team-based Care —a— -5.0(-8.0,-2.0) 8
Health Coaching [ ] -39(-54 -23) 38
Electronic Decision Support Systems - -3.7(-5.2,-22) 4
Home Biood Pressure Monitoring || -2.7(-36,-1.7) 26
Provider Training B -14(-36,07) 5
Audit and Feedback - -0.8(-2.1,05) 2
- 1
-15 0 15

Net Change in Blood Pressure, mmHg
Diastolic Blood Pressure

Implementation Strategies Met Change in BP (95% Cl), mmHg MNumber of Studies
Team-based Care with Titration by Non-physician - -3.1(-41,-22) 10
Multilevel Strategy without Team-based Care 2.9(-5.4, -0.4) 8
Team-based Care with Titration by Physician -27(-38.-15) 16

Health Coaching -21(-29,-13) 37

Home Blood Pressure Monitoring =1.5(-2.3,-0.8) 27
Electronic Decision Support Systems -15(-19,-1.1) 2

Provider Training -1.0(-2.2,0.1) 5

Audit and Feedback -06(-13,01) 2

-15 0 15
Net Change in Blood Pressure, mmHg

Ann Intern Med. 2018 Jan 16;168(2):110-120
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A total of 121 comparisons from 100 articles with 55 920 hypertensive patients were included. Multilevel, multicomponent strategies were most effective for systolic BP reduction, including team-based care with medication titration by a nonphysician (-7.1 mm Hg [95% CI, -8.9 to -5.2 mm Hg]), team-based care with medication titration by a physician (-6.2 mm Hg [CI, -8.1 to -4.2 mm Hg]), and multilevel strategies without team-based care (-5.0 mm Hg [CI, -8.0 to -2.0 mm Hg]). Patient-level strategies resulted in systolic BP changes of -3.9 mm Hg (CI, -5.4 to -2.3 mm Hg) for health coaching and -2.7 mm Hg (CI, -3.6 to -1.7 mm Hg) for home BP monitoring. Similar trends were seen for diastolic BP reduction.


Effect of Home Blood Pressure Telemonitoring and Pharmacist
Management On Blood Pressure Control: The HyperLink Cluster
Randomized Trial

>

JAMA. 2013 Jul 3;310(1):46-56

Context—Patients with high blood pressure (BP) visit a physician 4 times or more per year
onaverage in the U.S., yet BP is controlled in only about half. Practical, robust and sustainable
models are needed to improve BP control in patients with uncontrolled hypertension.

Objectives—To determine whether an intervention combining home BP telemonitoring with
pharmacist case management improves BP control compared with usual care and to determine
whether BP control is maintained after the intervention stops.

Design—A clinic-randomized trial with 12 months of intervention and 6 months of postintervention
follow-up. Patients and Setting—450 adults with uncontrolled BP recruited from 14,692 patients
with electronic medical records across sixteen primary care clinics in an integrated health system
in Minneapolis-St. Paul, MN.

Interventions—Eight clinics were randomized to provide usual care to their patients (n = 222) and 8
were randomized to provide the telemonitoring intervention (n = 228). Intervention patients
received home BP telemonitors and transmitted BP data to pharmacists who adjusted
antihypertensive therapy accordingly.

Main Outcome Measures—BP control to <140/90 mm Hg (<130/80 mm Hg in patients with diabetes
or kidney disease) at 6 and 12 months. Secondary outcomes were change in BP, patient satisfaction,
and BP control at 18 months.
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Patients and Setting—450 adults with uncontrolled BP recruited from 14,692 patients with electronic medical records across sixteen primary care clinics in an integrated health system in Minneapolis-St. Paul, MN. Interventions—Eight clinics were randomized to provide usual care to their patients (n = 222) and 8 were randomized to provide the telemonitoring intervention (n = 228). Intervention patients received home BP telemonitors and transmitted BP data to pharmacists who adjusted antihypertensive therapy accordingly.

Conclusions—Home BP telemonitoring and pharmacist case management achieved better BP control compared to usual care during 12 months of intervention, and benefits persisted for 6 months post-intervention. 


» Systolic BP decreased from baseline more among Telemonitoring
Intervention than Usual Care patients by 10.7 mm Hg (95% Cl, 7.3-
14.3) at 6 months, 9.7 mm Hg (95% Cl, 6.0-13.4) at 12 months, and
6.6 mm Hg (95% Cl, 2.5-10.7) at 18 months, all P < .001. Diastolic BP
decreased from baseline more among Telemonitoring Intervention
than Usual Care patients by 6.0 mm Hg (95% Cl, 3.4-8.6) at 6 months,
5.1 mm Hg (95% Cl, 2.8-7.4) at 12 months, and 3.0 mm Hg (95% Cl, -
0.3-6.3) at 18 months, all P < .001.

JAMA. 2013 Jul 3;310(1):46-56
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Case Continues

» Our patient enrolls into a remote blood pressure monitoring platform,
and over then next 6 months he is started on losartan 25mg daily,
titrated to 100mg daily and chlorthalidone 12.5 daily and his average
blood pressure is 126/76.




How to read an ABPM
report
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OVERALL STATISTICS, Samples =60 of 60 ( 100%)

Maximum
Systolic (mmHg) 166
Diastolic (mmHg) 121
Heart rate (BPM) 94
MAP (mmHg) 131

Time
(17:40)
(12:40)
(19:43)
(12:40)

Time
(03:00)
(01:58)
(01:58)
(01:58)

Average
142
95
72
111

Overall BP Load: 63% Sys, 72%Dia > 140/90 mmHg while awake and 120/80 mmHg while asleep

Std.Dev.
+/- 14.7
+/- 132
+/- 7.0
+- 132

AWAKE STATISTICS, Samples =52 of 60 (87%)

Maximum

Systolic (mmHg) 166

Diastolic (mmHg) 121
Heart rate (BPM) 94
MAP immHg) 131

Time
(17:40)
(12:40)
(19:43)
(12:40)

119 (07:06)
66 (07:06)
62 (13:58)
84 (07:06)

Awake BP Load: 69% Sys > 140 mmHg, 81% Dia > 90 mmHg

Average
146
99
73

ASLEEP STATISTICS, Samples =8 of 60 (13%)

Maximum
Systolic (mmHg) 127
Diastolic (mmHg) 89
Heart rate (BPM) 82
MAP (immHg) 101

Time
(06:07)
(23:06)
(03:00)
(23:06)

Minimum Time
108 (03:000
(] (01:58)
59 (01:58)
77 (01:58)

Asleep BP Load: 25% Sys > 120 mmHg, 12% Dia > 80 mmHg
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Patient underwent a 24-hour ambulatory blood pressure monitor (ABPM) study from
*** to ***,  The ABPM was requested for ***. There were *** valid readings.

The daytime loads are as follows:

Systolic Load (> or = 130 mmHg) ***% of *** readings
Diastolic Load (> or = 80 mmHg) ***% of *** readings
The nighttime loads are as follows

Systolic Load (> or = 110 mmHg) ***% of *** readings

Diastolic Load (> or = 65 mmHg) ***% of *** readings

The average of the day readings was *** mmHg; the night average was *** mmHg.
The overall average 24-hour blood pressure was *** mmHg.

Sleep suppression is defined as a 10% reduction in nighttime compared to daytime
readings. The patient *** show nighttime sleep suppression.

My impression is that the day, night, and 24-hour blood pressure readings are ***,
This *** white coat effect. The patient's diagnosis is consistent with ***,



Case Concludes

» The patient returns to see his PCP who finds that his home blood
pressures are once more elevated, frequently in the 140/90s. He is
asked to increase to chlorthalidone 25 and revisit his nephrologist.

» Arepeat ABPM demonstrates an average blood pressure of 128/62, but
systolic load of 54%. His lisinopril is changed to ghs, decreasing his
systolic load and resulting in excellent blood pressure control.



» If you are interested in implementing ABPM, don’t hesitate to reach
out

» Ankur.Shah®@brownphysicians.org

If you are interested in referring for ABPM

Brown Medicine Division of Kidney Disease and Hypertension
(401) 649-4060

375 Wampanoag Trail Suite 402, East Providence, Rl 02914
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mailto:Ankur.Shah@brownphysicians.org
https://www.google.com/search?q=douglas+shemin&rlz=1C1GCEA_enUS952US952&oq=douglas+shemin&aqs=chrome..69i57j46i175i199i512j46i512j0i67j46i175i199i512l3j69i60.1633j0j7&sourceid=chrome&ie=UTF-8
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Professional Use Continuous
Glucose Monitoring (pro-CGM)

9/8/2022 Prepared by Care Transformation Collaborative of Rl
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Comparison of Professional CGM Devices Currently Available

Comparison of
CGM

Abbott Freestyle

reader device that
does not go home
with the person with
diabetes

does not go home
with the person with
diabetes

Libre Pro Dexcom G6 Pro Medtronic iPro2
e Blinded Either Blinded
Wear Time 14 days 10 days & days
Calibration . .
Required? 0 0 3-4 times daily
Disposable wired Drspostls wu:ed Disposable wired
: sensor/ transmitter
sensorf fransmitter sensor
Separate touchscreen Sepame ic'\uchscreen Data transmitter
Components reader device that

attached to the sensor

Care Between Use

Disposable sensor/
tfransmitter

Disposable sensor/
transmitter

Transmitter must
be cleaned and

disinfected

Single step process

Two-step process
which includes

Multi-step process
which includes

Data Reports

Insertion ; i ) ) inserfing and laping
with auto-inserter inserting sensor and
: : both the sensor and
uﬂuchmg transmitter g
fransmitter
Site Upper Arm Abdomen Abdomen
Domgalotaling/ LibreView CLARITY Carelink
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Best Practice Sharing

* CGM discussion
e Best practice sharing
 Meet and greet with local reps and resources

9/8/2022 Prepared by Care Transformation Collaborative of Rl
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Next Meeting:
December 13th
7:30-9:00AM



https://www.ctc-ri.org/sites/default/files/uploads/Libre%20billing%20resources.pdf
https://www.ctc-ri.org/sites/default/files/uploads/ADCES%20prof-cgm-playbook.pdf
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ADVANCING INTEGRATED HEALTHCARE

Discussion Questions

* 3 Polling Questions

* Discussion Questions
* Where are the patient gaps using ProCGM?
 What barriers have you encountered with personal use CGM?
 What barriers have you encountered with professional use CGM?
 What are you hoping to gain from this learning collaborative?

9/8/2022 Prepared by Care Transformation Collaborative of Rl


Presenter
Presentation Notes
Are you currently using personal use CGM in your practice?
Yes 
No
I don’t know


Which care team member is responsible for managing patient education for personal use CGM?

Free text


Are you currently using professional use CGM in your practice?
Yes
No
I don’t know

Where are the patient gaps using ProCGM?

What barriers have you encountered with personal use CGM?

What barriers have you encountered with professional use CGM?

What are you hoping to gain from this learning collaborative?
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ADVANCING INTEGRATED HEALTHCARE

Meet your local reps

Freestyle Libre Dexcom
* Pete Danko * Bill Woods
e peter.danko@abbott.com * bill.woods@dexcom.com

9/8/2022 Prepared by Care Transformation Collaborative of Rl
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Resource Guide :

Resources can be found at

https://www.ctc-ri.org/other-

rograms/pharmacy-gi-initiative Dexcom resources
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https://www.ctc-ri.org/sites/default/files/uploads/ADCES%20prof-cgm-playbook.pdf
https://www.freestyleprovider.abbott/us-en/freestyle-libre-14-day-system.html
https://www.ctc-ri.org/sites/default/files/uploads/Libre%20billing%20resources.pdf
https://www.medtronicdiabetes.com/products/guardian-connect-continuous-glucose-monitoring-system?utm_source=bing&utm_campaign=CGM+-+BRAND+-+Core+-+Exact&utm_medium=cpc&ds_rl=1298299&msclkid=f9c6cae08cdf1a606c13a9e32c6e7db6
https://www.ctc-ri.org/sites/default/files/uploads/Getting%20Started%20G6%20Pro%20PowerPoint%20%281%29.pptx
https://www.ctc-ri.org/sites/default/files/uploads/GEMCO%20Account%20Setup%20Instructions.pdf
https://www.ctc-ri.org/sites/default/files/uploads/G6%20Pro%20Work%20Flow%201-2-3.pdf
https://www.ctc-ri.org/sites/default/files/uploads/Dexcom%20G6%20Pro%20User%20Guide.pdf
https://www.ctc-ri.org/sites/default/files/uploads/Dexcom%20G6%20Pro%20UnBlinded%20CGM%20Patient%20Handout.pdf
https://www.ctc-ri.org/sites/default/files/uploads/Dexcom%20G6%20Pro%20Patient%20Tracking%20Form.pdf
https://www.ctc-ri.org/sites/default/files/uploads/Dexcom%20G6%20Pro%20Daily%20Log%20Sheet.pdf
https://www.ctc-ri.org/sites/default/files/uploads/Dexcom%20G6%20Pro%20Blinded%20CGM%20Patient%20Handout.pdf
https://www.ctc-ri.org/sites/default/files/uploads/2022%20CPT%20BILLING%20CGM%20REFERENCE.pdf
https://www.ctc-ri.org/other-programs/pharmacy-qi-initiative
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