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PPC3: Care Management 
 
Element A: Guidelines for Important Conditions 
We used our UDS report to determine that our 3 clinically significant conditions are 
hypertension, diabetes and asthma. 

 
 
CHC-B adopted the clinical guidelines published by HealthTeamWorks for adult cardiovascular 
disease, diabetes, and asthma. (These are uploaded into the document library). We have 
utilized these guidelines to build patient alerts, clinical reminders, templates, and reports to 
manage these 3 patient populations.  
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1. First clinically important condition - hypertension 
Here is the template we use to determine Framingham 10-year CVD Risk Assessment and LDL 
goal setting. There is a template for women and men. 
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Providers and staff review a patient’s history, labs and medications to do an annual Framingham Risk and 
set and LDL goal with the patient. This would document in a patient’s chart as follows: 
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II. CLINICAL PROTOCOLS 
A. Essential Hypertension- (For complete details guideline use JNC 7 as a reference) 
Hypertension affects approximately 50 million individuals in the United States and approximately 
1 billion worldwide.  The relationship between BP and risk of CVD events is continuous, 
consistent, and independent of other risk factors.  The higher the BP, the greater is the chance of 
heart attack, heart failure, stroke and kidney disease.  Table 1 provides a classification of BP for 
adults ages 18 and older.  The classification is based on the average of two or more properly 
measured, seated BP readings on each of two or more office visits. 
 

Table 1 Classification and management of blood pressure for adults* 

BP 
Classification 

SBP* 
mmHg 

DBP* 
mmHg 

Lifestyle 
Modification 

Initial Drug Therapy 
Without Compelling 

Indication 
With Compelling 

Indications (See Table 
8) 

Normal <120 And <80 Encourage No antihypertensive drug 
indicated 

Drug(s) for compelling 
indications. *** Prehypertension 120-139 Or 80-90 Yes 

Stage 1 
Hypertension 

140-159 Or 90-99 Yes 

Thiazide-type diuretiecs 
for most. May consider 
ACEI, ARB, BB, CCB or 

combination 
Drug(s) for compelling 
indications.*** Other 

antihypertensive drugs 
(diuretics, ACEI, ARB, BB, 

CCB) as needed Stage 2 
Hypertension 

>=160 Or >=100 Yes 

Two-drug combinations 
for most.** (usually 

thiazide-type diuretic and 
ACEI or ARB or BB or 

CCB) 
DBP, diastolic blood pressure: SBP, systolic blood pressure 
Drug abbreviations: ACEI, angiotensin converting enzyme inhibitor; ARB, angiotensin receptor blocker; BB, beta-
blocker; CCB, calcium channel blocker 
 
*    Treatment determined by highest BP category 
**   Initial combined therapy should be used cautiously in those at risk for orthostatic hypotension 
*** Treat patients with chronic kidney disease or diabetes to BP goal of <130/80 mmHg 
 
1.  Accurate Blood Pressure Measurement in the Office 
The auscultatory method of BP measurement with a properly calibrated and validated instrument 
should be used.  Person should be seated quietly for at least 5 minutes in a chair (rather than on an 
exam table), with feet on the floor and arm supported at heart level.  Measurement of BP in the 
standing position is indicated periodically, especially in those at risk for postural hypotension.  
An appropriate-sized cuff (cuff bladder encircling at least 90% of the arm) should be used to 
ensure accuracy.  At least two measurements should be made.  SBP is the point at which the first 
of two or more sounds is heard (phase 1) and DBP is the point before the disappearance of sounds 
(phase 5).  Clinicians should provide to patients, verbally and in writing, their specific BP 
numbers and BP goals. 
 
2. Patient Evaluation 
Evaluation of patients with documented hypertension has three objectives: 

a. To access lifestyle and identify other cardiovascular risk factors or concomitant 
disorders that may affect prognosis and guide treatment (table 2) 
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b. To reveal identifiable cause of high BP (table 3) 
c. To access the presence or absence of target organ damage and CVD 

The data needed are acquired through medical history, physical examination, routine laboratory 
tests and other diagnostic procedures.  The physical examination should include appropriate 
measurement of BP, with verification in the contralateral arm; examination of the optic fundi; 
calculation of BMI, auscultations of carotid, abdominal and femoral bruits; palpitation of the 
thyroid gland; thorough examination of the heart and lungs; examination of the abdomen for 
enlarged kidneys, masses and abnormal aortic pulsation; palpation of the lower extremities for 
edema and pulses; and neurological assessment. 
 

Table 2 Cardiovascular Risk Factors        

Major Risk Factors 
Hypertension* 
Cigarette smoking 
Obesity * (BMI >=30 kg/m2) 
Physical inactivity  
Dyslipidemia 
Diabetes Mellitus 
Microalbuminuria or estimated GFR<60 mL/min 
Age (older than 55 for men, 65 for women) 
Family history of premature cardiovascular disease  
(men under age 55 or women under age 65) 
Target Organ Damage 
Heart 

 Left ventricular hypertrophy 
 Angina or prior myocardial infarction 
 Prior coronary revascularization  
 Heart failure 

Brain 
 Stroke or transient ischemic attack 

Chronic kidney disease 
Peripheral arterial disease 
Retinopathy 

 
 
 
Table 3 Identifiable Cause of Hypertension 

 
 
 
 
 
 
 
 
 
 
 

3. Laboratory Tests and Other Diagnostic Procedures  

Sleep Apnea 
Drug-induced or related causes 
Chronic kidney disease 
Primary aldosteronism 
Renovascular disease 
Chronic steroid therapy and Cushing syndrome 
Phechromocytoma 
Coarctation of the aorta 
Thyroid or parathyroid disease 
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Routine laboratory tests recommended before initiating therapy include an electrocardiogram; 
urinalysis; CBC, CMP and a lipid profile, after 9-12 hour fast. 
 
4. Treatment 

a. Goals of therapy – Treating SBP and DBP to targets that are <140/90 mmHg is 
associated with decrease in CVD complications.  In patients with hypertension and 
diabetes or renal disease, the BP goal is 130/80 mmHg. 

b. Lifestyle Modifications (Table 4) – Weight reduction in those individuals who are 
overweight or obese, adoption of the Dietary Approaches to Stop Hypertension 
(DASH) eating plan which is rich in potassium and calcium, dietary sodium 
reduction, physical activity and moderation of alcohol consumption. Lifestyle 
modifications reduce BP, enhance antihypertensive drug efficacy, and decrease 
cardiovascular risk. 

 
Table 4 Lifestyle modifications to manage hypertension 

Modification Recommendation Approximate SBP 
Reduction Range 

Weight reduction Maintain normal body weight (BMI 18.5-24.9) 5-20 mmHg/10 kg weight 
loss 

Adopt DASH eating 
plan 

Consume a diet rich in fruits, vegetables, and low fat dairy 
products with a reduced content of saturated and total fat. 

8-14 mmHg 

Dietary sodium 
reduction 

Reduces dietary sodium intake to no more than 100 mmol per 
day (2.4 g sodium or 6 g sodium chloride) 

2-8 mmHg 

Physical activity Engage in regular aerobic physical activity such as brisk 
walking (at least 30 min per day, most days of the week) 

4-9 mmHg 

Moderation of alcohol 
consumption 

Limit consumption to no more than 2 drinks (1 oz or 30 mL 
ethanol; e.g 24 oz beer, 10 oz wine or 3 oz 80-proof whiskey) 
per day in most men and to no more than 1 drink per day in 
women and lighter weight persons 

2-4 mmHg 

 
c. Pharmacologic Treatment- There are excellent clinical outcome trial data proving 

that lowering BP with several classes of drugs, including angiotensin converting 
enzyme inhibitors (ACEI), angiotensin receptor blockers (ARB), beta-blockers (BB) 
and thiazide-type diuretics, will all reduce the complications of hypertension. 
Thiazide-type diuretics should be used as initial therapy for most patients with 
hypertension, either alone or in combinations with one of the other classes (ACEI, 
ARB, BB, CCB) demonstrated to be beneficial in randomized controlled outcome 
trials.  Most patients who are hypertensive will require two or more antihypertensive 
medications to achieve their BP goals.  Addition of a second drug from a different 
class should be initiated when use of a singe drug in adequate doses fails to achieve 
the BP goal.  When BP is more than 20/10 mmHg above goal, consideration should 
be given to initiating therapy with two drugs. 

 
4.  Follow-up and Monitoring 
Once antihypertensive drug therapy is initiated, most patients should return for follow-up 
and adjustment of medication at approximately monthly intervals until the BP goal is 
reached.  More frequent visits will be necessary for patients with stage 2 hypertension or 
with complicating co-morbid conditions.  Serum potassium and creatinine should be 
monitored al least 1-2 times/year.  After BP is at goal and stable, follow-up visits can 
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usually be at 3- to 6-month intervals.  Low-dose aspirin therapy should be considered 
only when BP is controlled, because the risk of hemorrhagic stroke is increased in 
patients with uncontrolled hypertension. 
 
5. Special Considerations 
The patient with hypertension and certain co-morbidities requires special attention and 
follow-up by the clinician. 
 

Table 5 Clinical trial and guideline basis for compelling indications for individual drug classes 

Compelling Indication Recommended Drugs Clinical Trial Basis 
Di

ur
et

ic 

BB
 

AC
EI

 

AR
B 

CC
B 

Al
do

 A
NT

 

Heart failure 

* * * *  * 

ACC/AHA Heart Failure Guideline, MERIT-HF 
COPERNICUS, CIBIS SOLVD, AIRE, TRACE, 
ValHEFT, RALES 

Postmyocardial 
infarction  * *   * 

ACC/AHA Post0MI Guideline, BHAT, SAVE, 
Capricorn, EPHESUS 

High coronary disease 
risk * * *  *  

ALLHAT, HOPE, ANBP2, LIFE, CONVINCE 

Diabetes * * * * *  NKF-ADA Guideline, UKPDE, ALLHAT 
Chronic kidney disease 

  * *   
NFK Guideline, Captopril Trial, RENAAL, IDNT, 
REIN, AASK 

Recurrent stroke 
prevention *  *    

PROGRESS 

 

6. Resistant Hypertension 
Resistant hypertension is the failure to reach goal BP in patients who are adhering to full 
doses of an appropriate three-drug regimen that includes a diuretic.  After excluding 
potential identifiable hypertension, clinicians should carefully explore reasons why the 
patient is not at goal BP.  Particular attention should be paid to diuretic type and dose in 
relation to renal function. 
 
Table 4  Causes of resistant hypertension 

Improper BP Measurement 
Volume Overload and Pseudotolerance 

 Excess sodium intake 
 Volume retention from kidney disease 
 Inadequate diuretic therapy 

Drug-induces or Other Causes 
 Non-adherence 
 Inadequate doses 
 Inappropriate combinations 
 Non-steroidal anti-inflammatory drugs; cyclooxygenase 2 inhibitors 
 Cocaine, amphetamines, other illicit drugs 
 Sympathomimetics (decongestants, anorectics) 
 Oral contraceptives 
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 Adrenal steroids 
 Cyclosporine and tacrolimus 
 Erythropoietin 
 Licorice (including some chewing tobacco) 
 Selected over-the-counter dietary supplements and medicines  

(e.g. ephedra, ma haung, bitter orange) 
Associated Conditions 

 Obesity 
 Excess alcohol intake 

Identifiable causes of hypertension ( See table 3) 
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We utilize the Clinical Event Manager in our EMR to build patient alerts based on the clinical 
guidelines. Here is an example of some of the alerts that are built in our system. 
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Here is an example of what pops up in a patient’s chart when due or past due. 
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Another excerpt from our Medical Clinical Guidelines (last revised April 2009) 
C. Diabetes 

1. This plan applies to adult and elderly clients who have any form of diabetes with or 
without complications or other diagnosis. The treatment goal is long-term control of 
blood sugar levels. 
2. A patient with diabetes will be placed on an appropriate regimen involving diet, 
exercise, and/or medications. Diabetic education will be strongly encouraged for every 
new diabetic family. 
3. Once adequate control is achieved, the patient will be seen at least every three 

   months. At each three-month visit, the following parameters will be assessed: 
a. Weight 
b. Blood pressure 
 (1)Goal is less than 130/80 
c. Consider fundoscopic examination 
d. Blood glucose monitoring  
e. Hemoglobin A1c measurement 
 (1) Goal is less than 7.0 
f. Annual Diabetic eye exam by an ophthalmologist 
 (1) If unable may do retinal photography. 
g. Offer continuing diabetic education 
h. Annual urine dip for protein with microalbumin if negative for protein. 

(1)Alternatively microalbumin/creatinine ratio may be performed 
(2)If positive for proteinuria patient should be given an ACE or ARB and 
24 hour urine for protein  and creatinine clearance and/or nephrology 
referral should be considered. 

   i.  renal evaluation every 3-6 months (lab work) 
   j. Annual dental exam 
                                       k. Annual lipid evaluation if not on medication. Repeat lipids  and LFT    
                                         every 6 months if on medications to lower cholesterol. Needs to have    
                                         baseline LFTs before starting pts on statin. 
    (1)Follow treatment protocol under hypertension to meet goal of   
   LDL. 

l. Success with Self Management goals/New Goal setting 
5. See also Diabetes Collaborative Goals  

 
 
 
D. Asthma 

1. Medical management should include treatment with appropriate anti-inflammatory 
therapy as well as beta-agonist agents if the patient uses rescue inhaler more than twice a 
week. 
2. Patients will be followed at least 1-2 times  a year for mild asthma and at least four 
times a year for moderate to severe disease. 
3. Treatment of lifestyle issues will be a component of the therapeutic management and 
should include diet, exercise, and self-management issues such as peak flow meter use 
and avoidance of triggers. 
4. Spirometry at baseline and 1-2 months after symptoms have stabilized and then 
annually. 
5 Pulse ox and Peak flows on every visit for asthma. 
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Here are some screen shots from templates we use for Diabetes and Asthma: 
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Asthma 
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