Clinical Committee Agenda
November 9th, 2021 from 9 — 10 am

I. Opening Remarks — Warria Esmond & Jose Canario

Il. State & National Policy Update — Marie Mongeon

COMMUNITY
HEALTH CARE lll. Emergency Management Update — Alex Lipovtsev

ASSOCIATION
of New York State

IV. Monthly Topic: Hypertension — Diane Ferran
a. Data Review

b. CHC Successful Strategies: Community Health Network & Jericho Road

VIII. Closing Remarks
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Hypertension Data Review
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Hypertension Scorecard

TY Dcbober 2021

MEASURE RESULT MNUM DENDM EXCL

Undiagnosed HTH 33% 21,70 £53,253 3B 472

HTM Controlling High BP . 61 9% 120,214 194,333 GAGE
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HTHN BP Control by Age
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Social Determinants of Health: Race & Ethnicity

HTH Controlling High Blood Pressure by Race

American Indian/Alaska Mative
Asian

Black/African American
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Unreported/Refusad to Report Race
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HTHN Controlling High Blood Pressure by Ethnicity
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Social Needs Among HTN Patients

=12 SDOH

8-12 sDOH

4-F SDOH

=4 5SDOH
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Community Health Center
Successful Strategies
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REMOTE PATIENT
MONITORING:

Leveraging technology to improve
hypertension in underserved
communities

CORE GROUP Jean Better Cazeau, DNP, RN

Rebecca Lee, MD
Sara Fernandez, PhD



RPM INITIATIVE BACKGROUND

C
HT

CHN serves medically underserved populations --
disproportionately impacted by chronic diseases
including hypertension (HTN)

28% Adults in NYC

40% Adults in CHN communities

>7700 CHN adult patients diagnosed with HTN
50% controlled Hypertension
Declined since COVID pandemic

HN received grant from HHS/HRSA to improve
N among racial and ethnic minorities

National Hypertension Control
Initiative

Controlling High Blood Pressure (UDS 2021 Table 7)

68%

66%

Compliance

54%

62% | HRSA Healthy People Goal 2020

50% |
58% —
56% —
54% —
52% —
50% —

Covid-19 Global
Pandemic declared
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Patient
Engagement

Marketing Clinical Disease
&Training Management

Health Home
Grant Funding, Care

Re-imbursement Coordination
Services

Online
Technology
Platform
(PREVVY)

IT Data
Collection &
Monitoring




PROJECT GOALS




PILOT LAUNCH- AUG 2021

* 4 pts (2 participants of
Health Homes (HH))

 Enroliment Day
 Routine visit with PCP

 Meet with Clinical staff (HH,
Nursing) for training
« Consent

Downloading platform app on
smartphone

Navigating platform
Pairing BP monitor to platform
How to take BP

Setting Up Your Device for Prevvy

1. Download Prewy from the App Store. When it 0 prevvy © Cancel
is finished downloading, click Open.

2. A message will pop-up asking permission to use O
“Prevvy" Would Like to
Use Bluetooth
needs bluetooth access to get data
from your medical devices

Bluetooth. This is important for connecting the
blood pressure monitor to Prevvy. Click Ok.

3. Asecond message will pop-up asking

Pairing Your Blood Pressure
Monitor to Prevvy

1. Login to Prewy. Go to the drop-down menu

Click Devices

2. On the blood pressure monitor, press and
hold the Bluetooth button until you see the

letter “P" blinking on the screen. This means

the device is ready to pair.




At a glance...

PREVVY PLATFORM-PATIENTS

/

English ~

Generic Hypertension
program

Morning

=
// Generic Hypertension
program

Morning

English ~

What is

il Hy pertension

Healthcare Ne!

Hypertension (also known as high
blood pressure) is when the blood
pressure, the force of blood flowing
through your vessels, is too high.

High blood pressure can be silent,
which means you may not have any
symptoms or warning signs. Many
people may not know that they have
high blood pressure.

Getting your blood pressure checked
is the only way to know if you have
high blood pressure.
e Your doctor will check your blood
pressure at your visits and make

4:299
OBSERVATION

Subtype

Systolic
Diastolic

Heart rate

English

Add Metrics

Vital Signs

Systolic 126 mm[Hg]

palat WA,

Diastolic 90 mm[Hg]

Heart rate

Fitness/Routine

There aren't any observations to show.

®

pressvy

prevention savvy



At a glance...

PREVVY PLATFORM -CLINICAL TEAM

= @ Prevvy

/ﬁ{ g Q ’ last name , first name Hypertension Prograr v 20 v 1 Week v X Clear

32 Patients
Tracked
Patient Action Sys Dia Heart Rate No Tracking in Last Review
days/month
k2 Metrics
Encounters o2 a 126 90 91 3 5 09/21/2021
Care plans
3
Obi=éa@» 09/21/2021
: s | iSHistory
|
o) ﬁ " 4 D Systolic Diastolic Heart rate 09/21/2021
10/17/2021 17:37 128 mmHg 90 mmHg 69 bpm o °
|
I 10/17/2021 17:35 126 mmHg 88 mmHg 68 bpm e O
o ﬁ o, 6 m 10/17/2021 08:05 124 mmHg 98 mmHg 71 bpm 10/18/2021
| 10/17/2021 08:01 123 mmHg 94 mmHg 73 bpm
l 10/16/2021 19:15 127 mmHg 92 mmHg 78 bpm
ObLi246 @D 10/16/2021 1913 127 mmHg 86 mmHg 74bpm @ ©®
10/16/2021 06:17 126 mmHg 92 mmHg 76 bpm
10/16/2021 06:16 128 mmHg 97 mmHg 75 bpm
10/15/2021 18:03 107 mmHg 79 mmHg 80 bpm o ©°
} 10/15/2021 18:00 110 mmHg 76 mmHg 76 bpm o O
10/15/2021 06:35 121 mmHg 86 mmHg 75 bpm o °
10/15/2021 06:34 134 mmHg 93 mmHg 79 bpm
10/14/2021 18:36 116 mmHg 81 mmHg 72 bpm o O
10/14/2021 18:35 121 mmHg 79 mmHg 73 bpm o O L4
10/14/2021 05:24 124 mmHg 79 mmHg 70 bpm e O ]
10/14/2021 05:23 118 mmHg 84 mmHg 74 bpm o ©° preswvy
10/12/2021 18:28 119 mmHg 86 mmHg 73 bpm o O TSI R



PILOT SUCCESS CASE

46 year old Female with history of hypertension, -
obstructive sleep apnea, obesity, dyslipidemia
10/16/2021 22:13 127 mmHg 86 mmHg 74 bpm @
HTN has been uncontrolled since 2017. RS SRR Rheehm | SRWER e
10/16/2021 09:16 128 mmHg 97 mmHg 75 bpm
¢ 09/01/201 7 152/1 03 10/15/2021 21:03 107 mmHg 79 mmHg 80 bpm D
® 06/05/2018 123/94 10/15/2021 21:00 110 mmHg 76 mmHg 76 bpm @
e (07/08/2019: 151/93 10/15/2021 09:35 121 mmHg 86 mmHg 75 bpm ®
° 07/10/2020 144/1 02 10/15/2021 09:34 134 mmHg 93 mmHg 79 bpm
. 10/14/2021 21:36 116 mmHg 81 mmHg 72 bpm &3
* 07/26/2021 ) 146/1 1 O 10/14/2021 21:35 121 mmHg 79 mmHg 73 bpm &)
» 08/16/2021: 128/100 (P".OT enrollment) 10/14/2021 0824 124 mmHg 79 mmHg 70bpm @
e 10/15/2021: 116/81 10/14/2021 0823 118 mmHg 84 mmHg 74bpm @
10/12/2021 21:28 119 mmHg 86 mmHg 73 bpm @
. . . . 10/12/202 : mm mm bpm D
Current HTN medications: Amlodipine 10mg daily, e et e s
. . . Y 10/12/2021 08:22 126 mmHg 87 mmHg 73 bpm D
Atenolol 50mg daily, lisinopril 40 mg daily. .
10/12/2021 08:21 124 mmHg 88 mmHg 77 bpm @
10/11/2021 2157 118 mmHg 84 mmHg 74 bpm b9)]
Patient reports improved adherence to lifestyle 10112021  ©21:56  122mmHg  82mmHg  74bpm @
Changes due to dally reminders. 10/11/2021 09:05 116 mmHg 86 mmHg 80bpm @
10/11/2021 09:04 114 mmHg 80 mmHg 72 bpm D
10/10/2021 21:25 114 mmHg 80 mmHg 77 bpm D

pressvy




PILOT - LESSONS LEARNED

L D

v/

LANGUAGE DEVICE ADDITIONAL
ELEMENT CONNECTIVITY SUPPLIES
THEME FEEDBACK (3)

FREQUENCY OF ALARMS + 25

Alarm encouraged me to exhibit the right behavior (taking BP, monitor sodium level)

TIME OF BP CHECK + 20
As long as reminder is there, patient would still exhibit the right behavior. 15
EASE OF USE OF BP DEVICE + 10
AND NAVIGATION OF PLATFORM

ACCESSING SUPPORT + 9
Patient can benefit from more guidance. A check in once a week would be helpful for the 0
first two months, ideally with a phone call since it is more personable.

aid ﬁ

CUSTOMER HEALTH HOMES
SUPPORT SIGNIFICANCE

« COMPLIANCE-TRACKED DAYS/MONTH

Data entry days (,§EKEJ )

- Data entry days tracked compliance rate

Pt 1

Pt 2 Pt3(HH)  Pt4(HH)

PARTICIPA
NT

100

80

60

40

20



21505 MARKETING BEGAN OUTREACH with
=BG =] 200+ PATIENTS

PATIENTS

OUTREACH OCT 2021

PHASE 2.

o | 3100+ PATIENT RECEIVING MEDICAL

o= aNiE 0 | CARE AT CHN
OUTREACH

RPM PROGRAM EXPANSION




Jean B. Cazeau, DNP, RN
Director of Nursing
CHNNY

ibcazeau@chnnyc.org

THANK YOU!

Rebecca Lee, MD
Medical Director at Tremont
CHNNY

Rlee@chnnyc.org

Sara Fernandez, PhD
Founder and COO
PREVVY

sara.fernandez@prevvy.co



mailto:sara.fernandez@prevvy.co

Improving Hypertension in Primary

Care Settings

Presented by: Emelie Obrochta, MPA
Director of East Side Programs

JERICHO ROAD

COMMUNITY HEALTH CENTER




HRSA SMBP Grant

Objective: Health centers have until the end of the 3-year period to make SMBP devices available to a majority of

patients 18 to 85 years old diagnosed with hypertension

Awarded: January 13th 2021

Measurable Outcomes:

Disengaged patients with hypertension
(decreased number)

Blood pressure levels (decrease in both
systolic and diastolic)

Mortality Rates (decrease in ED visits

and hospital discharge for hypertensive

crisis)

D

Med adherence

% Controlled

# patients screened for HTN
SDOH lens: patient education
and understanding

Culture change: workflow,
treatment protocols, SMBP
based patient engagement

Health and digital literacy



Hypertension Care Team Roles & Deliverables

Community Health Workers

)

Clinical Pharmacist

4

Clinical Team

Engaged patients with hypertension
SDOH lens: patient education and

understanding
Health and digital literacy

Med adherence

# patients screened for HTN

Culture change: workflow, treatment protocols,

SMBP based patient engagement



HRSA HTN Potential Candidate
Report Criteria:

Patients seen in Q1 of 2021 with 3
BPs greater than 140 or 90 for the
past 3 BPs

(excluding those only seen for covid
testing or vaccine administration)

Q1 Report total = 374 patients

Workflow Processes

Internal Referral

Q@ Test Test consult .
Panh s e ‘ JRCHC | Triage

< 11/01/2000 20 yrs, 4 mos
User TEAM,HTN HRSA

Reason INTREFHTN

INT REF HTN HRSA

Primary Language:
Secondary Language:

Most Recent Blood Pressure: 145/96

Status

Rating

Open

1 Normal

%



SMBP Devices

Welch Allyn Home with SureBP Technology
e Bluetooth/Wifi enabled
e Datais stored in the Welch Allyn Home app

Challenges:
e Devices arrived June 30th due to back order
e Not all patients have wifi access or compatible devices

Billing:
e 99473- Self-measured blood pressure using a device calibrated for clinical accuracy; patient
education/training and device calibration
e 99474- Self-measured blood pressure; two readings one minute apart twice daily over a 30-day period
(minimum 12 readings)

Device Loaner Agreement:
e 3 month loaner agreement



Outreach Efforts

6 Month Progress

Outreached
Total

Scheduled
Declined

Intake
Completed

Quarter 3 2021

157

78

35

45

Devices Loaned

16

UDS: Controlling High BP

CY 2020 Jan-Aug 2020
2021 National
Avg

55.2% 58.1% 57.98%

Total Candidates %
Jan - Oct 2021 Controlled

936 30%



