Hypertension Suite of Templates Tutorial

The Hypertension Suite of Templates have been designed to make it possible to efficiently and
excellently document the proper care of hypertension and to simultaneously provide the
opportunity for healthcare providers to improve their understanding of the disease, while
evaluating the quality of care they personally give to patients with hypertension. At present, over
50% of the patients who are treated by SETMA have a diagnosis of hypertension making its
treatment a key element in our delivery of quality healthcare.

There is no condition which is not worsened by the concomitant presence of hypertension and
there are few chronic conditions which are as devastating to the health and well being of a
patient as that of elevated blood pressure. Finally, the complexity of the treatment of
hypertension is compounded by the fact that so many special cases exist each of which requires
different considerations for the proper treatment of high blood pressure.

On the other hand, few chronic conditions offer the promise as does the effective treatment of
hypertension. The consequences of untreated hypertension are grave, but the results of effective
control of hypertension are gratifying. However, the reality is that the overwhelming majority of
patients with hypertension are inadequately treated.

It is for all of these reasons that SETMA's Hypertension Suite of Templates not only offers a
tool for the documentation of the patient's hypertension treatment but also provides information,
insight and algorithms for the analysis of a patient's blood pressure treatment and control in:

e The evaluation of secondary hypertension

o The presence of Dippers and Non-Dippers

e White Coat Syndrome and its cardiovascular risk

e Diabetes

e Depression

o The elderly

e Insulin Resistance

o Isolated Systolic Blood Pressure

e Kidney Disease

e Medication selection in dozens of comorbid conditions

The following is not only an explanation of how to use SETMA's Hypertension Suite of
Templates, but it is also a structure for logically approaching the treatment of hypertension
along with a wealth of information and insight about that treatment.

The Hypertension Suite of Templates can be accessed from:

AAA Home
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o When the Template button is clicked you will be presented with the preference list.

o If the Hypertension Master Template is listed as one of your preferences, select it.

o [Ifitis not one of your preferences, select the All radio button and then scroll down until
you find it in the list.

3of112



select Template x|

Medical Records | Demographics I

Dirn Cza Eval -
D' Cza Exam _I
D Cza Rog

Dirn Cza Strigk,

D' Cza Treatment —
L Hpt:

Do Hpt Algorithm

D Hpt Bpat

D' Hpt Depression

Do Hpt Dipperst

DO Hpt Diongen

D Hipt Elde et

Do Hpt Eval

D Hipt [ngulin LI

— Show
Lo |

™ Preferred

Categories [

k. I Cancel

NOTE: For more on how to set up your preferences, Click Here
Other Disease Management Tools Hyperlinks

The Master Hypertension Template provides the entry point into the management of
hypertension

Information at the top of the Master Hypertension Template
o Title

e Guidelines - this is a hyperlink which launches a list of General Hypertension Guidelines
about blood pressure management. These are listed below.
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Havigation
Hypertension Management Patient | RichmondPROL | | Ztest | & HPT © Genersl
I Guidelines Age |35 |Se: |M | Home

Lifestyle Changes

Beginning Blood Pressure Highest Blood Pressure
| I | | |I| | ir | | |l,.| | Dippers and White Cost
HFT and Diahetes
Vital Signs Major Risk Factors =
Blood Pressure Pulze Pressure ¥ Tabacca Use Caleulste Assessment (R ) D el
Trial 1 i o | | Dryslipidemiz o HPT and the Elderly
I~ Disbetes Melit Blood Pressure Clazsification e — |
Trial 2 ! s SR | HPT, Insulin Resistance
Trial 3 i Family Hx of C¥ Diseaze !
[ Male =55 Izaolated Systolic HPT
Pulze [~ Female <EB5 Recommended Follow-Up _—
Helght A e | - | HFT and Kidney Dizeaze
Wigight poUnds v Male Risk Group Evaluation
Bl ‘| | | Postmenopauszal Female | |
— " ) Treatment Based on Rizsk Aszeszment
Biody Fat % Ad«itional Risk Factors
— I~ cHF Treatment
Waist inches -
Hips inches n ?IiD HPT iz
Reatin I 00 | Stroke Physician Role
Fram CVD 10-%r Risk % [ Peripheral Vas;glar Diseaze Patient Information
Fraim. Stroke 10-Yr Risk % F gzt”_al Inastzfﬂuency Click for Documents |
ina|
Global Cardio Risk a B Lah Results | Physician Information

tetabolic Syndrome: « { Labs Ower Time Claszification
= . ' e
= e = | Rizk Stratification

Vitals Ooweer Time I

Dm Hpt Guidelines . x|

Hypertension Guidelines

B |n perzons older than S0, systolic blood pressure (BPY of more than 140 mm Hg iz a much more
important cardiovascular dizeaze (CWD) risk factar than diastalic BP.

B The rizk of CvD, beginning &t 115675 mm Hg, doubles with each increment of 2000 min Hgy.

B |ndividuals wwith & systalic BP of 120 10 139 mm Hg or a diastolic BP of 50 to 89 mm Hg should
be considered as prehypertenszive and encouraged to adopt health-promoting lifestyle
modifications such as weight reduction, distary sodium reduction, and regular pheysical
activity.

B Thiazide type diuretics should be prescribed for most patients swith uncomplicated hypertension,
ethier alone or combined with drugs from other classes.

B host patients with hypettension reguire 2 or more artihypertensive medications to achieve
BP 140090 mm Hg, or = 130580 mim Hy for patients with disbetes or chronic kidney dizeaze.

B |f BF iz more than 200410 mm Hy above goal BP, consideration should be given to initisting
therapy with 2 agents, 1 of wwhich usually should be thiazide-type diuretic.

Cancel |
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Hypertension Management

The General Hypertension Guidelines provide the imperative for effective blood
pressure control. The Guidelines state:

o In persons older than 50, systolic blood pressure (BP) of more than 140 mm Hg is
a much more important cardiovascular disease (CVD) risk factor than diastolic

BP

o The risk of CVD, beginning at 115/75 mm Hg, doubles with each increment of

20/10 mm Hg.

o Individuals with a systolic BP of 120 to 139 mm Hg or a diastolic BP of 80 to 89
mm Hg should be considered as pre-hypertensive and encouraged to adopt health-
promoting lifestyle modifications such as weight reduction, dietary sodium
reduction, and regular physical activity.

o Thiazide type diuretics should be prescribed for most patients with uncomplicated

hypertension, either alone or combined with drugs from other classes.

o Most patients with hypertension require 2 or more antihypertensive medications
to achieve BP 140/90 mm Hg, or < 130/80 mm Hg for patients with diabetes or
chronic kidney disease.

o IfBP is more than 20/10 mm Hg above goal BP, consideration should be given to
initiating therapy with 2 agents, 1 of which usually should be thiazide-type

diuretic.

Patient Name, Age, Sex

Guidelines

Beginning Blood Pressure

Patient | RichmondPROL || Ztest |

Age

[35 |sex [m |

iy

Highest Blood Pressure

| ‘i

Vital Signs

Blood Prezsure

Trial 1

0

Trial 2

Trial 3

Pulze
Heigght
Wyigight
=1
Body Fat
Waist
Hips
Ratio

inches
pounds

%
inches

inches

oo

Fram CWD 10-%t Risk %

Fram. Stroke 10-¥r Rizk )

Global Cardio Risk A

Metabolic Syndrome

ol

Witals Owver Time I

Pulze Pressure

L |

Major Risk Factors

¥ Tobacco Use
[T Dyslipicemiz
[ Disbetes Melitus
Family Hx of CV Dizease
[ Male = 55
[ Female =55
Sex
v Male
| | Postmenopausal Female

Additional Risk Factors
[~ cHF
[ cap
" Tia
[ Stroke
H Peripheral Vascular Dizseaze
[ Renal Insufficiency
I Retinopathy

Calculate Assessment

Blood Pressure Classification

Havigation
& HPT © General

Home

Lifestyle Changes

Dippets and White Coat

HPT and Diakbetes

HPT and Depression

HPFT and the Elderly

HPFT, Inzulin Resistance

lzolated Systolic HPT

Recommended Follow-Lp

| HPFT and Kidney Diseaze

Rizk Group

Evaluation

Treatment Bazed on Risk Aszezsment

Treatment

HPT Flan

Lab Reszults

Laks Cwver Time

Phy=zician Role

Patient Information
Click for Documerts |

Physician Information
Clazzification
Risk Stratification
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Hypertension Management

Guidelines

Beginning Blood Pressure - this is the blood pressure from the first visit when the
Master Hypertension Template was accessed, not the blood pressure from the first time
the patient was seen by a SETMA Provider.

Patient | RichmondPROL | | Ztest |

Age

Beginning Blood Pressure

foot | |

35 |sex [m ]

Highest Blood Pressure

| i

|

Vital Signs

Blood Pressure

Pulse Pressure

Trial 1

0

Trial 2

Trial 3

Pulze
Height
Wyizight
Bt
Body Fat
Wizt
Hip=
Ratio

Fram CWD 10-%r Risk

inches
pounds

%
inches

inches

oo

Fram. Stroke 10-%r Risk

Global Cardio Risk 0

Metabalic Syndrame

SO

Witals Cwver Time |

Major Risk Factors

r\; Tobacco Use
[T Dyslipidemiz
[ Disbetes Melitus
Family Hx of CV Dizease
[ Male = 55
[ Female = 65
Sex
v Male
| | Postinenopauzal Females

Additional Risk Factors
I~ cHF
" cap
[ Tia
[~ Stroke
| | Peripheral Wascular Dizease
[ Renal Insutficiency
[ Retinopathy

Calculate Assessment

Hawvigation
& HPT  General

Home

Lifestyle Changes

Dippers and YWhite Cost

HPT and Diabetes

HPT and Depression

Blood Pressure Clazsification

Recommended Follow-Up

HPT and the Elderly

HFT, Insulin Resistance

lzolated Systolic HPT

HPT and Kidney Dizease

Rizk Group

Trestnent Based on Risk Assessment

Evaluation

Treatmerit

HPT Plan

Lab Results

Lahsz Over Time

Phy=ician Role

Patient Information
Click for Documents |

Phy=ician Information
Classification
Risk Stratification

Highest Blood Pressure - this is the highest blood pressure measured at a time when the
Master Hypertension Template was accessed. If a higher blood pressure was recorded on
a patient when the Master Hypertension Template was not accessed, it will not be

recorded here.
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Beneath the above information, the remainder of the Hypertension Master Template is
organized into four columns:

Column 1 -
Vital signs

o Blood Pressure
1. Trial 1
2. Trial 2
3. Trial 3

Pulse
Height
Weight
BMI
Body Fat
Waist
Hips
Ratio
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Havigation
Hypertension Management Patient | RichimondPROL || Ztest | {* HPT (" General
Guidelines Age Sex IEl Home

Lifestyle Changes

Beginning Blood Pressure Highest Blood Pressure
Dippers and White Coat
T T i
HPT and Diahetes
Vital Signs Major Risk Factors :
Blood Pressure Pulze Preszure ¥ Tohacco Usze Calculste Assessmert PSR D BRI
Trial 1 i i} | | Dy zlipidemia L HPT and the Elderly
E I Disbetes Mellius Blood Pressure Classification

Trial 2 ! e | HPT, Insulin Resistance
Trial 3 ‘ Family Hx of CV Dizease

s U I_ Male = 55 Izalated Systalic HPT
Pulze I~ Female = 65 Recommended Follow-Lp

. HFT and Kidney Disease
Heickt inches Sex | : | Y
Weight pounds IV Male GioLE e Evaluiation
Bl — | | Postmenopausal Female | |

— . ) Treatment Based on Rizk Azsessment
Body Fat % Additional Risk Factors

— r Treatment
1zt inches - tHF
Hipz inches - ?IiD SR
Ratio 0o [ Stroke Physician Role
Fram CvD 10-Y'r Risk % | | Peripheral ‘v’asu.:u.lar Dizease Patient Information
Eram. Stroke 10-¥r Risk % I Renal Insufficiency Click for Documents |

e I™ Retinopathy Lab Result I
Global Cardio Rizk 0 Bl Physician Information
Metabolic Syndrome - &+ Labs Over Time I s

Rizk Stratification
Witals Cwer Time |

Fram CVD 10-Yr Risk - this is a hyperlink which takes you to the Framingham Risk
Template where the Cardiovascular and Stroke Risk are calculated from the Framingham
Data and where the Global Cardio Risk is also calculated. The results of all three are displayed
here. This enables a provider to address the cardiovascular and cerebrovasculer risk burden
carried by the patient and thus to design a treatment program based on that risk.
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Fram. Stroke 10-Yr Risk - same as above.
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Hypertension Management

Guidelines

Beginning Blood Pressure

Patient | Robert

[[Test o |

Age

osiarzo0s | |z10

I

[3a |sex [m |

Highest Blood Pressure

Vital Signs
Blood Pressure

Pulse Pressure

Trial 1

1]

Trial 2

Trial 3

Pulze
Height 2.00
Vieight
Brdl

Body Fat | 22 %
Waist ]
Hip=
Ratio

inches

inches
inches

RRRRANEN =S

pounds

Fram cWD 10-%r Risk

(]

|Fram. Stroke 10-%r Risk |

)

Global Cardio Risk

1.4

Metabolic Syndrotme

Witals Ower Time

B

osiazong | 210

Jiles__|

Major Risk Factors

v Tobacco Use
¥ Dyslipidemia
v Dighetes Mallitus
Family Hx of CV Diseaze
[~ Male = 55
[~ Femals = 65
Sex
v Male
n Postmenopauzal Female

Additional Risk Factors
[~ cHF
[~ lcap
I~ na
[~ Stroke
I Peripheral Yascular Dizease
[ Renal Insutficiency
[ Retinopathey

Calculate Aszessment

Havigation
f* HPT { General

Home

Lifestyle Changes

Dippers and White Cost

HFT and Diabetes

HFT and Depression

Blood Pressure Clazsification

Recommended Follow-Up

HPT and the Elderly

HPT, Inzulin Resistance

Izalated Systalic HPT

HFT and Kidney Dizease

Rizk Group

Treattnert Bazed on Risk Assessment

Evvalustion

Lab Rezufts

Labs Owver Time

Treatment

HFT Plan

Physician Role

Patient Information
Click for Documents

Phys=ician Information
Classification
Rizk Stratification
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Framingham Cardiovascular Risk Assessment
Last UpdatediReviewed Return

Date of Birth | 034251970 | S | L | SUMImEEY
Stroke Rigk Factor Prediction Coronary Heart Disease Rigk Factor Prediction
The Siroke Risk Factor Prediction iz for male and The CHD Risk Factor Prediction is for patients between
female patients betvween the ages of 54 and 86 with the ages of 20 and 80. The algorithin assesses the
SEP ranges Male: 95-213, Female: 95-204 patient's 10 Year CHD rizk bazed on age, systolic blood

pressure, HOL cholesterol, total cholesteral, Disbetes,
=moking, and L%H.

Age |33 | Pts.|o Impcrt from Physical Exam Age 39 | Pts. [+ |
SBP || Pts. SBP | Pts.
HYP RX | Pts. [ treated | untrested
Diabhetes |yes Pts. |2 HDL -C: | Pts. |z
CIGS |yes Pts. |3 Total - C: |10 Pts. |0
CvD | Pts. Global Cardio Risk Diabetes |yes Pts. |3
AF | Pts. 14 |points CIGS | yes Pts. |3
LYH |[mo Pts. |0 LYH | no Pts. |0

Calc. 10 ¥'r. Rigk Calc. Risk

PuintTutaI Point Total [ |
IZI Barcent 10 Year Risk Percent

Avyg. 10 ¥1. Prob. by Age IZI Percent MuEiprelation Ej;;g;%j;mﬂ:is: 1:10; :QHM ;Dnr
YEAIS.
Key For Symbols
SBF - Systolic blood Pressure AF - History of atrial fibrillation
HYP FX - Under anti-hypertensive therapy L%H - Left wentricular hypertrophy on ECG
Diaketes - History of disbetes HOL-C = HOL-Cholesteral
CIGS - Smokes cigarettes Total - C = Total Cholesteral

CYD - History of myocardial infarction, angina pectoris,
coronary insutfiency, intermittent claudication or congestive
heart failure
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Global Cardio Risk - this is a new risk calculation based on the Framingham data but without
the non-modifiable risk factors - age, sex, etc - included in the equation. A score of 4 or more
represents an increased cardiovascular risk.
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Cardio Globalrisk
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Metabolic Syndrome
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Vitals over Time - this function displays the vital signs over time. This is a very useful tool to
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look at patterns and possible seasonal changes in blood pressure, etc.
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Column 2 --

Major Risk Factors (Cardiovascular Disease Risk)
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e Tobacco Use
e Dyslipidemia

18 of 112



I

m w3

u
u
u

=
(B 1]

Depressing the Dyslipidemia button launches the Lipid Management Suite of Templates
beginning with the Master Lipid Management Template. For more information on the Master
Lipid Template, Click Here.

19 of 112


http://jameslhollymd.com/epm-tools/Tutorial-Lipids

RichmondPROL || ftest

T

LI

LD

L]

L]

1240172009

20 of 112



¢ Diabetes Mellitus
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Depressing the Diabetes Mellitus Button launches the Diabetes Suite of Templates beginning
with the Master Diabetes Management Template. For more information on the Master Diabetes
Management Template, Click Here.
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http://jameslhollymd.com/epm-tools/Tutorial-Diabetes-Prevention
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o Family History of CV Disease
1. Male <55
2. Female < 65

e Sex

1. Male
2. Postmenopausal Female
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Additional Risk Factors -- The presence of any of these risk factors increases the
cardiovascular risk burden carried by a patient and therefore increases the imperative for
lowering the blood pressure.

CHF

CAD

TIA

Stroke

Peripheral Vascular Disease
Renal Insufficiency
Retinopathy
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Hypertension Management

Guidelines

Beginning Blood Pressure

Patient | RichmondPROL || Ztest |

Age

i

| [0

Highest Blood Pressure

[

EE [

Vital Signs
Blood Pressure

Pulze Preszure

Trial 1

0

Trial 2

Trial 3

Pulze
Height
Wigigght
Bl
Body Fat e
Waist
Hipz
Rstio oo

Fram S0 10-¥r Rizk

inches

inches
inches

pounds

| o

flo_|

Major Risk Factors

v Tobacco Use
I Dyslipidemis
™| Diabetes Melitus
Family Hx of CV Dizease
[ Male =55
[~ Female = 65
Sex
v Male
| | Postmenopausal Female

Fram. Stroke 10-%r Risk U
Global Cardio Rizk 0
Metabolic Syndrome - % +

Witals Cwver Time

Column 3 -

Calculate Assessment - when this button is depressed the following calculations are
automatically made and displayed in the boxes named hypertension classification,

Additional Risk Factors
" cHF
[ cap
s
[ Stroke
o Peripheral Wascular Dizeaze
[ Renal Insutficiency
[ Retinopethy

Calculate Aszessment

Blood Pressure Clazsification

Recommended Follow-Up

Havigation
& HPT & General

Hoeme

Lifestyle Changes

Dippers and White Coat

HPT and Ciabetes

HPT and Depression

HPT and the Elderly

HPT, Inzulin Resistance

lzolated Systalic HPT

HPT and Kidney Dizeaze

Rizk Group

Treatment Bazed on Rizk Azsessment

Evaluation

Diagnosiz and Screening

Treatment

HPT Plan

Lab Resultz

Labs Cver Time

Phyy=ician Role

Patient Information
Click far Documents

Physician Information
Classification
Risk Stratification

recommended follow-up, risk group and treatment recommendation based on this risk

assessment.

« Blood Pressure Classification - This indicate the risk associated with certain levels of

blood pressure.

e Recommended Follow-up - This indicates how soon the patient should be seen for this
blood pressure classification.

e Risk Group - This classification provides a risk stratification for determining the
treatment of the patient. The Risk Group is determined by the factors listed in the
document entitled "Risk Stratification" which is launched from the button of that name at
the bottom right of this template.

e Treatment Based on Risk Assessment - Based on the Risk Group identified above, a
treatment plan will be displayed. This will range from lifestyle modifications to drug

therapy.

Note: For details see the Risk Stratification section below.
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Hypertension Management

Guitdelines

Beginning Blood Pressure

Patient | RichmondPROL | | Ztest |

Age

EE

|Se:|: |n-1 |

Highest Blood Pressure

| [o

|

i | [0 [0 ] i
Vital Signs Major Risk Factors
Blood Pressure Pulze Pressure ¥ Tohacco Use
Trial 1 I ] ] | Dryslipidermia
Trial 2 [ ™ Disbetes Melitus
Trial 3 ‘ Family Hx of C¥ Dizease
[ Male = 55
Pulze [~ Female = 65
Height inches Sex
wEight pounds v Male
_ | | Postimenopausal Female
Bl
Body Fat kA Additional Risk Factors
izt 12340 | inches I~ cHF
Hips= inches [ cap
s = s
Ratio : [ Stroke
Fram CD 10-%r Rizk k2 | | Peripheral Yazcular Dizeasze
Fram. Stroke 10-Yr Risk |0 % F Reril Insufficiency
Retinopsth
Global Cardio Risk a R
Metabolic Syndrome - & +

Yitals Crver Time

Havigation
* HPT " General

Home

Lifestyle Changes

Dippers and White Coat

HFT and Disbetes

Calculste Assessment

HPT and Deprezsion

Blood Pressure Classification

Recommended Faollowe-Lp

HPT and the Elderly

HPT, Inzsulin Resistance

|zolated Systolic HPT

HFT and Kidney Disease

Risk Group

Treatment Based on Rizk Aszessment

Evalustion

Diagnosis and Screening

Treatment

HPT Flan

Lab Results

Labs Over Time

Phy=ician Raole

Patient Information
Click for Documents |

Physician Information
Classification
Rizk Stratification

Lab Results - when this button is depressed, a pop-up is launched which has the following

laboratory values displayed.

e Na
e« K
« BUN

e Creatinine
e Ca
° M g

o (Ca/Mg - this ratio reflects the possible presence of a prothrombotic condition in a patient.
Calcium promotes blood clotting, while Magnesium inhibits platelet aggregation. If the
Ca/Mg ratio is above 5, the patient is likely to have a prothrombotic condition. This ratio
is most often regulated by increasing the Magnesium level rather than decreasing the
Calcium levels in the blood.

e Glucose

o Fasting Glucose

e Insulin

e HOMA-IR - Homeostasis Model Assessment of Insulin Resistance. This is a calculated
value based on the fasting plasma glucose and the fasting insulin. The calculation is done
automatically when these two values are present in NextGen's laboratory module. If this
value is greater than 2, the patient is insulin resistant.

e MS Strip

25 of 112



e Microalbumin - as with diabetic nephropathy, so with hypertensive renal disease,
urinary protein is the earliest indicator of renal damange.

e Uric Acid - increased uric acid is associated with a prothrombic state as well.

e Cholesterol

« HDL

« LDL

e Triglycerides

o Trig/HDL - if this ratio is over 2, the patient is probably insulin resistant.

Havigation
Hypertensi on Management Patient | RickmandPROL | | Ttest | & HPT " General
Guidelines Age | 35 | Sex | Ll | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure
il | |D |I|EI | P! | ||3 MD | Dippers and White Cost
HFT and Diahetes
Vital Signs Major Risk Factors :
Blood Pressure Pulse Pressure v Tobacco Use Calculate Assessment IHIPT Sl D= Esslah
Trial 1 1 u] | | Dy =lipidemiz L HPT and the Elderly
: I Cisbetes Meliius Blood Pressure Classification
Trial 2 f ol | HPT, Insulin Resistance
Trial 3 i Family Hx of CV Diseaze !
o I- Male = 55 Izaolated Systolic HPT
Pulze I~ Female = 65 Recommendced Fallowy-Lp
— HPT and Kidney Disease
Height inches Sex | ! | ¥
Wigighit pounds IV Male RSk IGHO Evalustion
Bl - [ Postmenopausal Femals | | : ; :
. _ Trestmert Bazed on Risk Assessment Liagnosis &nd Screening
Body Fat % Aditional Risk Factors
: : I cHF Treatment
Wizt 1234 inches -
Hips inches ™ ?IiD HPT Plan
Ratio 0a [ Stroke Physician Role
Fram CvD 10-%r Rizk S | | Peripheral Vasgglar Dizeasze Patient Information
Fram. Stroke 10-%r Risk |0 3 I Renal Insufficiency Click for Documents |

[~ Retinopath
Global Cardio Rigk 0 s Lab Resutts I Physician Informatien

Clas=sification
Risk Stratification

Metabolic Syndrome - % + £ Labs Over Time

Witalz Creer Time |

Labs Over Time - when this button is depressed, the "Hypertension Labs Over Time" template
is launched.
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Navigation Buttons - there are two lists of navigation buttons which are displayed depending

upon which of two boxes are checked:

Below are listed the templates which are displayed when each is checked in turn:

HPT
General

HPT - if this box is checked the templates which are specific to the disease management of the

patient with hypertension are displayed:

Home

Lifestyle Changes
Dippers and White Coat
HPT and Diabetes

HPT and Depression
HPT and the Elderly
HPT, Insulin Resistance
Isolated Systolic HPT
HPT and Kidney Disease
Evaluation

Diagnosis and Screening
Treatment

HPT Plan

Physician Role
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General - if this box is checked the templates which are drawn from the Master GP Suite of
templates are displayed. Their use with the Hypertension Suite allows a patient's entire encounter
to be documented from this suite, if no other issues are being addressed in this encounter.

Return
Chief/Chronic
HPI

Histories
System Review
Physical Exam
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Beneath the navigation buttons are several patient information documents. When the button
entitled "click for documents" is depressed the following list of documents appears.
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Hypertension Management

Patient | RichmondPROL || Ztest |

Guidelines

Beginning Blood Pressure

Age

Highest Blood Pressure

P [ o [fo | [

| [o

flo_|

Vital Signs
Blood Pressure

Major Risk Factors

Pulze Pressure ¥ Tohacco Use

Trial 1 i 0 I Dyslipidemiz
Trial 2 i ™ Disbetes Melitus
Trial 3 [ Family Hx of Cv Diseasze
iy [ Male = 55
Pulze [~ Female = 65
Height inches Sex
Wikt pioUndE TlEE
| | | Postmenopausal Female
Bl
Body Fat e Additional Risk Factors
VWaist 12341 inches I” cHF
Hipz inches I- CAD
e
Rtic il [ Stroke
Fram S0 10-Y'r Rizk % o Petipheral Wascular Dizeaze
Fram. Stroke 10-r Risk | D 2% I” Renal Insufficiency
Global Cartin Risk 0 I Retinopathy
Metabolic Syndrome - * +

Witals Crwver Time |

Calculste Aszessment

Blood Preszure Classification

Frecommended Fallow-Up

Havigation
+ HPT " General

Home

Lifestyle Changes

Dippers and White Cost

HPT and Diabetes

HPFT and Depression

HPT and the Elderly

HRT, Insulin Resistance

|zolsted Systolic HPT

HPT and Kidney Dizeasze

Fizk Groug

Trestment Based on Risk Azsessment

Lab Resultz

Labs Cver Time

Evaluation

Diagrosis and Screening

Treatment

HPT Flan

Physician Raole

Patient Information
Click for Document= |

Physician Information
Claszification
Risk Stratification

The first twelve can be printed as a group and the last five can be printed as a group or they can

be printed one at a time by following the instructions given.

General Information

What is High Blood Pressure?

How is High Blood Pressure Treated?
Is Your Blood Pressure too High?
Living with High Blood Pressure
Factors That Affect Blood Pressure
What Happens When BP is Too High?
Frequently Asked Questions About BP
. What Can You Do to Control BP?

10. How Do Doctors Choose BP Medications?
11. Why is BP Control Important?

12. What Causes High Blood Pressure

WX n kLD —

The function entitled "Print Next 12 (auto-print)" prints the above 12 documents
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Dm Hpt Ptdoc

Hypertension Articles (Your Life, Your Health)

1. Partl
2. PartIl
3. PartIII
4. PartIV
5. PartV

The function entitled "Print Next 5 (auto print)" prints these five articles.
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Dm Hpt Ptdoc

Physician Information - This is beneath the Patient Information function described above.

o Classification - this displays a table with the blood pressure classifications which are
automatically calculated as described above.
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Classification of Blood Pressure
Adults > 18 Years of Age

Cateqory Systolic (mmHaq) Diastolic {mmHq)
Optirmal =120 and =80
Pre-Hypertension 121-120 or g1-85
High 131-139 or 86 - 89
Hypertensien
Stage 1 140- 159 or 80 - 99
Stage ¥ 160 - 174 ar 100 - 109
otage 3 =179 ar =109

o Risk Stratification - this launches a document with a table which shows the calculation
of the Risk Categories. In addition the following information is given:
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Hypertension Management

Guidelines

Beginning Blood Pressure

Patient | RichmondPROL || Ztest |

Age |35 |sex [M |

Highest Blood Pressure

i | [0 Jo ] i |

Vital Signs

Blood Pressure Pulze Pressure
Trial 1 0

Trial 2
Trial 3

Pulze
Heigtt
Vieight
Bl
Body Fat %
Waist 12341 | inches
Hips inches
Ratio 0o

Eram CWD 10-Y't Risk
Eram. Stroke 10-%r Risk
Global Cardio Risk a

inches
pouncs

ES

]
3

Metabolic Syndrome - ¢ +
Mitals Ower Time |

PartiaES

o Jro |

Major Risk Factors

V¥ Tohacco Uze
™ Dyslipidemis
™ Disbetes Melitus
Family Hxz of C% Disease
[ Male =55
[ Female <65
Sex
v Male
| | Postmenopauzal Female

Additional Risk Factors
[~ CHF
[~ cep
[~ TIa,
|- Stroke
| | Petipheral Vascular Dizesse
[~ Renal Insufficiency
[ Retinopathy

MEAST

& r«‘}&

A

L
L

. —
e
"*sauﬂ\&
SEThid | - 220 Calder, Suits

Calculate Assessment

Havigation
& HPT  Genersl

Home

Lifestyle Changes

Dippers and YWhite Cost

HPT and Disketes

HPT and Depression

Blood Preszure Classification

Recommended Follow-Up

HPT and the Elderly

HRT, Insulin Resistance

|zolated Systolic HPT

HFT and Kidney Dizease

Risk Group

Treatment Bazed on Rizk Aszessment

Lak Results I

Labs Cver Time I

00

SETMAN - 2570 Callege, S uite 200

ample

Hypertension Risk Stratification

Evaluation

Diagrnosis and Screening

Treatment

HPT Plan

Phy=ician Role

Patient Information
Click for Documerts |
Physician Infermation

Rizk Stratification

Your Bloaod Pressure Your Risk Group (See Below)

Risk Group A Risk Group B Risk Group C
130-139/85-89 Lifestyle Madffication Drug therapy
high-narmal
140-159/50-99 Lifestyle Modification Drug therapy
[called stage 1 hypertension) [up to 12 manths) [up to & months)
=or=160/%or=100 Dirug Therapy Drug Therapy Drug therapy
[Called stages2 &3 hyperension)
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. Risk Group A

a. No Risk Factors
b. No Target Organ Damage
c. No clinical cardiovascular disease

. Risk Group B

a. Atleast 1 risk factor, not including Diabetes
b. No target organ damage
c. No clinical cardiovascular disease

. Risk Group C

a. Target organ damage/clinical cardiovascular disease and/or Diabetes
b. Other Risk Factors

. Risk Factors
a. Tobacco use
b. Dyslipidemia,
c. Diabetes Mellitus,
d. Sex (male and postmenopausal women),

e. Family history of cardiovascular disease
. Target Organ Damage -

a. LVH,

b. CHF,

c. CAD,

d. Stroke,

e. TIA,

f. Peripheral Vascular Disease,

g. Renal Insufficiency,

h. Retinopathy
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Lifestyle Changes Template

Havigation
Hypertensi on Management Patient | RichmondPROI | | Ttest | & HET ¢ General
Guidelines Age (35 |Sex (M | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure
il | ||:| |.|'|I:| | il | ||3 |"'|E' | Dippers and White Cost
HPT and Diakbetes
Vital Signs Major Risk Factors :
Blood Pressure Pulze Pressure | Tt Calculate Assessment HPT and Depression
Trial 1 1 u] | | Dryzlipidermia . HPT and the Elderly
E I Diabetes Melitus Blood Pressure Classification
Trial 2 i e e | HPT, Insulin Resistance
Trial 3 i Family Hx of CV Dizease !
[ Male = 55 Izolsted Systolic HPT
Pulze I~ Female =65 Recommended Follow-Lip
Height s o | . | HPT and Kidney Diseaze
Wigight pouncs IV Male RISGCUH Evalustion
Bl . ™ Postmenopausal Femals | | : ; :
. ) Treatment Bazed on Risk Azsessment Diagnosis and Scresning
Body Fat 9% Additional Risk Factors
: ; I~ cHF Treatmert
Vyaist 1234) | inches -
Hip= inches r ?IiD HPT Plan
Ratio il [ Stroke Phys=ician Role
Fram CwD 10-Yr Rizk % [ Peripheral Wascular Disease Patient Information
Fram. Stroke 10-%r Risk [0 % | Renal Insutficiency Click for Documerts |
. I Retincpathy Lak Results i
Global Cardio Risk a Physician Information
Metabolic Syndrome - % + Labs Over Time | Llazsinication

Risk Stratification
“italz Cwer Time I

Lifestyle changes are the foundation of the treatment of virtually any chronic disease. On this
template there are 12 Recommended Actions for the control and improvement of hypertension
through lifestyle changes. The following describes how this template works.

e The 12 Recommended Actions are auto checked as they apply to anyone with
hypertension or pre-hypertension.

o When this template is accessed, these recommended actions will appear on the
Hypertension Follow-up Note which should be given to the patient each time they are
treated or assessed for hypertension.

e The material described below on a Low Sodium Diet and the DASH Diet also
automatically print with the Hypertension Follow-up Note.

o Those actions which have a proven effect on hypertension have a notation concerning the
degree of improvement in systolic blood pressure which can be reasonably expected from
that lifestyle action.

e The Blood Pressure reductions which can reasonably be expected from the 12
Recommended actions are:

1. A 2-4 mmHg lowering from decreasing or eliminating alcohol use.
2. A 5-20 mmHg lowering for every 20 pounds of weight loss.
3. A 4-9 mmHg lowering from exercise
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4. A 2-8 mmHg lowering from a reduced salt intake
5. A 8-14 mmHg lowering from following the DASH diet.

Contrast this with the fact that a single medication will generally provide a maximum of a 10

mmHg lowering of the systolic pressure.

Lifestyle Changes

Recommended Actions
The numbers in parethesis indicate the approximate reduction in Systolic Blood Pressure for each lifestyle change.

[¥ Eliminate or reduce slcohol consumption to 2 drinks per day | W Change distary habits
[2-4 mimH) v Increase potassium intake
IV Eliminate or reduce catfiens intake V¥ Increase calcium intake
V¥ Take measures to reduce and cortrol stress IV haintain adeguste magnesium intake
ﬁ- If you are overvweight, lose weight v Incresse fizh oils

(5-20 mmHg/20 Ih wh. loss) ¥ Reduce salt intake to no mare than 2.4 gramsiday

(2-8 mmHg)  vwhat 1= A Lo Sodium Diet?
Bl

L =H e
BMR caloriesiday (8-14 mmHg)

v Wonitor your blood pressure and keep & record

V¥ Exercize
(4-9 mmHa) ¥ Be sureto keep all of your appointments
Vi e Er] W Be sure totake your medications as indicated
=MOKING Less3tion

e The 12 Recommended Actions are:

Eliminate or reduce caffeine intake.
Take measures to reduce and control stress.

Ealb el e

Return

Information

Alcohol, Coffes, Cigarettes

Eliminate or reduce alcohol consumption to 1 drink a day (2 - 4 mmHg)

If you are overweight, lose weight (5-20 mmHg/20 Ib. wt. loss) -- there is also a

hyperlink to SETMA's Weight Management Suite of Templates. And, there are
boxes where the patient's BMI and BMR are automatically displayed.

Lifestyle Changes

Recommended Actions
The numbers in parethesis indicate the approximate reduction in Systolic Blood Pressure for each lifestyle change.

¥ Eliminate or reduce alcahol consumgtion to 2 drinks per day il Change dietary hakits
(2-4 mmHgy) v Increase potassium intake
v Eliminate or reduce catfiens intake W Incresse calcium irtake
v Waintain adequate magnesium intake
W Incresse fish oils

W Take measures to reduce and cortrol stress

v If you are overweight, lose sweight
(5-20 mmHg 20 b . Iozs) ¥ Reduce salt intake to no more than 2.4 gramsSday

(2-8 mmHg)  vWhat 1= & Lovw Sodium Diet?

B [ | [+ DaSH Diet

B caloriesiday {514 mmHu)

¥ Exercize IV Monitor your blood pressure and keep & recard
{4-9 mmHa) ¥ Be sureto keep all of your appointmerts

v Smoking Cessation Email ] V¥ Be sure to take your medications as indicated

Information

Alcohol, Coffes, Cigarettes
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Weight Management

Eddit P
ﬂ] Risk Factors

Cardiovascular
| | Hypertension
[ Congestive Heart Failure
[T Cor pulmonale
[~ waricose Yeing
[ Pulmaonary Embalizm
[ Coronary Artery Disesse

Endocrine

[~ tdetabolic Syndrome
[ Type |l Disbetes
I Dyslipidemia

Gastrointestinal
'l Gastroesophageal Reflux Diseaze (GERD)

Patient | RichmondPROI | | Ttest

Age |5 | Sex [y

Integumentary
[” Strise Distensae (Stretch Marks)
[ Status Pigmentation of Legs
[~ Lymphedema
[ Cellulitiz
I Intertrign, Carbuncles
[ Acanthosis Migricans, Skin Tags
Musculoskeletal
[ Hyperuricemis and Gout
I Immakility
[~ Dstecarthritiz (Knees, Hips)
[ Low Back Pain
Heurologic
[ Stroke
[ Idiopathic Intracranial Hypertension

Height in
Wheight b=
Wiaist [1232.00 in
Hips 1234.00 'in
neck [ in

Blood Pressure

I

Risk Ratio | .00

Body Fat %
Protein Reg I gickay

B caliday

Bl

Havigation

Return
Physician Raole
Evaluation
Readiness
Diet Management
Physical Activity
edication

Surgery

Follow: g

Document

Information (Auto-Print}
Chkesity and Health Risks

Wi Defintions

Body Composition

[~ Non-Alcoholic Fatty Liver [T Meralgis Paresthetice Disease Risk Level Calc
[ Chalelithiasis Psychological
[ Hernias [~ Depressioniow Self Estesm Assessment Calc
™ Colon Cancer [ Body Image Disturbance
e [ Social Stigmatizstion
enitourinary ]
z . Respiratory
[ Urinary Stress Incortinence - Bristies T — P

Health and Hope

[T Obesty-Relsted Glomerulopathy

I Eiyposomadksm fmais) [ Ohbstructive Sleep Spnea

I~ Hypovertilation Syndrome
[ Pickwickian Syndrome

Childhood Mutrition

Wedicine, Myths, and Magic

[~ Asthms

Print Aszessment

Principles of Weight Lozs

5. Exercise (4-9 mmHg) - there is also a hyperlink to SETMA's Exercise template.
For more information on the Exercise Prescription template, Click Here

Lifestyle Changes

Recommended Actions
The numbers in parethesis indicate the approximate reduction in Systalic Blood Pressure for each lifestyle change.

v Change dietary habits
W Increasze potassium intake
¥ Incresse calcium intake

V¥ Eliminste o reduce slcohal consumption to 2 drinks per day
(2-4 mmHg)

¥ Eliminste or reduce caffiene intake:

v | Wzintain adequate magnesium intake
¥ Incresse fish oils

[V Take messures to reduce and cortrol stress

¥ If you are overweight, lose weight
[5-20 mmHgi20 b wt. o)

e [
BME calariesiday

¥ Exercise
(4-9 mmHg)

V¥ Smoking Ceszation Ermiail

[V Reduce salt intake to no more than 2.4 gramsidey
(2-8 mmHy)  wwhat = & Low Sodium Diet?

[v DASH Diet
(3-14 mmHg)

v Manitor your blood pressure and keep a record

v Besureto keep all of your appointments

v Be sureto take your medications as indicated

Return

Information

Alcohol, Coffee, Cigarettes
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http://jameslhollymd.com/epm-tools/Tutorial-Exercise-Prescription

6. Smoking Cessation - there is also a hyperlink to SETMA's Smoking Cessation
Template and a button which launches an email for the creation of an electronic
tickler file.

=l

< <
<«

<<l
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Red = Reuired Fisld Smoki ng Cessation Last Chest H-Ray || £/

Patiert currently smokes? . Yes % Mo Patient exposed to second hand " ves O Mo
Check here if patient has quith | | smoke at home or wwork? Return
Pipe? " Yes 5 Mo Hais the patient committed to quit? ves © Mo
Smokeless Tobacco? Cives o : . !”— Pharmacotheragy
Dite stopped smoking? ! I On what date did they commit? = =
: OCLIME
Feie e g | Years? | What is the goal stop dete? [ i I
ask [ at every vigit, ask all patients about tobacco use, and document their response. Information
I Patignts swhi have never used tobacco or who stopped using it years ago do not General Information
nesd repeated assessments. Process of Quitting Smoking
Advise |  Let patients know, in & clear, strong, and personalized manner, that you urge them Second Hand Smoke
to quit.

Men who smoke cut their lives short by 13.2 years
Women smokers lose 14.5 years of life

Assess | Find out swhether patients are willing to guit now ar &t least within the next 30 days.

Assist [ Help patients plan to quit by...
H zefting & date B anticipating challenges such as
I~ reviewing past sttempats to quit picotine withdrawal symptoms
| | providing practical counseling H urging total abstinence

[ Prescribe pharmacotherapy.
[ Provide educational materisls an smoking cessation.

Arrange Follow-Up [ Smokers trying to quit are &t high risk of relapse, particularly during the first 2
weeks after the quit date. Follow up in person or by telephone during this time.

Email Tickler File — Scheduled Date? i i

7. Change Dietary habits
a. Increase potassium intake
b. Increase calcium intake
c. Maintain adequate magnesium intake
d. Increase fish oils

8. Reduce Salt intake to no more than 2.4 grams/day (2-8 mmHg) - there is alsoa
printable document entitled What is a low Sodium Diet?

9. DASH Diet (8-14 mmHg) - there is also a hyperlink which prints an introduction
to the DASH Diet - Dietary Approach to Stop Hypertension.

10. Monitor your blood pressure and keep a record

11. Be sure to keep all appointments

12. Be sure to take your medications as indicated.

Information

A patient information document is launched and printed from this template entitled, "Alcohol,
Coffee, Cigarettes."

Dippers and White Coat Syndrome Template
The concepts of "dipping," "non-dipping," and "white coat syndrome" are very important to the
proper evaluation and treatment of hypertension. The frequent reviewing of the information on
this template will help keep these principles in mind as patients are evaluated for decreasing their
stroke risk.
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Hawigation

Hypertension Management Patient | RichmandPROI | | Ztest | & HPT © General
Guidelines Age | 33 | Sex | L | Home
Lifestvle Chanoe
Beginning Blood Pressure Highest Blood Pressure = =
i | |E| MD | ) | ||:| |.l'|D | Dippers and White Cost
HPT and Diabetes
Vital Signs Major Risk Factors
Blood Pressure Pulse Pressure ¥ Tobacca Lise Caloulate Assessment AT el Dl eesln
Trial 1 ! u] | | Dy slipicletnis . HPT and the Elderly
: W e Blood Pressure Classification
Trial 2 ! e | HPT, Insulin Resistance
Trial 3 ‘ Family Hx of C¥ Disease !
ool ™ Male =55 lzalated Systalic HPT
Pulze I~ Female =65 Recommended Fallovy-LUp
Height | Sl =7 | - | HPT and Kidney Dizeaze
Wieight pounds I tale Rizk Group Evalustion
Bl . [~ Postmenopausal Female | | ; ; ;
. ) Treatment Baszed on Risk Assessment Diagnosis and Scresning
Bocy Fat % Additional Risk Factors
: : [ cHF Trestment
Waist 12340 | inches -
Hip= inches ™ ?IiD P P
Ratio 0o [ Stroke Fhiysician Role
Fram WD 10-%r Risk k- | | Peripheral Wascular Disease Patient Information
Fram. Stroke 10-r Risk |0 % | | Ren_al Insufficiency Click tor Documerts |
Hel=T r Retinopathy Lah Resufts |
Global Cardio Risk a Physician Information
Metabolic Syndrome - F & Labs Over Tims | Sl

Rizk Stratification
Witals Ower Time |

There are four pop-ups on this template.

o Dippers and Non-Dippers - this addresses the very important physiological decreasing
of blood pressure in the early morning hours. There three educational documents
associated with this phenomenon: Circadian Rhythms, General Information, Dippers
and Sodium Shifts. The pop-up displays the following information:

1. Circadian Rhythms -- Blood pressure and heart rate tend to be lowest between
2-4 AM. Levels begin to increase after that and before awakening.

2. Dipping -- The characteristic decrease in blood pressure at night.

3. Non-Dippers -- Some patients do not have this characteristic reduction in blood
pressure at night. This has been described consistently in African-Americans with
hypertension and in diabetics.

4. Risk

a. Non-dipping appears to increase cardiovascular risk.

b. CV risk is most closely correlated with total 24-hour pressure load.

c. When the pressure "dips" at night, the overall blood pressure load is
reduced.

d. For non-dippers, the overall blood pressure load is not decreased, thus
increasing cardiovascular risk.

5. Other Rhythms with CV Risk
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Cortisol and catecholamine release tend to be the highest in the morning.
Norepinephrine surges around awakening and corresponds to the abrupt
increase in BP and heart rate.

Peripheral resistance increases in the morning, increasing myocardial
work and myocardial oxygen demand, which undoubtedly relate to
cardiovascular events.

6. Non-Dippers at Higher Risk

a.

b.

Non-dippers have higher levels of clotting factor fibrinogen.

Non-dippers had a 21-mg/dl higher fibrinogen level over a year than
dippers.

A 75 mg/dl increase in fibrinogen translates to an 85 percent increased risk
for coronary events and death.

7. Practical Implications

a.
b.

BP control during the day is not enough.

With short acting BP drugs, the impression that he patient's BP is under
control, when in reality, the patient has been converted from a dipper to a
non-dipper.

Non-dippers are at as much risk for BP related disease as untreated
hypertension.

Patients need to be treated with 24-hours medications or they will require
more than one dose of medication a day so they can maintain their
physiologic droop.

Example of true 24-hour medications are: Norvasc, Micardis, Altace,
Mavik
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Dippers and White Coat Syndrome

Return

Circadian Rhythins
General Information
Dippers and Sodium Shifts

—

| Dippers and Mon-Dippers

x|
Dippers and Non-Dippers

Circadian Rhythms
Blood preszsure and heart rate tend to be lovwest between 2-4 AWM. Levels begin to increase after that and before avwakening.

Dipping
The characteristic decrease in blood pressure &t night.

Hon-Dippers
Saome patients do not have this characteristic reduction in blood pressure at night. This has been described consistently in
African-Americans with hyperension and in diabetics.

Risk
Mon-dipping appears to increase cardiovascular rizk. CY risk is most closely correlated with total 24-hour prezsure load.
when the pressure "dips" at night, the overall blood pressure load is reduced. For non-dippers, the averall blood pressure
Ioad iz not decreased, thus increasing cardiovazcular rizk.

Other Rhythms with CV Risk
= Cortizol and catecholamine release tend to be the highest in the maorning.
= porepinephting surges around avwakening and corresponds to the abrupt increase in BP and heart rate.
» Peripheral rezistance increases in the morning, increasing myocardial work and myocardial oxygen demand, which
undoubtedly relate to cardiovascular events.

Hon-Dippers at Higher Risk
= Non-dippers have higher levels of clotting factor fibrinogen.
= Mon-dippers had a 21-maidl higher fibrinogen level over a year than dippers.
= A TS moldl increase in fibrinogen translates to an 55 percent increased risk for coronary events and death.

Practical Implications

» BPF control during the day iz not enough.

= Mith shotrt acting BP drugs, the impression that he patient's BF iz under contral, when in realty, the patient has been
converted from a dipper to a non-dipper.

= pon-dippers are at as much risk for BP relsted disease as untreated hypertension.

= Patients need to be treated with 24-hours medications or they will require more than one dose of medication
a day so they can maintain their physiologic droop.

= Example of true 24-hour medications are: Morvasc, Micardis, Akace, Mavik

Cancel

e Chronotherapy - the subtitle of this pop-up is "Therapeutic Options to Minimize
Cardiovascular Risk." The seven facts about the "timing" of medication administration
to improve its beneficial effects is an introduction to the large field of chronotherapy.
This pop-up has two documents associated with it: Chronotherapy: A Tutorial and
Chronotherapy: Is it Time?

1. Chronotherapy
2. Therapeutic Options to Minimize Cardiovascular Risk in the Morning
a. Dose aspirin in the morning to maximize anti-platelet effect in the
morning.
Withdraw nitrates at night when the risk of angina is less.
c. The secondary prevention benefit of beta-blockers is best demonstrated in
the morning.
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d. A new formulation of Verapamil has been designed to have a peak effect
on blood pressure and heart rate when dosed at bedtime, around 10 p.m.

e. The same benefit of blunting sharp increases in heart rate and blood
pressure cannot be obtained simply by nocturnal dosing of conventional
hypertensive agents.

f. Dose most medications in the morning.

g. A bid dosing regimen should include a second dose between 3:00 and 4:00
p.m.

Dippers and VWhite Coat Syndrome

Return

Dippers and Mon-Dippers Circadian Rh hms
General Information

Dippers and Sodium Shifts

Chronatherapy Chronotheragpy Tutarial
Chronctheragy - Iz it Timey

Dm Hpt Chrono

Chronotherapy
Therapeutic Options to Minimize Cardiovascular Risk in the Morning

[ Dose aspirin in the morning to maximize anti-platelet effect in the morning.
[ Withorawe nitrates at night swhen the rizk of andina is less.
[~ The secondary prevention benefit of beta-blockers is best demonstrated in the maorning.

[ & new formulation of Yerapamil has been designed to have a peak effect on blood
pressure and heart rate when dozed st bedtime, around 10 pam.

[ The same benefit of hlunting shatp increases in heart rate and blood pressure
cannct be obtained simply by nocturnal dosing of conventional hypertensive agents .

[~ Dosze most medications in the Mmarning.

[ & bid dosing regimen should include & second doze between 3:00 and 4:00 pom.

Cancel |

e Ambulatory BP Monitoring - the following information appears on this pop-up. Two
documents are associated with this pop-up: Ambulatory Monitoring Review and
Prognostic Value.

Overall, studies indicate that ABP monitoring is particularly valuable to refine
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cardiovascular risk stratification in untreated subjects with office hypertension and in
those with resistant hypertension. Intervention studies targeted at ABP are now needed.

1. Clinical Indications for Ambulatory Blood Pressure Monitoring

To rule out suspected office hypertension (i.e., white-coat hypertension)
To evaluate borderline hypertension with end-organ damage
To investigate labile/paroxysmal hypertension

To evaluate symptoms possibly related to blood pressure fluctuations (especially

Sk

orthostasis)

6. To evaluate orthostatic hypotension, autonomic neuropathy, and carotid sinus

syncope

7. To follow up adequacy of antihypertensive therapy

Dippers and White Coat Syndrome

Dippers and Mon-Dippers

Chronatherapy

Ambulstary BP Monitoring

Circadian Ehythms

General Information
Dippers and Sodium Shifts

Chronctherapy Tutorial
Chronctherapy - 1z it Time?

Ambulatory Monitoring Review
Prognostic Yalue

Dm Hpt Abp

Ambulatory Blood Pressure Monitoring

Return

Owerall, studies indicate that ABP monitoring is particularly valuable to refine cardiovascular risk stratification in
urtreated subjects with office hypettension and in thoze with reziztant hypertenzion. Intervention studies

targeted at ABF are now needed.

Clinical Indication= for Ambulatory Blood Pressure Monitoring

To rule out suspected office hypertenszion (ie., white-coat hypertension)

To evaluate borderline hypertension with end-organ damage

To investigate labilefparoxysmal hypertension

To evaluate symptoms possibly related to blood pressure fluctustions [especially orthostasis)

To evaluate othostatic hypotension, autonomic neuropathy, and cardatid zinus syncope

To follovy up adeguacy of antihypertensive therapy

Cancel |
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o White Coat Syndrome - the following information appears on this pop-up which is
associated with a document entitled, General Information. Healthcare providers are
cautioned about dismissing patients with "white coat syndrome" as it increases
cardiovascular risk.

1.

Both white coat and sustained hypertensive subjects already suffered impaired
glucose tolerance (1.70 vs 1.96), higher fasting triglyceride levels and higher
office BP compared to normotensives.

They caution doctors against dismissing white coat hypertension in their patients,
and recommend that they treat it as a sign of other serious medical complications
that require diagnosis and early treatment.

- 16th Annual Scientific Meeting of the American Society of Hypertension
White coat hypertension (WCH) is defined as the observation of high blood
pressure (BP) levels in the doctors office and normal BP during ambulatory
monitoring.

The presence of endothelial dysfunction (ED) among white coat hypertension
(WCH) subjects -- as evidenced by urine protein excretion -- in the same degree
as in sustained essential hypertension (SEH) subjects, suggests that this group of
patients has early atherosclerosis and therefore increased cardiovascular risk.
Results support previous works that found organic damage in WCH, and they are
consistent with the higher cardiovascular morbidity and progression to SEH that
have been found in this group of patients. Because several pharmacological
therapies have been shown to improve ED in SEH patients, patients with WCH
might benefit from pharmacological treatment to improve ED and therefore
prevent early atherosclerosis.

The following two are check boxes for further evaluation of the patient with suspicion of WCS:

o White Coat Syndrome present based on ambulatory blood pressure monitoring.
e Check for urinary albumin excretion.
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Dippers and White Coat Syndrome

Dippers and Mon-Dippers

Return

Circadian Rhythms

General Information
Dippers and Sodium Shifts

Chronotherapy Tutarial

Ambulstory Montoring Review

Chronctheragpy
Chronotherapy - Iz | Time?
Ambulatory BF Monitoring :
Prognostic Value
YWhite Cost Syndrome General Information

Dm Hpt Whitecoat x|

White Coat Syndrome

Both white coat and sustained hypertensive subjects already suffered impaired glucose tolerance (1.70
vs 1.96), higher fasting triglyceride levels and higher office BP compared to normotensives.

They caution doctors against dismissing white coat hypertension in their patients, and recommend that
they treat it as a sign of other serious medical complications that require diagnosis and early treatment.
- 16th Annual Scientific Mesting of the American Society of Hypertension

White coat hypettension OWCH) iz defined a2 the observation of high blood pressure (BP) levels in
the doctors office and narmal BF during ambulstory monitaring.

The presence of endothelial dysfunction (ELY among white cost hypertension (WWCH) subjects -- as
evidenced by urine protein excretion -- in the same degree a2 in sustained essential hypertension
[=EH) zubjects, suggests that thiz group of patierts haz early atheroscleroziz and therefare an

increazed cardiovascular rizk.

Results support previous works that found organic damage inWCH, and they are conzistent swith the
higher cardiovazcular marbidity and progrezsion to SEH that have been found in this group of patients.
Because several pharmacolodical therapies have been showen to improve ED in SEH patients, patients
weith WYWCH might benefit from pharmacological trestment to improve ED and therefore prevent early
atherosclerosis.

[ White Cost Syndrome present based on ambulstary blood pressure monitoring.

[ Check for urinary albumin excretion.

Cancel

Hypertension and Diabetes Template

This template addresses the goals and principles of the treatment of hypertension in the patient
with diabetes. Its review and the knowledge and use of the algorithms contained in it are key to
the successful treatment of hypertension in the patient with diabetes.
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Hypertension Management

Beginning Blood Pressure

Patient | RichmondPROL || Ztest |

Age

ES

|Sex |M |

Highest Blood Pressure

ile__|

Calculate Aszessment

Blood Pressure Classification

Recommended Follow-Up

Rizk Group

Trestnert Bazed on Risk Assessment

Havigation
¢ HPT & General

Home
Lifestyle Changes

Dinper s aod Yhite Coat

HPT and Digbetes

i [ o o | i | |o
Vital Signs Major Risk Factors
Blood Pressure Pulse Pressure ¥ Tohacco Use
Trial 1 | i [ [ Dyslipidemis
Trial 2 | | | '__". - |
Trial 3 | [ | | FTLnll\Flanlx DfSCSV Dizease
ale =

Pulze | Femalz = 65
Height inches SEX |
Vuieight pounds g r;ﬂa; - | |
B I_ ostmenopausal Femsale
Body Fat % Additional Risk Factors
Vyaist 12341 inches F CHF
Hips inches i

. l—':":' [ TIa
Ratio - [ Stroke
ram S % [ Peripheral “ascular Dizesse
Fram. Stroke 10-¥rRisk |0 [ [ Renal Insufficiency

= [ Retinopathy
Global Cardio Risk o
SO

Witals Ower Time

Lab Rezults

Labs Crver Time

l HPT and Depreszion
HPT and the Eldetly
HPT, Inzulin Resiataﬁu:e
Izolsted Systalic HPT
HFT and Hidney Dizease
Evaluation
Diagnosis and Screening
Treatment .

HPT Plan

Physician Role

Patient Infermation
Click for Documerts

Physician Information
Classification
Rizk Stratification

When the Navigation button entitled HPT and Diabetes is depressed the following template is
launched.

Hypertension and Diabetes

GOAL BLOOD PRESSURE FOR MABETICS

Systolic pressure belove 110 mmHg and disstolic pressure belowe 70 mmHg. May actuslly benefit from lower pressures,

General Principles

-

-

Hypertension is s importart or perhaps a more important rizk factor

in the development of complicstions of diabetes a= iz hyperglycemia.

A 5 mmHy reduction in dizstolic prezsure produced a 37% reduction
in microvascular complications,

Use of an ACE inhibitor or an ARB, ar bath, seems sppropriste initisl

therapy for the management of hypertension in patients with disbetes.

Systemic hypertension worsens the hemodynamic effects of
diabetes on the kidneys and is an important, treatable medistor of
progressive renal damage.

20-80% of diabetics will develop hypertension depending on age,
ethnicity, and fat mass.

Intype 1 diabetes, hypertension appears to be of renal arigin.

Intype 2 dishetes, hypertension iz often prezent as part of the
metabolic syndrome of insulin resistance where hyperinsulinemia
may play an important rale.

HPT and ACE Inhibitors I

Choosing & Drug |

Trestment Slgorithim |
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e Goal - 110/70 mm Hg
e General Principles

1.

2.

3.

Hypertension is as important or perhaps a more important risk factor in the
development of complications of diabetes as is hyperglycemia.

A 5 mmHg reduction in diastolic pressure produced a 37% reduction in
microvascular complications.

Use of an ACE inhibitor or ARB, or both, seems appropriate initial therapy for the
management of hypertension in patients with diabetes.

Systemic hypertension worsens the hemodynamic effects of diabetes on the
kidneys and is an important, treatable mediator of progressive renal damage.
20-60% of diabetics will develop hypertension depending on age, ethnicity, and
fat mass.

In type 1 diabetes, hypertension appears to be of renal origin.

In type 2 diabetes, hypertension is often present as part of the metabolic syndrome
of insulin resistance where hyperinsulinemia may play an important role.

Three pop-ups appear on this template; they are:

o HPT and Ace Inhibitors - this pop-up displays the following information

Treatment Goals for Diabetics

1.

ACE inhibitors and ARBs can modify the progression of diabetic kidney disease,
even in normotensive patients:

a. ACE inhibitors reduced the risk of progression from microalbuminuria to
macroalbuminuria by 62%.

b. Regression to normoalbuminuria was 3 times greater in the treated patients
than in control patients.

c. ACE inhibitors and ARBs form the mainstay of hypertension control and
renoprotection in diabetes.

d. The ACE or ARB should be "pushed" to the dose at which
microalbuminuria is eliminated or the maximum medication dose is
reached, or side effects of the ACE, or ARB appear.

e. Ifthe maximum dose of ACE is reached, add an ARB as they acton
different levels of the angiotensin system.

2. Hypertensive treatment in the diabetic must be aggressive:

a. The treatment goal is 130/80.
b. In patients with proteinuria and impaired renal function the goal is 125/75.
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Hypertension and Diabetes

GOAL BLOOD PRESSURE FOR DIABETICS Return |

Systolic pressure belowy 110 mmHg and disstolic pressure below 70 mmHg. May actually benefit from lovwer pressures.

General Principles

[~ Hypertension is as important or perhaps & more important risk factor
in the development of complications of diabetes as is hyperglycemia.

(R 0 D Hpt Dmikp ] E3

in micravascular ©

[~ Useof an ACE ink
therapy for the m:

[~ Systemic hyperter
diabetes on the kic
progressive renal

[~ 20-60% of diabeti
ethnicity, and fat ¢

[~ Intype 1 diahetes

[~ Intype 2 disbetes
metabalic syndron
rmay play an impor

| HPT and ACE Inkibitors I

Hypertension
Treatment Goals for Diabetics

1. ACE inhibitors and ARBs can modify the progression of diabetic kidney
dizeaze, even in normotensive patients:

a. ACE inhibitors reduced the risk of progression from microalbuminuria to
mactoalauminuria by 2%,

b. Regression to normoalbuminuria wwas 3 times greater in the treated
patients than in control patients.

c. ACE inhibitors and ARBs form the mainstay of hypertension control

and renoprotection in dishetes.

. The ACE or ARB should be "pushed" to the dose at which
mictoalbuminutiz is eliminated or the maximum medication dose is
reached, or side effects of the ACE, or ARB appear.

. If the maximum doze of ACE is reached, add an ARB as they act on
different levels of the angiotensin system.

o

o

2. Hypertensive trestment in the disbetic must be aggressive:

a. The treatment goal iz 130080,
b. In patients with proteinuria and impaired renal function the goal is 12575,

Cancel I

e Choosing a Drug - this pop-up displays the following information on five classes of
antihypertensive medications:
1. ACE Inhibitors

a.

b.
C.
d

Renal protective. Diminish proteinuria.
Increase responsiveness to insulin.

No adverse effect on lipids.

May cause increase in potassium.

2. Calcium Channel Blockers

a.
b.
C.

Diltiazem & verapamil decrease proteinuria.
Long term effect on renal function not known.
No adverse effect on lipid or carbohydrate metabolism.

3. Low Dose thiazide/hydrochlorothiazide (12.5 to 25 mg max)

a.
b.
C.

Low dose minimizes adverse effects on lipids and glucose utilization.
Reverses mild volume expansion.
May be particularly on African-American patients.
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4. Peripheral Alpha Blockers

May be useful in special situations: lowers BP, increases insulin sensitivity,
modestly lower lipid levels

5. Beta Blockers
a. Mask early symptoms of hypoglycemia.
b. Non selective beta-blockers slow rate of recovery from Hypoglycemia.
c. May worsen clinical manifestations of peripheral vascular disease.

Dm Hpt Dmcd2

e Treatment Algorithm - this pop-up displays information, "Hypertension: Choosing A
Drug for Diabetic Patients."
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o First Choice is an ACE-Inhibitor - there is a check box for selecting that option.
o After that

Thiazide Diuretics - there is a check box
Beta Blockers - there is a check box
ARBs - there 1s a check box

NOTE: Blood Pressure goal is 110/70 mmHg.
o Steps of treatment of hypertension in patients with diabetes

a. Begin with lifestyle modifications including diet and exercise
= Ifnecessary, start on an ACE Inhibitor/ARB with Diuretic

Thiazide if Creatinine less than 1.8
Loop Diuretic if Creatinine greater than 1.8
= BP Goal Attained? Yes? Stop; No? Proceed
b. Add a long-acting nondihydrophyridine Calcium Channel Blocker
such as Amlodipine or Norvasc
= BP Goal Attained? Yes? Stop; No? Proceed

c. What is the patient's resting pulse? If above 84 -
» Add a Beta Blocker; if BP goal still not attained, refer to a
hypertension specialist.

What is the patient's resting pulse? If below 84 -

* Add another subgroup of Calcium Channel Blockers. If BP still not
attained, refer to a hypertension specialist.
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Dm Hpt Dcd

Hypertension and Depression Template

This template addresses the relationship between both conditions and between the impact which
the treatment of one can have on the other. The treatment of hypertension in the elderly is often
complicated by the presence of depression particularly since the medications for both conditions
often interact with one another.
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Hypertension Management

Guidelines

Beginning Blood Pressure

Patient | RichmondPROI || Ztest |

Age

[35  |sex [m |

Highest Blood Pressure

lefo ] i

i | |o
Vital Signs
Blood Pressure Pulse Pressure
Trial 1 i 0
Trigl 2 !
Trial 3 !
Pulze
Height inches
Vuigight pounds
(=2]]
Body Fat %
Viaist 12341 inches
Hip= inches
Eatio o0
Fram CvD 10-Yr Risk %
Fram. Stroke 10-%r Risk |0 %
Global Cardio Risk A
Metabolic Syndrome - & 4+

Witals Over Time

| [o

flo_|

Major Risk Factors

W Tobacco Use
™ Dyslipidermia
I | Dizbetes Melitus
Family Hx of O3 Dizease
[ Male < 55
[ Female = 65
Sex
v Male
| | Postmenopausal Female

Additional Risk Factors
[~ cHF
[ cap
| ma
[ Stroke

[ Peripheral Wascular Dizease

[ Renal Insufficiency
[T Retinopsthy

Calculate Azzessment

Havigation
" HPT { General

Home

Lifestyle Changes

Dippers and White Coat

HPT and Diabetes

HPT and Cepression

Blood Prezsure Classification

Recommended Followe-Up

HFT and the Elderly

HFT, Inzulin Resistance

|zolated Systolic HPT

HPT and Kidney Dizease

Risk Group

Treatment Bazed on Risk Aszessment

Evaluation

Diagnosis and Screening

Trestment

HPT Plan

Lah Resutts

Labs Cwver Time

There are three sections to the information on this template:

e Depression As A Risk Factor for Hypertension
1. Dual Risk of Depression and HPT
2. Mechanisms of Depression Causing HPT

High depression scores are an independent predictor of hypertension

Phrysician Rale

Patient Information
Click for Documerts |

Physician Information
Clazsification
Risk Stratification

3. Vigilance about the coexistence of depression and hypertension is particularly

important in:

Elderly patients

Women

Separate or divorced persons

®

b
C.
d

Those with a family history of depression
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| |
|
u
| |

Antihypertensive Drugs Can Worsen Depression

1. A link between antihypertensive medications and depression has been suspected
for more than four decades.

2. Antihypertensive Medications Causing Depression
3. Interactions Between Antihypertensives and Antidepressants
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|
|
|
|

Lifestyle Aspects Which May Worsen Depression and Hypertension

1. Smoking
2. Alcohol
3. Inactivity
4. Poor Diet

58 of 112



59 of 112



Hypertension and the Elderly Template

Havigation
Hypertension Management Patient | RichmandPROI | | Ztest | & HPT € General
Guidelines Age | 35 | Sex | i | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure - -
i | |E| MD | ir | ||:| |r||:| | Dippers and White Cost
HPT and Diabetes
Vital Signs Major Risk Factors :
Blood Pressure Pulse Pressure ¥ Tobacca Use Calculate Assessmert P T B sl
Trial 1 ! o] | | Deyslipicletniz L HPT and the Elderly
: W e Blood Pressure Classification
Trial 2 ! SElERL | HPT, Inzulin Rezistance
: Family Hx of C¥ Disease !
Trial 3 !
i [ Male =55 Isolated Systalic HPT
Pulze I~ Female =65 Recommended Fallow:-Ugp
1 HPT and Kidney Dizease
Height inches Sex | ’ | ¥
Wisight pounds IV Male Risk Group Evaluation
Bl | [ Postmenopausal Female | | : : :
" ) Treatment Bazed on Risk Azsessment Liagnosis and Screening
Bocy Fat % Additional Risk Factors
: : [ cHE Treatment
Waist 12340 | inches -
Hips inches [~ ?I':D T e
Ratio 00 [ Stroke Physician Role
Fram WD 10-%r Rizk k- | | Periphersl Wascular Disease Patient Information
Fram. Stroke 10-%r Risk |0 % L] Renal Insufficiency Click for Documerts |
Hel=] r Retinopathy Lah Results |
Global Cardio Risk a Physician Information
i i Clazsification
Metabolic Syndrome - ) 4+ Labs Over Time S el
* | Rizk Stratification

Witals Ower Time |

Blood pressure is a significant problem in the elderly, particularly when you realized that if you
are 55 years of age and do not have hypertension, your lifetime risk of developing hypertension
1s 90%.. Controlling blood pressure, and particularly systolic blood pressure in the elderly, even
those beyond 80 will decrease morbidity and mortality for cerebrovascular accidents and
myocardial infarctions.
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Hypertension in the Elderly

Treatment Algorithm  JHCT Treatment Becommendations Therapy Comparisons T Return

General Principles

= Artihypertensive therapy has been shawen to reduce morbidity and martality in older patients with elevated systolic or Infor_mation
diastolic hlood pressures, Morning Blood Pressure

Thiz henefit appears to persist in patients older than 80 years, but less than one third of older patients have adeguate blood
pressure control.

Systolic blood pressure is the most important predictor of cardiovascular dizease.

Blood pressure messurement in older persons should include an evaluation for orthostatic hypotension.

Lowy-dose thiazide diuretics remain first-line therapy for older patierts.

Beta blockers, angiotensin-conyverting enzyme inhibitors, angictensin-receptor blockers, and calcium channel blockers are
second-line medications that should be selected hased on comarhidities and risk factors.

Treatment Goals
= The goal blood pressure recommended by JMCT is

* less than 14080 mmHg

* lezs than 120070 minHg in patients with disbetes of chronic kidney dizeaze The Elderly & Thiazide Diuretics

The Eldetly & Beta Blockers
The Eldetly & Calcium Channel Blockers
The Eldetly & ACE Inhibiors and ARBs

= JMCT recommends treating older patients with stage 1 isclated systolic
bypertension (SBEP betvween 140 and 159 mimHg) egually agressively.

= Active treatment has been shown to reduce

* total mortality

* cardiovascular mortality

* fatal or nonfatal cardiovascular events
* fatal or nonfatal stroke

There are three pop-ups at the top of this template; they are:
e Treatment Algorithm - this pop-up displays the following information

Treatment of Elderly Patients with Hypertension

1. In older patients with hypertension, morning blood pressure is the best predictor
for stroke.

2. Hypertension in the morning hours is a strong, independent predictor of future
stroke events.

3. Each 10 mm Hg increase in morning blood pressure is associated with a 44%
increase in th risk of stroke.

4. The difference between morning and evening blood pressure was also
independently associated with stroke risk, with each 10 mm Hg increase
associated with a 24§ increase in risk.

5. Sustained Hypertension defined: -- Average morning-to-evening blood pressure
of 135 mm Hg or greater and a difference between morning and evening of less
than 20 mm Hg

6. Morning Hypertension defined:-- Average of 135 mm Hg or greater and a
morning to evening difference of more than 20 mm Hg. At this point on the
Treatment of Elderly Patients with Hypertension algorithm there appears a button
entitled Calculate.

7. When depressed the Calculate button launches a pop-up with the following title
Sustained vs. Morning Hypertension
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a. Enter the patient's average morning and evening blood pressure and Icike
calculate.

b. In the box present the conclusion of morning or sustained blood pressure
will appear.

A question is then asked: "Does the patient have angina, diabetes mellitus, or
heart failure?" Yes/No

1. Check boxes are then provided to guide the following:
a. Regular screening of blood pressure should continue until 80.
b. Once antihypertensive care has been initiated, it should be continued after the age
of 80.
c.  When hypertension is first diagnoses in those over 80, treatment decisions should
be made based on biological rather than chronological age.

Dm Hpt Elderly

62 of 112



e JNC7 Treatment Recommendations - this pop-up displays the following principles of
the treatment of hypertension in the elderly:

Note: INC 7 recommendations for treating hypertension are similar in the general population and
older persons. The key points include:

Treat isolated systolic hypertension

Thiazide diuretics should be first-line treatment.

Second-line treatment should be based on comorbidites and risk factors.

Patients with systolic blood pressure higher than 160 mm Hg or diastolic blood

pressure higher than 100 mm Hg usually will require two or more agents to reach

goal.

5. Treatment should be initiated with a low dose of the hosen antihypertensive agent,
and titrated slowly to minimize side effects such as orthostatic hypertension

6. Weight loss and sodium reduction have been shown to be feasible and effective
interventions in older patients with hypertension. JNC 7 recommends adoption fo
the Dietary Approaches ot Stop Hypertension (DASH) diet, which has been show
to produce blood pressure reductions similar to single-drug therapy.

7. To improve adherence with antihypertensive regimens, involve patients in goal

setting, and ensure that the patients' cultural beliefs and previous experiences are

incorporated in a treatment plan. Simply the medication regimen, keeping in mind

how much it costs.

Eal o e

Hypertension in the Elderly

Treatment Algorithm | JHCT Treatment Recommendations | Therapy Comparisons Return I
(2] Dm Hpt JNCrecs x|
" nation

Blood Pressure

JNC7 Recommendations for Treating HPT In Older Persons

JMC ¥ recommendations for treating hypertension are similar inthe general population and older persons. The key
points include:

m Treat lsolated Systolic Hypertension (1SH).

m Thiazide diuretics shaould be first-line treatment.

m Second-line treatment shaould be bazed on comarhidities and risk factars.

m Patients wwith systolic blood pressure higher than 160 mm Hg or diastolic blood pressure higher than 100 mm Hyg
r uzually will reguire tvwo or mare agents to reach goal.

m Treatment should be intisted with & low dose of the chosen antihypertensive agent, and titrated slosely to minimize
side effects such as orthostatic hypotension.

m Weight oss and sodium reduction have been showen to be feasible and effective interventions in older patients
with bypertension. JMC 7 recommends adoption of the Dietary Approaches to Stop Hypertension (DASH] diet,
which has been shown to produce blood pressure reductions similar to single-drug theragy.

= Toimprove adherence with antihypertensive regimens, involve patients in goal setting, and ensure that the
patient's cultural beliefs and previous experiences are incorporated in & treatment plan. Simplity the medication

regimen, keeping in mind how much it costs,
Cancel |
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e Therapy Comparisons - this pop-up compares the safety, price and simplicity of use of
four classes of medications in the elderly:

bl el e

Thiazide Diuretics,

Beta Blockers,

ACE Inhibitors and
Calcium Channel Blockers.

Hypertension in the Elderly

Treatment Algorithm  JHCT Treatment Recommendations | Therapy Comparisons

i Dm Hpt Elderlyrec x|

Comparison of Antihypertensive Agents in Older Persons

Select a class of medication below to view the available information.

" Thiszide Diuretics ¢ Beta Blockers ¢ ACE Inkibitors and ARBs ¢ Calcium Channel Blockers

mation

Safety

Efficacy

Tolerakility

Price |

Simplicity |

Atal of noriatal SIroke

Cancel |

The remainder of the template details General Principles and Goals of treatment in the

elderly:

e General Principles:

1.

2.

w

“

Antihypertensive therapy has shown to reduce morbidity and mortality older
patients with elevated systolic and diastolic blood pressures

This benefit appears to persist in patients older than 80 years, but less than one
third of older patients have adequate pressure control.

Systolic Blood pressure is the most important predictor of cardiovascular disease.
Blood pressure measurement in older persons should include an evaluation for
orthostatic hypotension.

Low-dose thiazide diuretics remain first-line therapy for older patients

Beta blockers, angiotensin-converting enzyme inhibitors, angiotensin-receptor
blockers and calcium channel blockers are second-line medications that should be
selected based on comorbidities and risk factors.

o Treatment Goals
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1. The goal blood pressure recommended by JNC?7 is:
a. Less than 140/90 mmHg
b. Less than 110/70 mmHg in patients with diabetes or chronic kidney
disease.

2. JNC 7 recommends treating older patents with stage 1 systolic hypertension (SBP
between 140 and 150 mmHg) equally aggressively
3. Active treatment has been shown to reduce
a. Total mortality
b. Cardiovascular mortality
c. Fatal or nonfatal cardiovascular events
d. Fatal or nonfatal stroke.

There is a series of four documents linked to this template; they are:

e The Elderly and Thiazide Diuretics

o The Elderly and Beta Blockers

e The Elderly and Calcium Channel Blockers

o The Elderly and Ace Inhibitors and ARBs
One last information document is launched from a link entitled, "Morning Blood Pressure."
This document addresses the following concept "Early to Rise - Morning Blood Pressure

Predicts Stroke."

HPT, Insulin Resistance Template
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Havigation

Hypertensi on Management Patient | RichmondPROL || Ttest | = HPT " General
Guidelines Age [35  |sex [m | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure
! | ||:| |I|EI | il | |D |I||:| | Dippers and White Coat
HFT and Diahetes
Vital Signs Major Risk Factors :
Blood Pressure Pulze Pressure ¥ Tohacco Use Calculate Assessment S Doy el
Trial 1 I u] | | [ry=lipidemia L HPT apd the Eiderly
E W e e Blood Pressure Classification
Trial 2 ! e | HPT, Inzulin Resistance
’ Family Hx of CV Dizeaze !
Trial 3 !
7S [~ Male =55 |zalated Systalic HPT
Pulze I~ Female =65 Recommended Fallosy-Up
| HFT and Kidney Diseaze
Height inches Sex | ’ | ¥
Wisight o v Male Risk Group Evaluation
Bl . [~ Postmenopauzal Female | | i } ;
. ) Treatmert Bazed on Risk Azsessment Diagnosis and Screening
Body Fat % Additional Risk Factors
: : [ chF Treatment
izt 12341 | inches -
Hips inches " ?IiD P (Pl
Reatio 0o [ steoke Physician Role
Fram ChD 10-%r Rizk % | | Peripheral Vasgu.lar Dizeasze Hetientintarrration
Eram. Stroke 10-%r Risk [0 % u Renal Insutficizncy Click for Documerts |
Fel= r Retinopathy Lab Results |
Global Cardio Rizk o Physician Information
Metabolic Syndrome - & + Labs Over Time | Czzbinadon

Rizk Stratification
Witals Crwver Time |

In SETMA's Metabolic Syndrome Suite of Templates, on the Insulin Resistance Template,
the following statements are made:

o Insulin resistance contributes to decreased renal function reserve and to the development
of hypertension
o Insulin resistance is one of the causes of treatment-resistant essential hypertension

The medical literature is not unanimous in these conclusions at present but the association
between insulin resistance and the other markers of the metabolic syndrome - obesity,
dyslipidemia, hyperglycemia, renal damage as evidenced by microalbuminuria - all of which are
both causes of and results of endothelium dysfunction, is strong. So much so, that in the face of
treatment resistant hypertension, it is worthwhile to address the issue of insulin resistance and
endothelium dysfunction.
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At the top of HPT, Insulin Resistance template are the following General Concepts:

e One half of patents with essential hypertension are insulin resistant and hyperinsulinemic.

o There is evidence that blood pressure is linked to the degree of insulin resistance.

o Exactly how insulin resistance influences blood pressure, however, is controversial.

o Furthermore, a strong relationship between insulin resistance and blood pressure may not
occur in many patients, especially black patients.

67 of 112



Hypertension and Insulin Resistance

= One half of patients with essential hypertension are insulin resistant and hyperinsulinemic.,
= There iz evidence that blood prezsure is linked to the degree of insulin resistance.

= Exactly how insulin resistance influences blood pressure, however, iz contraversial.

= Furthermore, a strong relstionship betvween insulin resistance and blood pressure may not ocour inmany patients,
ezpecially black patients.

Metabolic Syndrome - + + Sereening for Insulin Resistance

Fasting Glucose | | /¢ Information _
; i J J 1 Inzulin Resistance Predicts HPT
Pl ey Teenage Insulin Resistance and Adult Hypertenszion
HORA-IR HPT Famnily Hiztory Predicts Insulin Resistance
Trighycercides | | 11 Endothelial Physiclogy
HOL | B Components of Insulin Resistance
TrigMHOL Retio vaer’cens!an. Insull!w a.nd IG.T
Hypertension and Lipoic Acid
Hypertension and Insulin Resistance
Treatment
Insulin Sensitivity Homocyateine Impaired Fasting Glucoze
hsCRP Hypertrighyceridermia Endathelisl Dy sfunction

Beneath these principles is a link to the Metabolic Syndrome Assessment Template which
results will populate the check boxes which display whether or not the patient has the metabolic
syndrome.

Hypertension and Insulin Resistance

»  One half of patients with eszential hypettension are insulin resistant and hyperinsulinemic. “Return
= There iz evidence that blood pressure is linked to the degree of insulin resistance.
= Exactly howy inzulin resistance influences blood pressure, however, is controversial.

»  Furthermoare, & strong relationship between insulin resiztance and blood pressure may not occur in many patients,
especially hlack patients.

Metabolic Syndrome | - + O Screening for Insulin Resistance

Fasting Glucoze | | i} Information _

: 5 Inzulin Resistance Predicts HPT
et st J J L Teenane Insulin Resistance and Aduft Hypertension
HOMA-IR HPT Family History Predicts Insulin Resistance
Triglycercides | | 14 Endothelisl Physiology
HOL | | 11 Components of Insulin Resistance
TrigHOL Ratio J‘_ Hypertenzion, Insulin and 15T

Hypertension and Lipoic Acid
Hypertension and Insulin Resistance

Treatment

Insulin Sensitivity Homocysteine Impaired Fasting Glucoze

h=CRP Hypettriglyceridemiz Enclothelial Dy sfunction
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Next is a link to the Screening for Insulin Resistance template which is part of the Less
Initiative.
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Diabetes Insulins

The elements of this template are automatically populated from the EMR data base. When the
button entitled Conclusion? is depressed a summary of whether the patient is at risk for insulin
resistance, and consequently the potential blood pressure problems associated with it, will
appear.

The following laboratory values are then displayed:

o Fasting Glucose

e Fasting Insulin

¢ HOMA-IR - Homeostasis Model Assessment of Insulin Resistance. A value above 2
indicates insulin resistance.

o Triglycerides
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« HDL
o Trig/HDL Ratio - a value above 2 for this ratio indicates Insulin Resistance.

Beside the laboratory values are buttons which launch the following documents:

Insulin Resistance Predicts HPT

Teenage Insulin Resistance and Adult Hypertension
HPT Family Hisory Predicts Insulin Resistance
Endotehlial Physiology

Components of Insulin Resistance

Hypertension, Insulin and IGT

Hypertension and Lipoic Acid

Hypertension and Insulin Resistance
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At the bottom of this template are six buttons which launch Treatment Recommendations for
the following,( for details on these functions, which are self explanatory. see the tutorial for the
Metabolic Syndrome Treatment Recommendations.):

Insulin Sensitivity
hsCRP

Homocysteine
Hypertriglyceridemia
Impaired Fasting Glucose
Endothelial Dysfunction
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Isolated Systolic Hypertension Template

Perhaps the most under treated and damaging form of hypertension is Isolated Systolic
Hypertension (ISH), particularly in the elderly. The key to ISH treatment is its recognition and
diagnosis and the understanding of the increased cardiovascular and cerebrovascular risk
associated with it.

73 of 112



k]
A
[
el
[Ty
[
=
c
=}
£
ins
2
15

m pLL g-LiERLl gy

o

LL

74 of 112



pnptisn x|
Isolated Systolic Hypertension

Definition - Elevated systolic blood pressure (= 140 mm Hg) swith normal disstolic blood pressure (= 90 mm Hg).
Incidence - Hypertension occurs in 0% of those over 60 vears of age regardless of race. The majority of these have [SH.
Prexertion - Mo hypertension in primitive societies whose members maintain lean body mass and are physically active.

Contributing Causes Evaluation
[ Incres=sed oy fat [ Exclude diabetes, hypokalemia, and renal dizease with blood chemistry
| | Sedentary lifestyle H Urinalysis to exclude proteinuria
[ Incressed sodium intake [~ EKGto evaluste for M, arrhythinias, ar LYH

[~ Loss of elasticity of aorta and peripheral vezsels | Echocardiogram for LVH, particularly if signs or symptoms of CHF
[~ Incres=ed cardisc output
Compensatory far maintaining oxygen delivery

Treatment
Associated Features Lifestyle
[~ Low plazma volume I Wieight Reduction
[ Exercize

Consistent with general body water loss
[ Renal excretion of saft decreased
Making elder more sensitive to salt

[ Decreaszed Salt Intake
[ Decreszed &lcohol Intake

Risk Drugs
| | Lowy-dose, long-acting diuretic, such as 12.5 mg daily of hydrochlorothiazide
[ Three-fold increase of stroke H Loww-dose, long-acting, dibydropyridine calcium channel blacker
[~ Incressed risk of averal martality (i patient alzo has andina, a beta-blacker iz appropriste
[ Increazed risk of cardiovascular martality i patient also has renal insufficiency or cardiomyopathy, an ACE iz a good chaoice
[~ Incres=ed rigk of congestive heart failure I patient alzo has benign prostatic hyperdrophy, an alpha blocker iz a reasonable choice

Cancel I

This template contains the following material:

o Definition - Elevated systolic blood pressure (> 140 mm Hg) with normal diastolic blood
pressure (< 90 mm Hg).

o Incidence - Hypertension occurs in 50% of those over 60 years of age regardless of race.
The majority of these have ISH.

o Prevention - No hypertension in primitive societies whose members maintain lean body
mass and are physically active.

o Contributing Causes

Increased body fat

Sedentary lifestyle

Increased sodium intake

Loss of elasticity of aorta and peripheral vessels compensatory for maintaining

oxygen delivery

Eal o N e

o Associated Features
1. Low plasma volume consistent with general body water loss
2. Renal excretion of salt decreased making elder more sensitive to salt

e Risk
1. Three-fold increase of stroke
2. Increased risk of overall mortality
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3. Increased risk of cardiovascular mortality
4. Increased risk of congestive heart failure

o Evaluation
1. Exclude diabetes, hypokalemia, and renal disease with blood chemistry
2. Urinalysis to exclude proteinuria
3. EKG to evaluate for MI, arrhythmias, or LVH
4. Echocardiogram for LVH, particularly if signs or symptoms of CHF

¢ Treatment
1. Lifestyle
1. Weight Reduction
2. Exercise
3. Decreased Salt Intake
4. Decreased Alcohol Intake

2. Drugs
1. Low-dose, long-acting diuretic, such as 12.5 mg daily of
hydrochlorothiazide
2. Low-dose, long-acting, dihydropyridine calcium channel blocker
If patient also has angina, a beta-blocker is appropriate
4. If patient also has renal insufficiency or cardiomyopathy, an ACE isa
good choice
5. If patient also has benign prostatic hypertrophy, an alpha blocker is a
reasonable choice

e
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Hypertension and Kidney Disease Template

Havigation
Hypertensi on Management Patient | RichimondPROL || Ztest | & HPT (" General
Guidelines Age Sex Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure - -
i/ | ||:| MD | i | ||:| |.|'|I:| | Dippers and White Cost
HPT and Diaketes
Vital Signs Major Risk Factors :
Blood Pressure Pulze Pressure ¥ Tohacco Use Calculate Assessmert 1P SR T B
Trial 1 I 1] | | Dy zlipidemia o HPT and the Elderly
E W e Blood Pressure Classificstion
Trial 2 ! fo i | HPT, Insulin Resizstance
Trial 3 ' Family Hx of CV Disease !
S l_ Male = 55 Izalated Systolic HPT
Pulze I~ Female = 65 Recommended Follow-Lp
. HFT and Kidney Disease
Heighit inches Sex | : | ¥
Wisight . IV Male Risk Group Evaluation
Bl . [ Postmenopausal Female | | ; ; ;
. ) Trestnent Based on Rizk Assessment SRR e S
Body Fat i Additional Risk Factors
: _ I cHF Treatment
Vet 12341 inches -
Hipz inches - ?IiD R
Ratio 0a [ Stroke Physician Role
Fram CWD 10-Yr Rizk % o Peripheral Vascular Dizease Patient Information
Fram. Stroke 10-%r Risk  [Q £ I Renal Insutficiency Click for Documents |
- I™ Retinopathy Lab Resut I
Global Cardio Rizk o ISl Physician Information

Metaholic Syndrome Lahs Over Time Clazsification
Synicror _ | fion
Metabolic Syndrome v+ I deeatn

“itals Crver Time I

The association between hypertension in both primary and secondary conditions is well defined.
The unique aspect of Kidney disease and hypertension is that hypertension can both be a cause of
and a result of kidney disease.

This is a duplicate of the Hypertension template in the Renal Disease Suite of Templates. The
template begins with the following concepts:

o High blood pressure can be either a cause or a consequence of chronic kidney disease.
o High blood pressure causes a faster decline in kidney disease and cardiovascular disease.
e Prevalence of high blood pressure is related to the level of GFR.
o Patients with chronic kidney disease have a high prevalence of high blood pressure even
when GFR is only mildly reduced.
Mechanism of HBP in Kidney Disease - this launches a document which addresses this issue.

Beneath this link, there are boxes which document:

e Blood Pressure (this visit)
o Blood Pressure History (Hypertension Mgmt)
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1. Beginning Blood Pressure
2. Highest Blood Pressure

There is then a button entitled "Calculate" when depressed it fills in the following boxes:

e BP Goal
e Nonpharmacologic Therapy
e Pharmacologic Therapy

[
N
[

[
r
[N |
—

e ulate U | = 13040 Reduction in distary saft, Beta-Blockers, Diurectics
Exercize
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Algorithm - this button launches a pop-up which lists the National Kidney Foundation Blood
Pressure Recommendations on the basis of which the above boxes are completed
automatically.

—— I —
N

= 130080 Reduction in dietary salt, Betas-Blockers, Diurectics
T Exercize

Dm Crf Hptalgo

There are two links related to lifestyle changes which improve hypertension particularly in
relationship to kidney disease; they are:

e Low Sodium Diet
o Exercise
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Evaluation Template

Havigation
Hypertensi on Management Patient | RichmondPROI | | Ztest | & HET  Ceneral
Guidelines Age | 35 | Sex | h | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure = =
il | ||:| |.|'|I:| | Iy | |D MD | Dippers and White Coat
HPT and Diabetes
Vital Signs Major Risk Factors :
Blood Pressure Pulze Pressure | et Calculate Assessment HPT and Depression
Trial 1 1 ] | | Dy =lipidemis . HPT and the Elderly
E I Diabetes Melitus Blood Preszure Clazsification
Tril 2 i s | HPT, Inzulin Resistance
; Family Hx of TV Dizease !
Trial 3 !
[ Male = 55 Isolated Systolic HPT
Pulze I~ Female =65 Recommended Follow-Lp
Height e i | . | HPT and Kidney Diseaze
Wiigight pounds IV Male RISk CH0H Evaluztion
Bl . [ Postmenopausal Female | | - - -
. ) Trestment Bazed on Risk Azsessment Diagnosis and Scresning
Body Fat % Additional Risk Factors
: ; I cHF Treatment
Viaist 12341 | inches -
Hips inches r ?I':D HPT Plan
Ratio oo W Phy=zician Rale
Fram CYD 10-%r Risk £ [ Peripheral Wascular Disease BelientIntaration
Fram. Stroke 10-%r Risk |0 % I Renal Insufficiency Click for Documerts |
— [ Retinopathy e i
Glokal Cardio Risk a Bl =R Physician Information
Metabolic Syndrome - F + Lahs Crver Time | Uassification

Yitalz Ower Time I

The Evaluation Template has the following content:
Displays the two major types of hypertension:

e Primary Hypertension - has no clearly defined etiology
e Secondary Hypertension - often has no symptoms

Risk Stratification

Just below this information is a button entitled "Primary Pulmonary Hypertension".

Primary Pulmonary Hypertension is not a part of systemic hypertension but is presented here

because of the close association of the name.
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Hypertension Evaluation

Primary Hypertension Return I
Primary hypertension has no clearly defined etiology.

lSecomIary Hypertension : Information
Most commonly hypertension has no symptomsi Arterial Hypertension

Renovascular Hypertension

Frimary Pulmonary Hypertension

Signs & Symptoms Causes

I Headache Adrenal Drugs & Toxins
P ™ Primary Aldosteronism [ Alcohal

Lizziness | | Cushing's Syndrome [~ Cocaine
[ Fatigue | | Pheochromocytorms [ Cyclozpotin
o Palpatations | | Congenital Adrensl Hyperplasia [ Erﬂhragqieﬂn o
P Endocrine [ Adrenergic Medicstions

| | Acromegaly Renal
I mosehleeds o Hypercalcetnia " Renal Parenchymal Dizease
[ Weight Lozs | | Hyperparathyroidism | | Polycystic Kidney Disease
I ling b e H Hypenhyru.:u:.;usm ] | Ur|n§|r\,f Tract .Obs’[ruc’unn
ypotheyroidism %
[~ Hypotheroid [ Renin producing Tumaor
™ wieskness [ Oral Cortracestives I Liddle Syndrame
I Frequent Urination [ Pregnancy-indused Hypertension [ Renovascular Hypertension
™ Increased Thirst Neu’r_glogic Vasigular
Brain Tumor Coarctation of Aorta
™ Enlarged, Round, o "Moon” Face
<k ' : . ™ Bulbar Poliomyeltis [T wascultis

™ Excess Body and Facial Halr [ Intracranial Hyperttension [ Collagen Vascular Diseasze

e Definition -- Pulmonary hypertension is when the blood pressure in the arteries of the
lungs is abnormally high. "Primary" means that there are no other diseases of the heart or
lungs causing the high blood pressure.

o Alternative Names -- Pulmonary arterial hypertension; Sporadic primary pulmonary
hypertension; Familial primary pulmonary hypertension

o Causes And Risk -- The cause of primary pulmonary hypertension is unknown. Some
cases are caused by a genetic defect.

1. The small arteries of the lung narrow throughout the lungs. Pulmonary
hypertension is the result of greater resistance to blood flow. As a result of the
increased workload caused by this resistance, the right side of the heart becomes
enlarged.

2. This disease is rare. It affects more women than men.

3. Pulmonary hypertension is the narrowing of the pulmonary arterioles within the
lung. The narrowing of the arteries creates resistance and an increased work load
for the heart. The heart becomes enlarged from pumping blood against the
resistance.

4. The goal of treatment is control of the symptoms, although the disease usually
develops into congestive heart failure.

e Symptoms

1. Shortness of breath during activity
2. Chest pain
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Weakness

Fatigue

Fainting

Lightheadedness during exercise
Dizziness

Leg Swelling

PN bW

o Signs and Tests
1. A physical examination shows enlargement of the veins in the neck, normal lungs,
a heart murmur, enlargement of the liver, and swelling due to fluid retention in the

tissues.
2. Tests
a. ECG
b. Chest X-Ray
c. Echocardiogram
d. Pulmonary Function Tests
e. Nuclear Lung Scan
f.  CT Scan of the Chest
g. Cardiac Catheterization
h. Pulmonary Arteriogram

o Call Your Doctor If...
1. Chest pain develops
2. You develop shortness of breath when active
3. Shortness of breath worsens
4. You experience other symptoms

e Treatment

1. There is no known cure. The goal of treatment is to control symptoms. Some
people respond to treatment with oral medications, such as calcium channel
blockers and diuretics. Others may need drugs like intravenous epoprostenol.

2. Recently, a new oral drug that blocks abnormal constriction of blood vessels has
become available and shows promise in treating pulmonary hypertension.

3. As the disease progresses, oxygen may be necessary. If all else fails, suitable
candidates may be helped by lung or heart-lung transplantation.

4. Most patients with primary pulmonary hypertension are treated at centers which
specialize in the care of these patients.
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Dm Hpt Pph )

e Primary Pulmonary Hypertension

Pulmonary hypertension is swhen the blood pressure inthe arteries of the lungs iz abnormally high, "Primary” means that there are no ather disesses
of the heart or lungs causing the high blood pressure.
Alternative Hames
Pulmor@ry arterial hypettension; Sporadic primary pulmonary hypertension; Familial primary pulmonary hypertension
Causes And Risk
The cause of primary pulmonary hypettension is unknown, Some cases are caused by 3 genetic defect.

The =mall arteries of the lung narrow throughout the lungs. Pulmonary hypertenszion is the result of greater resistance to blood flow. As a result of
the increased workload caused by this resistance, the right side of the heart becomes enlarged. Eventually, progressive heatt failure may deselop.

Thiz dizeasze is rare. k affects more women than men.

Pulmonary hypertension is the narrowing of the pultnonary arderioles within the lung. The narrowing of the arteries crestes resistance and an
incressed work load for the heatt. The heatt becomes enlarged from pumping blood against the resistance.

The goal of treatment iz control of the symptons, athough the dizease usually develops into congestive heart failure.

Symptoms Signs andl Tests
™ Shortness of bresth during activity A physical examination shovws enlargemert of the veinz in the neck, normal lungs, & heart murmur,
[ Chest fain enlargement of the liver, and sweling due to fluid retention in the tissues,
[ wWeskness | lEcE ™ Muclear Lung Scan
[ Fatigue [ Chest ¥-Ray [™ CT Scan of the Chest
I Fairting [ Echocardiogram [ Cardiac Catheterization
I Lishtheadedness during exercise [ Pulmonary Function Tests [~ Pulmonary Arteringram
n D'ZZ'HESS_ Call Your Doctor If...
™ Lea Sweling [ Chest pain develops [ wou develop shortness of bresth when active
™ Wou experisnce other symptoms [~ Shortness of bresth worsens
Treatment

There i= no knowen cure. The goal of treatiment is to cortrol symptoms. Some people respond to trestment with oral medications, such as calcium
channel blockers and divretics. Others may need drugs like intravenous epoprostenol.

Recertly, & nes oral drug that blocks abnormal constriction of blood vessels has become available and shows promise in tresting pulmonary hypertension.

Az the disease progresses, oxygen may be necessary. If all elze fails, sutable candidates may be helped by lung or heart-lung transplantation.
host patients with primary pulmonary hypertension are treated at centers which specialize in the care of these patients.

Cancel !

There are two series of checkboxes in the last section on the "Hypertension Evaluation" screen
entitled ""Signs & Symptoms" and "Causes". While most patients with hypertension have no
signs or symptoms, these are sometimes associated with secondary hypertension:

Signs & Symptoms

¢ Headache

e Dizziness

o Fatigue

o Palpitations
e Malaise

e Nosebleeds

e Weight Loss

o Swelling in the legs

o Weakness

e Frequent Urination

e Increased Thirst

e Enlarged, Round, or "Moon" Face
e Excess Body and Facial Hair
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Causes
1. Adrenal

a. Primary Aldosteronism

b. Cushing's Syndrome

c. Pheochromocytoma

d. Congenital Adrenal Hyperplasia

2. Endocrine

a. Acromegaly

b. Hypercalcemia

c. Hyperparathyroidism

d. Hypothyroidism

e. Oral Contraceptives

f. Pregnancy-induced hypertension

3. Neurological
a. Brain Tumor
b. Bulbar Poliomyelitis
c. Intracranial Hypertension

4. Drugs and Toxins
a. Alcohol
b. Cocaine

(O ([ 0

(11}
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Cyclosporin
Erythropoietin
e. Adrenergic Medications

/o

5. Renal
a. Renal Parenchymal Disease

b. Polycystic Kidney Disease
c. Urinary Tract Obstruction
d. Renin-producing Tumor

e. Liddle Syndrome

f. Renovascular Hypertension

6. Vascular
a. Coarctation of Aorta
b. Vasculitis
c. Collagen Vascular Disease

|
I o

1 o (o (o
(o (o

|
|
|
|
r
|
|
|
|
|
r
|
|

LIS
LI ILE

NOTE: All Causes listed in blue are linked to a detailed document describing that cause
At the right hand side of the Evaluation template is a Return button that takes you back to the
Master Hypertension template and

Beneath the Return button are two Provider education documents
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e Arterial Hypertension - this button launches a document entitled "Arterial
Hypertension: Etiology and Pathogenesis."

e Renovascular Hypertension - this button launches a document entitled the same as the
button.

Diagnosis and Screening Template

This template provides the ability for the provider to establish a plan for evaluating secondary
forms of hypertension. In addition to identifying the most common causes of secondary
hypertension, this template provides a tool to suggest the proper evaluation for patients with a
suspected secondary cause of hypertension.

Havigation
Hypertension Management Patient | RichmandPROL | | Ztest | & HPT O General
Guidelines Age | 35 | Sex | M | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure - -
i | |E| |"|':' | ) | ||:| |I|D | Dippers and White Cost
HPT and Diahetes
Vital Signs Major Risk Factors :
Blood Pressure Pulse Pressure ¥ Tobaceoo Lse Calculate Assessment e
Trial 1 ! o] | | Deyslipicletmiz L HPT and the Elderly
: I Dishetes Melliuz Blood Pressure Classification
Trial 2 ! Sl | HPT, Insulin Resistance
Trial 3 ‘ Family Hx of C¥ Disease !
i [ Male =55 Isolated Systalic HPT
Pulze I~ Female =65 Recommended Fallov-LUp
HPT and Kidney Dizease
Height inches Sex | ’ | tl
Wigight pounds v Male B Eualuation
Bl | [~ Postmenopausal Female | | ; ; :
S . . e Treatment Baszed on Risk Assessment Diagnosis and Scresning
ooy ional Risk Factors
- 3 I- CHF NEEE
Waist 1234 | inches -
Hips inches [ ?I':D LT PR
Ratio 00 ™| Stroke Prysician Role
Fram WD 10-%r Risk k- | | Peripheral Wascular Disease Patient Information
Fram. Stroke 10-r Risk |0 % L] Renal Insufficiency Click for Decumerts |
HeT r Retinopathy Lah Resufts I
Global Cardio Risk a Physician Information
Metabolic Syndrome - F & Labs Cver Time I S

Rizk Stratification
Witals Ower Time |

When the "Diagnosis and Screening" button is clicked, it will display an interactive function
entitled "Screening and Diagnostic Studies for Secondary Hypertension." There are two
sections on this part of the template, the first is "Suspicions" and the second is "Actions."

Suspicions
e Coaractation of the Aorta
e Cusingh's Syndrome

e Pheochromocytoma
e Renovascular Dsiease
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e Thyroid Disease
o Hyperparathyroidism
e Renal Parenchymal Disease

There are check boxes in front of each of these causes of secondary hypertension. If you

suspicion one of these conditions to be present, check the box in front of the condition and a list
of actions recommended for the evaluation of that condition will be automatically selected.

Screening and Diagnostic Stuclies for Seconcdary Hypertension

Return l

[ Iothakamate Glomerular Fitrstion Rate
[ mRI, Aorta

Suspicions Actions

u [ 24-hour Uninary Free Cortizol

r Cushing's Syndrome [ 24-hour Urine Pratein and Crestining Levels
[ 2D Echo, Aorta [~ MRI, Renal Artery

[~ abdominal CT [ Plasma Aldesterone: Renin Ratio

[ Aldosterone Excretion Rate During Zalt Loading [ Plazsma Catecholamines

[ mdrenal CT [~ Renal Biopsy

| | Angiography [ Renal Duplex Sonography

= Anrtogram [ Renal Utrasound

|- Pritnary Aldasteronizm
[ Pheochromocytoms
[~ Renovascular Dizesse
- Thyroid Disesse

o Hyperparathyroidizm

[~ Renal Parenchymal Dizeaze

[~ Calcium and Phozphorus Levels
[ Captopril Renography

™ Chest Film

[ Clonidine Suppression Test

H Computed Tomogragphy

[~ Renal Yein Renin Ratio
[ Serum Calcitonin Lewvel
[~ Serum Parathyroid Harmaone Level
[~ Serum Thyroid Hormone Level
H| Thyrotropin

[ Dexametha=one Supression Test [~ Urine Catecholamines

[ loding 131 Metaiodobenzylguanidine Scan

™ Primary Pulmonary Hypertension [ Cardiac Catheterization ™ Muclear Lung Scan
[ chestcT | Pulmanaty Arteriogram
[ EcG | Pulmonary Function Testing
| Echocardiogram

e Primary Pulmonary Hypertension - this is not pathophysiologically a part of
hypertension but it is included here because it does result in hypertension in the
pulmonary vasculature and it is an increasingly diagnosed condition.
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Screening and Diagnostic Studies for Secondary Hypertension

Suspicions

[T Coarctation of Aorts

| | Cuzhing's Syndrome
N Ptimary Aldosteronizm
| | Pheochromocytoma
[™ Renovascular Disease
| | Thyroid Dizsease

u Hyperpatrathyroidizm

[ Renal Parenchymal Dizeaze

[vw Primary Pulmonary Hypertension:

Actions

Actions

[ 24 hour Unrinary Free Cortisal

[ 24-hour Urine Protein and Crestinine Levels
™ 2D Echa, Aorta

™ abdominal CT

[ Aldosterons Excretion Rate During Salt Loading

[ Adrenal T

| | Angiography

B Aortogram

[~ Calcium and Phosphorus Levels

] | Captopril Renography

¥ Chest Film

[~ Clanidine Suppression Test

H Computed Tomography

[ Dexamethasone Supression Test

[ lodine 131 Metaindobenzylguanidine Scan

v Cardiac Catheterization
v cChestCT

v ECG

™ Echocardiogram

e 24-hour urinary Free Cortisol
e 24-hour Urine Protein and Creatinine Levels

e 2D Echo, Aorta
e Abdominal CT

e Aldosterone Excretion Rate during Salt loading

e Adrenal CT
e Angiography
e Aortogram

e Calcium and Phosphorous Levels

e Captopril Renography

e Chest Film

e Clonidine Suppression Test

o Computed Tomography

o Dexamethasone Suppression Test
e Jodine 131 Metaiodobenzylguandine Scan
o Jothalamate Glomerular Filtration Rate

e MRI, Aorta
e MRI, Renal Artery

e Plasma Catecholamines

o Renal Biopsy

e Renal Duplex Sonography

e Renal Ultrasound

e Renal Vein Renin Ratio

Return

[ Iothalamate Glomerular Fitration Rete
[ MBI, &orts

I MR, Renal Artery

[ Plazma Aldesterone:Renin Ratio
[ Plasma Catecholamines

[ Renal Biopsy

[ Renal Duplex Sonography

[ Renal Utrasound

™ Renal Yein Renin Ratio

[ Serum Calcttonin Level

[ Serum Parathyroid Hormone Level
[ Serum Thyroid Harmane Level

B Theyrotropin

[ Urine Catecholamines

v Muclear Lungy Scan
v Pulmonary Arteriogram
v Pulmonary Function Testing
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e Serum Calcitonin Level

e Serum Parathyroid Hormone Level
e Thyrodropin

e Urine Catecholamines

e Cardiac Cauterization

e ChestCT

« ECG

e Echocardiogram

e Nuclear Lung Scan

o Pulmonary Arteriogram

e Pulmonary Function Testing

Screening and Diagnostic Studies for Secondary Hypertension

Suspicions Actions il pk !
[ Coarctation of Aarta [ 24-hour Urnrinary Free Caortisol [ Iothalamate Glomerular Filtration Rate
- Cushing's Syndrame [ 24-hour Uring Protein and Crestining Levels | | MRl Aorts

. i ™ 20 Echo, Aorta [ MRI, Renal Artery

r Primary Aldostsronisim [ Abdominal T [ Plazma Aldesterone: Renin Ratio

[ Pheochromocytama [ Aldosterone Excretion Rate During Salt Loading [ Plazma Catecholamines

I~ Renovaszcular Dizeasze [ Adrenal CT [ Renal Biopsy

o [ angiography [ Renal Duplex Sonography

- Thiyroid Disease | | Aortogram [ Renal Utrazound

' Hyperparathyroidizm [ Calcium and Phozphoruzs Levels [ | Renal “ein Renin Ratio

I~ Renal Parenchymal Disease | | Captopril Renography [™ Serum Calcitonin Level
[~ Chest Film [ Serum Parathyroid Hormane Level
[ Clonidine Suppression Test [ Serum Thyroid Hormane Lewvel
N Computed Tomography | Thyrotropin
[ Dexamethasone Supression Test ™ Urine Catechalamines
[ Iodine 131 Metaiodobenzylguanidine Scan

r Primary Pulmaonary Hypertension [™ Cardiac Catheterization [ Muclesr Lung Scan
[~ ChestcT [ Pulmanary Arteriogram
[ Eca | | Pulmaonary Function Testing

| | Echocardiogram

For instance, if you suspect a Pheochromocytoma, check the box beside that name and the
following will automatically have the boxes beside them checked

e Abdominal CT

e Clonindine Suppression Test

e Jodine 131 Metaiodobenzyguanidine Scan
¢ Plasma Catecholamines

¢ Urine Catecholamines
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If you think the patient has Primary Pulmonary Hypertension, check the box beside that name
and the following will automatically have the boxes beside them checked:

Chest Film

Chest CT

ECG

Echocardiogram

Nuclear Lung Scan
Pulmonary Arteriogram
Pulmonary Function Testing
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Screening and Diagnostic Studies for Secondary Hypertension

Suspicions
[ Coarctation of Aora
[ cushing's Syndrome
[ Primary Aldosteronizm

[ Bheschromacyioms |

| Renovascular Disesse
[ Thyroid Dizeasze
[ Hyperparathyroidism

[ Renal Parenchymal Diseasze

[ Primary Pulmonary Hypertension

Treatment Template

Actions

[ 24-hour Unrinary Free Cortizol

[ 24-hour Urine Protein and Crestinine Levels
[ 20 Echo. Aarta

v Abdaominal CT

Aldosterone Excretion Fate During Salt Loading

[ Adrenal CT

[ Angiography

[ Aortogram

™ Calcium and Phosphorus Levels
[ Captoptil Renography

™ rhaot Filn

v Clanidine Suppression Tesi

Computed Tamagraphy

[T Deramathasnne Sunression Test
W lodine 131 Metaiodobenzylguanidine Scan

[ Cardiac Catheterization
[ Chest T

[ ECG

[ Echocardiogram

Return

[ lathalamate Glomerular Filtration Rate

[ MR, Aorts
[ MR, Renal &rtery

[ Plasma Aldesterone:Renin Ratio

¥ Plasma Catecholamines

| Renal Biopsy

[ Renal Duplex Sonography
I Renal Utrasound

[ Renal Vein Renin Ratio

[ Serum Calcitonin Level

[ Serum Parsthyroid Hormone Level

[ Serum Thyroid Harmone L
[~ Thyrotrapin
W Urine Catecholamines

[ Muclear Lung Scan
[ Pulmonary Arteriogram

vl

| | Pulmonary Function Testing

Screening and Diagnostic Studies for Secondary Hypertension

Suspicions

[ Coarctation of Lorta
[ Cushing's Syndrome
[ Primary Aldosteronism
W Pheochromocytoma
[ Renovazcular Disease
[ Thyroid Dizease

[ Hyperparathyroidizsm

[ Renal Parenchymal Dizesse

¥ Primary Pulmonary Hypertension:

Actions

e
-

o R (2

<l <<=l

24-hour Unrinary Free Cortisol
24-hour Urine Protein and Creatinine Levels

N Fehn At

Abdominal CT

Aldosterone Excretion Rate During Salt Loading
Adrenal CT

Angiography

Sartogram

Calcium and Phosphorus Levels

Cantooril Renoaranhy

Chest Film

Clonidine Suppression Test

Computed Tomography

Dexamethasone Supression Test

lodine 131 Metaiodobenzylguanidine Scan
Cardiac Catheterization

Chest CT

ECG

Echocardiogram

Return

[ lothalamate Glomerular Fitration Rate

=
-

MR, Aarta
MRl Renal Artery

[ Plasma Aldesterone:Renin Ratio

v
-
~
~
-
r

Plasma Catecholamines
Fernal Biopsy

Renal Duplex Sonography
Renal Utrasound

Renal Vein Renin Ratio
Serum Calcitonin Lewvel

[ Serum Parathryroid Hormone Level
I Serum Theyroidd Hormone Level

r

Thyratropin
Urine Catechalamines

Muclear Lung Scan
Pulmonary Arteriogratm
Pulmonary Function Testing

This template pulls together many of the previously discussed principles of hypertension

management.

The Hypertension Treatment Template addresses the following issues:
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Havigation

Hypertensi on Management Patient | RichmondPROI | | Ztest | = HPT O General
Guidelines Age (35 |Sex |m | Home
Lifestyle Changes
Beginning Blood Pressure Highest Blood Pressure
I | ||:| |I||:| | il | |D |I|D | Dippers and White Cost
HPFT and Diabetes
Vital Signs Major Risk Factors :
Blood Pressure Pulze Pressure ¥ Tobacco Use Calculate Azsessmert IR 2ie] sl
Trial 1 ! u] ] | Dy slipidermia . HPT and the Elderly
; I Diabetes Meliius Blood Preszure Classification
Trial 2 ! e | HPT, Insulin Resistance
Trial 3 i Family Hx af CV Dizease !
i, [ Male =55 lzolated Systolic HPT
Pulze I~ Female =65 Recommended Fallosy-Up
Height e ooy | . | HPT and Kidney Dizease
Wisight T IV Male Risk Group Evaluation
B ‘| ™ Postmenopausal Femals | | - ; ]
. ) Treatment Based on Risk Aszessment e
Bodly Fat £ Addttional Risk Factors
: : [ cHF Treatment
Waist 12341 inches -
Hips inches u ?IiD AP LR
Ratio 0a I | Stroke Phyzician Role
Fram CWD 10-%r Risk P H Peripheral VWascular Disease Patient Information
Fram. Stroke 10-%r Risk |0 % | Renal Insufficiency Click for Documerts |
eyl r Retinapathy Lah Results i
Global Cardio Risk 0 Physician Information
Metabolic Syndrome - £ + Labs Over Time | B

Rigk Stratification
Witals Cwer Time I

You need one drug for every 10 mm Hg of systolic blood pressure reduction

The vast majority of patients will need two, three or possibly four medications.

Drugs that confer an additional cardiovascular benefit beyond direct blood pressure
effects are particularly attractive options.

Data from seven landmark trials found that between 2.5 and 4.0 antihypertensive agents
were required to bring blood pressure to target.

Five steps to Hypertensive control

L.
2.

Begin and/or continue lifestyle modifications
Goal Blood pressure

Note that the goal blood pressure is lower in a patient with diabetes and renal
disease: 110/70 or lower.

Initial Drug Choice

Select one of the following (when one of the below is selected by checking in the box
next to it), Recommended Drug(s) will appear on the template.

a. Uncomplicated Hypertension

b. Type 1 Diabetes w/proteinuria

c. Heart Failure

d. Isolated Systolic hypertension
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e. History of MI

4. Goal Blood pressure NOT achieved
Select one of the following

No response or troublesome side effects Inadequate response but drug tolerated
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Hypertension Treatment

® You need one drug for every 10 min Hg of systolic blood pressure reduction. Return i

m The vast majority of patients will need two, three or possibly four medicstions.
m Drugs that confer sn additional cardiovascular benefit beyond direct blood pressure effects are a particularly attractive option.

m Data from seven landmark trials found that betvween 2.5 and 4.0 artihypertensive agents were reguired to bring blood pressure to target.

1. Begin and/or continue lifestyle modifications.

2. Goal blood pressure < 140 [ < 90 mmHg HOT achieved.
Mote that the goal blood pressure is lower in patients with disbetes and renal dizsesse.

3. Initial rug Choice Recomended Drugis)
Zelect ane of the following...
o Uncomplicated Hypertension
- Type 1 Diabetes wiprateinuria
" Heart Failure
i |zolsted Systalic Hypettension
" Histary of M

4. Goal blood pressure HOT achieved. Recommended Action
Select one of the fallowing. ..
" Mo response ar troublesome side effects
 Inacecuste response but drug tolersted

5. Goal blood pressure HOT achieved.
Continue to add agents from other classes; consider referral to a hypertension specialist.

Dizeases and Drug Choices J Unfawarable Treatment Effects J

1. Goal Blood Pressure NOT achieved
Continue to add agents from other classes, consider referral to a hypertension specialist.
There are two pop-ups on this template:

o Diseases and Drug choices - there is a box which when accessed displays the following
pick list. When one of the disease states is selected, the second box displays the optimal
medicine for treating hypertension in this circumstance.

Risk/Factors Diseases
1. African-American
Angina
Atrial Fibrilation
Caucasian
CHF
Chronic Renal Failure
Cough Caused by ACE Inhibitors
Diabetes w/Nephropathy
9. Diabetes w/o Nephropathy
10. Diabetes w/o Nephropathy w/Systolic HPT
11. Dyslipidemia
12. History of MI

PN
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13. Hyperkinetic Circulation

14. Hypertension, Uncomplicated

15. Impotence From Other Drugs

16. Isolated Systolic Hypertension

17. Left Ventricular Failure Due To Systolic Dysfunction
18. Left Ventricular Hypertrophy

19. Migraine Headaches

20. Obesity

21. Old Age

22. Paroxysmal Supraventricular Tachycardia
23. Peripheral Artery Disease

24. Pregnancy

25. Prostatism

26. Proteinuria in Chronic Renal Disease

27. Renal Disease

28. Senile Tremor

29. Systolic Dysfunction

30. Youth

Dm Hpt Recs

o Unfavorable Treatment Effects - this addresses side effects to hypertensive
medications which are not desirable.
1. Thiazide diuretics should be used cautiously in patients who have gout or who
have a history of significant hyponatremia.
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2. Beta-blockers should generally be avoided in individuals who have asthma,
reactive airways disease, or second or third degree heart block.

3. Angiotensin converting enzyme inhibitors (ACEls) and angiotensin receptor
blockers (ARBs) should not be given to women likely to become pregnant.

4. ACEI-induced angioedema occurs 2-4 times more frequently in African American
patients with hypertension than in other groups.

5. Aldosterone antagonists and potassium-sparing diuretics can cause hyperkalemia
and should generally be avoided in patients who have serum potassium values
more than 5.0 mEq/L while not taking medications.

6. The initiation of drug therapy with more than one agent may increase the
likelihood of achieving the blood pressure goal in a more timely fashion, but
particular caution is advised in those at risk for orthostatic hypotension, such as
patients with older persons.

Unfavorable Effects of Antihypertensive Drugs
and Other Comorbidities

Thiazide diuretics should be uzed cautiously in patients who have gout or swho have a history
of significant hyponatremia.

Beta-blockers should generally be avoided in individuals who have asthma, reactive airways
dizeaze, ot 2econd or third degree heart block.

Angictenzin converting enzyme inhibitors (ACEIS) and angictensin receptor blockers (ARB=]
should not be given to wwomen likely to become pregnant.

ACE-induced angioedema occurs 2-4 times more frequently in African American patients with
hypettension than in other groups.

Aldosterone antagonizts and potassium-spating dioretics can cause hyperkalemia and should
generally be avoided in patients who have serum potaszium values mare than 5.0 mEcL while
niat taking medications.

The initiation of drug therapy with mare than one agent may increaze the likelinood of achieving
the blood pressure goal ina more timely fashion, but particular caution is advized in those at risk
for orthostatic hypotension, such as patients with disbetes, autonamic dysfunction, and some
older perzons.

Cancel |

Dizeases and Druy Choices Unfavorable Trestment Effects
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Hypertension Plan Template

Hypertension Management

Guidelines

Beginning Blood Pressure

Patient | RichmondPROI | | Ztest |

Age

E

|Sex |M |

Highest Blood Pressure

o | i1

f [ [0 4
Vital Signs
Blood Pressure Pulse Pressure
Trizl 1 i 0
Trial 2 !
Trial 3 !
Pulse
Heighit inches
Wizt pouncds
Bl
Body Fat %
Wit 12341 | inches
Hips inches
Rtic ]
Fram CwD 10-%r Risk )
Fram. Stroke 10-¥r Risk [0 %
Global Cardio Risk 0
Metabolic Syndrome - % +

Witals Cwer Time I

| [o

[|

Major Risk Factors

[V Tobacco Use
I Dyslividemis
" Disbetes Melitus
Fanily Hx of CV Dizease
[~ Male =55
[~ Female <65
Sex
v Male
| | Postmenopausal Female

Adlditional Risk Factors
[~ cHF
[ cap
i
[ Stroke
H Peripheral Wascular Disease
[ Renal Insufficiency
[T Retinopathy

Calculate Assessment

Havigation
" HPT " General

Home

Lifestyle Changes

Dippers and White Coat

HPFT and Diabetes

HPT and Depression

Blood Pressure Classification

Recommended Followe-Lgp

HPT and the Elderly

HPT, Insulin Resistance

lzolated Systolic HPT

HPT and Kidney Dizesse

Risk Group

Treatment Based on Risk Assessment

Ewalustion

Diagnosis and Screening

Treatmernt

HPT Plan

Lah Results

Labs Cwer Time

Physician Role

Patient Information
Click for Documents I

Physician Infermation
Classification
Rizk Stratification

This template facilitates the documentation of the plan which has been developed by the working
through of the Hypertension Suite of Templates.

The Hypertension Plan Template is divided into three columns:

Column 1 -

Laboratory - these labs can be ordered from the Hypertension Plan Template and charge posted

as well
¢« CBC
« BMP
e Uric Acid

e Urinalysis

e Micral Strip

e Spot A/C Ratio

o Lipid Profile

e Plasma Renin Activity
e Thyroid Profile
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Procedures - these procedures and tests can be ordered and charge posted from the Hypertension
Plan Template.

EKG

Echocardiogram

Renal Artery Ultrasound
Renal Ultrasound
Ambulatory BP Monitoring
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Assessment - this makes it possible to select the appropriate ICD-9 codes from the Hypertension
Plan Template.

Dx1 - this first diagnosis box has a pick list made up only of hypertension ICD-9 Codes
DX2 - these next two have pick list made up of all of SETMA's ICD-9 codes
Dx3
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Laboratory

o (Ierinii Provider

I Uric &cid

{ Lrinshysis

I Micral Strip

[ Spot &4 Ratio

[ Lipid Profile swiDL
I Plazsma Renin Activity

Medications

Hypertension Plan

[ continue current medications

" Begin © Increase Decreasel

" Begin { Incresse | Decrease |

" Begin " Increase { Decreasel

Return
Caomments

Follow-Up Doc

" Begin { Incresse Decreasel

GeneralDosing Information |

Document

Information {Auto-Print)

[ Thyroid Profile HPT Medications
™ wenipuncture Doukle-Click to Order Meds Double-Click for Referrals
Procedures Brand Mame Priotity |Referring First |Referring Last | Referral Antihistarmines
[~ EKG Routine | Asad Abbas Showing Cautionz About OTC heds
| | Echocardiogram T i
Pl » OTC Meds and Hypettension
[ Renal Artery Uttrazsound —I—I —I
[ Renal Uttrasound
| | Ambulstory BP Manitaring
Assessment Follow Up
Dxt | Acute | Call Your Doctar If...
Dx2 | [
I Take Care of ¥ourzself
D3 Raoutine I
EM Cading | I— OTC Medications

Submit Charge Posting - Once the Assessment is completed and the laboratory and procedures
have been selected, depressing this buttion completes charge posting, sending the orders to the
lab, x-ray, etc., and putting this data on the patient's chart note.

E & M Coding - This links the provider to the E&M Charge posting template. For more
information on Charge posting go to Charge Posting Tutorial or E & M Coding goto E & M

Coding.

Column 2 -

Medications -- There are four sets of boxes where medications can be added, increased,

decreased. The pick list which is attached to these boxes is:
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== ACF Inhibitors ==
Accupnl

Altace

Capoten

Lotensin

= Adrenergic Inhibitors
Aldomet

Cardura

Catapres

Catapres TTS

Hylorel

Hytrin

Ismelin

Mimpress

Tenex

Wytensin

== Angiotensin |l Receptor Blockers
Avapro

Cozaar

Diovan

** Beta Blockers >~

Blocarden

Levatol
Lopressor
Hormodyne
Sectral
Tenormin
Toprol XL
Trandate
Yizken
Zebeta

** Calcium Blockers
Adalat CC
Calan
Calan 5R

¢ ACE Inhibitors
Accupril
Altace
Capoten
Lotensin
Mavik
Monopril
Prinivil
Univasc
Vasotec
Zestril

T ER e a0 o
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e Adrenergic Inhibitors

a. Aldomet
b. Cardura
c. Catapres
d. Catapres TTS
e. Hylorel
f. Hytrin
g. Ismelin
h. Minipress
i. Tenex
j.  Wytensin
e Angiotensin II Receptor Blockers
a. Avapro
b. Cozaar
c. Diovan

e Beta Blockers
Blocarden
Cartrol
Coreg
Corgard
Inderal
Inderal LA
Kerlone
Levatol
Lopressor
Normodyne
Sectral
Tenormin

. Toprol XL
Trandate
Visken
Zebeta

BOBETATTER MO AOG TS

e Calcium Blockers
a. Adalat CC
Calan
Calan SR
Cardene
Cardene SR
Cardizem CD
Cardizem SR
Covera-HS
Dilacor XR
DynaCirc

TITE®R e A0 o
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DynaCirc CR
Isoptin

. Isoptin SR

Norvasc
Plendil
Procardia XL
Sular

Tiazac
Verelan

e Oral Diuretics

a.

NY X EgLEPT®PROTOBE - FT IER S0 Q0T

Aldactazide-25
Aldactazide-50
Aldactone
Bumex
Damadex
Diucardin
Diuril

Dyazide
Dyrenium
Edecrin
Enduron
Esidrix

. HydroDiuril

Hygroton
Lasix
Lozol
Maxzide
Maxzide-25
Microzide
Midamor
Moduretic
Mykrox
Naturetin
Oretic
Thalitone
Zaroxolyn

¢ Vasodiltors

a.
b.

Apresoline
Loniten
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Hypertension Plan

Laboratory Medications
O dering Provider I Continue currert medications Return
*- " Begin ¢ Increase O Decreasel o] |
Comments
[~ cBe " Begin { Incresse { Decrease |
[ BMP " Begin O Increase Decreasel Dose (mag) il i
I™ Uric Acid " Begin { Increase { Decrease
™ Urinalysis I | —
I micral Strip GeneralDosing Infarm
[~ Spot AiC Ratio
| | Lipic Profile wiLDL 0 oo oo 10 15 20 _
[ Plasma Renin Activity o-Print)
[~ Thyroid Profile ons
™ wenipuncture Double-Click to Order Meds Double-Click for Refer 25 50 75 25 a0 40
Procedures Birand Mame Priarity |Referring F £
I Ekc Routine  A=ad 1 2 3 50 BD 70 TC Meds
[ Echocardingram 4 I I ertension
[ Renal Artery Uitrasound 4 5 B g0 =ln] 100
I Renal Utrasound
[ Ambulatary BF Montaring
7 (5] =l 200 | 300 | 400
Assessment Follow Up
Dl Acut |
l S + : 500 | OO | 700
Dx2 | [
D I Routine | Clear |
EM Coding | I
| (0] I Cancel |
Hypertension Plan
Laboratory Medications
Ordering Provider [T Continue current medications Return
*- " Begin ¢ Increase { Decrease | ma
Comments

| cEE

=T

I Uric &cid

H Lrinalysis

[ wicral Strip

[ Spot &1C Ratio

™ Lipid Profile wil DL
[ Plasma Renin Activity
[ Thyroid Profile

[~ wenipunciure

" Begin O Increase { Decrease |

" Begin © Increase { Decreasel

" Begin { Increase £ Decreasel

GeneraliDozing Infarmation |

Double-Click to Order Meds Double-Click far Referrals

Faullonar T N

|

BID

aD
Qap
TID

Cloge | SIS

Procedures Brand Mame Pricrity |Referring First |Referring Last |[Re
FEKG Routine | Asad Abbas St
Echocardiogram 1 =
[ Renal Artery Utrasound —I—I
™ Renal Utrasound
[T Ambulstory BP Montaring
Assessment Follow Up
Dxt | Acute | Call Your Doctar If...
Dx2 | [
I Take Care of Yourself
e Routine |
EM Coding | I OTC Medications
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General/Dosing Information

ah Dia

Dm Hpt Meds

]

This is an electronic PDR where a class of drugs can be chosen from:

Ace Inhibitors

Adrenergic Inhibitors
Angiotensin II Receptor Blockers
Beta Blockers
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e Calcium Blockers
o Combination Drugs

e Vasodilators
e Oral Diuretics

Once the class of drugs is chosen, the available drugs from that class are displayed. When you
select one of those drugs by check the box beside it, the following information is displayed:

e Usual Dosage

o Selected Adverse Effects

o Comments

e Contraindications

Beneath this function are links to the:

e Medication Module
e Referrals Template

Follow-up

e Acute
e Routine

Laboratory
Ordering Provider
 msctum [ois: |
" cBc
I~ BMP
I Uric Acid
H Uriralysis
[ Micral =trip
[ Spot &iC Ratio

[ Lipid Profile wi DL
[ Plasma Renin Activity

Hypertension Plan

Medications

[ Cortinue currert medications

" Begin © Incresse { Decresse |

" Begin C Increase { Decrease |

" Begin ¢ Increase £ Decreasel

Return
Comments

Follow-Up Doc

" Begin " Increase £ Decreasel

¢ General/Dosing Information i

Document

Information {Auto-Print)

[™ Thyroid Profile HPT Medications
] | “enipuncture Double-Click to Order Meds Doukle-Click for Referrals
Procedures Brand Name Priority |Referring First |Referring Last |Referral Artihistamines
[~ EWG Routine | Asad Ahbas Showing Cautions About OTC Meds
[ Echocardiogratm T :
] » QTC Meds and Hypertension
[ Renal Artery Utrazound —I—I —I
™ Renal Utrasound
o Ambulatory BP Monitaring
Assessment Follow Up
Dxt | Acute | Call Your Doctor If...
D2 | [
Take Care of Yourself
Dx3 |

Submit Charge Pasting |

Routing I

EM Coding I

OTC Medications

There are then three Pop-ups with the following content. Each of these prints on the
Hypertension Follow-up Note automatically.
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e Call Your Doctor if. -- If you have any of the following symptoms between
appointments, you should call your doctor immediately.
a. Severe Headache
Excessive Tiredness
Confusion
Visual Changes
Nausea or Vomiting
Chest Pain
Shortness of Breath
Significant Sweating

S e oo o

Dm Hpt Callhelp x|

Reasons To Call Your Doctor

If you have any of the following symptoms between
appointments, you should call your doctor immediately.

il
111

¥ Severe Headache
V¥ Excessive Tiredness
¥ Confusion

v wisual Changes

=

vV Mauszea or Yomiting
[¥ Chest Pain
v

v Shortness of Breath Referring Last |Refer
Abbaz Shiow,

¥ Significant Swesting

Cancel |
Dx1 | Acute | rl:all Your Doctar 1. . Il

D2 | I I
Dx3 I Take Care of Yourself
* Routine |
Submit Charge Posting EM Coding | | OTC Medications

e How Can I Take Care of Myself?

1. Take your medications as prescribed. -- Don't abruptly stop or decrease your
medications without asking your doctor. It is dangerous to stop taking certain
blood pressure medications suddenly.

2. Monitor your blood pressure regularly. -- You can do it yourself or have your

doctor or other health care professional do it. Keep a chart of the readings.

If you smoke, quit.

4. Reduce salt intake according to your doctor's prescription.

e
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Dm Hpt Takecare x|

v Take vour medications as prescribed.

Don't abruptly stop or decrease your medications swithout asking your doctor, | is
dangerous to stop taking cerain blood pressure medications suddenly.

v Manitar wour blood pressure regularly.

You can do it yourself or have your doctor or other health care professional do it.
Keep a chart of the readings.

Vit viou smoke, quit.
v Reduce zalt intake according to your doctor's prescrigtion.
v Start exercizing regularly, with your doctor's approval.

Iw It you are overwweight, loze weight .

Start exercising regularly, with your doctor's approval.

If you are overweight, lose weight.

Limit the amount of alcohol your drink.

Reduce stress or learn to use stress management techniques.

See your doctor or health care professional as often as he or she recommends.

2

How Can | Take Care of Myself?

L L L

V¥ Limit the amount of slcohal your drink. glast |Refe
v Reduce stress or learn to use stress management technigques. Shion

v See vour doctor or health care professional as often as he or she recommends.

Cancel

octar If ..
Dx2 | | e S
Dx3 I Take Care of Yourself |
& Routine |
Submit Charge Posting Emt Coding | OTC Medications

e Over-the-Counter Medications

Points to Remember

L.

AN ol

Over the counter medications are drugs and are intended for short-term use.
Consult your physician before taking new medications.

Thoroughly read all package labeling, inserts, cautions and directions.

Never exceed maximum doses or maximum time limits for use.

Be alert for side effects.

Call a doctor immediately if you experience loss of consciousness, heart
palpitations, shortness of breath or trouble breathing, rash or itching, swelling of
the throat or face or any other abnormal effect.

If symptoms you are treating persist, see your doctor.
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Hvpertension Plan

Dm Hpt Otcmeds x|
Return
Over-the-Counter Medications _|_| s |_| Fmm—
Points to RBemember I I Follow-Up Doc
¥ Cwer the counter medications are drugs and are intended for short-term use. | | Document
v Consultt your physician before taking newy medications.
v Thoraughly read all package labeling, inserts, cautions and directions.
¥ Mever exceed maximum doses or maximum time limits for use.
¥ Be alert for side effects. igralion (_AUFD_P"nt]
Call & doctor immediately if you experience loss of consciousness, heart HPT Medications
palpitations, shortness of bresth or trouble breathing, rash or fohing, — =
=wvelling of the throst or face or any other abnormal effect. eferring Last |Referral Antihistammings
¥ It symptoms you are tresting persist, see your doctor. bbaz ?hp:wing Cautiors Abaut OTC Meds
_;I DT Meds and Hypertension
Cancel |
D1 | Acute | Call Yaur Dactar If... |
D2 | [
I Take Care of Yourself
Dx3 Routine I

Submit Charge Posting EM Coding | | OTC Medications

Column 3 -

e Return - this takes you back to the Hypertension Master Template.

o Comments - this allows for free text comments which do not logically fit anywhere else.

o Follow-up Doc - this creates the Hypertension Follow-up Document which should then
be given to the patient.

o Document - this creates the Hypertension Chart Note

Information

o HPT Medications - when this button is depressed it launches a list of documents on the
following medications, each of which can be printed.
1. ACE Inhibitors and Angiotensin II Blockers
Adrenergic Inhibitors
Beta Blockers
Calcium Channel Blockers
Combination Drugs
Oral Diuretics
Vasodilators

NoUn kW

e Antihistamines
e Cautions About OTC Meds
e OTC Meds and Hypertensions
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Physician Role Template

Hypertension Management

[T S R

Patient | RichmondPROL || Ztest |
Ana iC Caw hd

Dm Hpt Check

L

Vital Signs

Blood Pressure
Trial 1
Trial 2
Trial 3

Pulse
Height
Waizight
Bl
Body Fat |
Waist i
Hips 125340
Ratio R}

Physician Role in Hypertension Management

[ Blood pressure measured at least once this vist
™ Blood pressure messurement repested it elevated
[ Blood pressure classification determined

v Weight reduction discuzsedfrecammended

v Sodium intake dizcussed/ichanges recommencded
¥ Alcohol intake dizcuszedichanges recommended
¥ Exercise discussediecommended

I_ Appropriste followe-up scheduled

Cancel |

x|

Fram CvD 10-Yr Risk

Fram. Stroke 10-%'r Risk

1]

Global Cardio Risk

]

Metabolic Syndrome - %

Yitalz Over Time

+

I Peripheral Yazcular Dizease
[~ Renal Insufficiency

I Retinopathy Lak Resutts

Labzs Over Time

Havigation
& HPT  General

Home

Lifestyle Changes

Dipperz and White Cost

HRT and Diabetes

HPT and Depression

HPT and the Elderly

HPT, Insulin Rezistance

|zolated Systalic HPT

HPT and Kidney Dizease

Ewalustion

Diagnosiz and Screening

Treatment

HPT Plan

| Physician Raole

Patient Information
Click for Documents |

Physician Information
Clazsification
Risk Stratification

As the provider progresses through SETMA's Hypertension Suite of Templates, this template
automatically collects the data points for the Physician Consortium for Performance
Improvement Data for quality of care in hypertension management. A review of this template
will allow a provider to see "how he/she is doing," as measured against a national standard of

care in hypertensive management. The standard of excellence in the management of

hypertension is measured on the following 8 data points.

Physician Role in Hypertension Management

e Blood pressure measured at least once this visit

e Blood pressure measurement repeated if elevated
o Blood pressure classification determined

e Weight reduction discussed/recommended

e Sodium intake discussed/changes recommended
e Alcohol intake discussed/changes recommended
e Exercise discussed/recommended

e Appropriate follow-up scheduled
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The Physician Consortium for Performance Improvement

The Physician Consortium for Performance Improvement (Consortium) is a group of clinical and
methodological experts convened by the AMA. The Consortium includes representatives from
more than 60 national medical specialty and state medical societies, the Agency for Healthcare
Research and Quality, and the Centers for Medicare and Medicaid Services.

The Consortium's vision is to fulfill the responsibility of physicians to patient care, public health,
and safety by:

e becoming the leading source organization for evidence-based clinical performance
measures and outcomes reporting tools for physicians; and

e ensuring that all components of the medical profession have a leadership role in all
national forums seeking to evaluate the quality of patient care.

The Consortium's mission is to improve patient health and safety by:

o identifying and developing evidence-based clinical performance measures that enhance
quality of patient care and that foster accountability;

e promoting the implementation of effective and relevant clinical performance
improvement activities; and

o advancing the science of clinical performance measurement and improvement.

The Consortium works to develop evidence-based clinical performance measures and clinical
outcomes reporting tools to support physicians in quality improvement efforts.

The Consortium has published a number of disease management data sets which established

quality of care measures with which physicians and other healthcare providers can measure their
own performance.
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