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About This Toolkit
This toolkit is a practical roadmap designed to help practice leaders successfully collaborate to launch, optimize, and sustain a Self-Measured Blood Pressure (SMBP) program. SMBP programs paired with clinical care can help patients improve blood pressure control, increase patient self-efficacy, and strengthen medication adherence. The goal of this toolkit is to provide a readiness worksheet for sites who are considering a program as well as an implementation checklist of all the major program components for those who decide to move forward with the program. The implementation checklist provides a one-page overview of all of the components needed for SMBP. Resources are linked with more specific worksheets for SMBP implementation. There is also a clinical-community linkages worksheet to help medical practices build out the community-clinical linkages workflow. The toolkit ends with a table that summarizes four successful SMBP programs addressed each topic area mentioned in the Implementation Checklist. This table serves as an example of multiple different ways to run an SMBP program.

Table of Contents
	Component
	Description

	Readiness Worksheet
	The worksheet builds out the Readiness Checklist and provides more structure to assist medical practices with preparing for SMBP implementation.

	Implementation Checklist
	A one-page summary of all the major program components involved in creating an SMBP program. For specific workflow templates referred to in the implementation checklist, see the “More Resources” column in the implementation checklist.

	Clinical-Community Linkages Worksheet
	The worksheet helps medical practices build out the community-clinical linkages workflow.

	Examples of Successful SMBP Programs
	This table summarizes how four successful SMBP programs addressed each topic area mentioned in the Implementation Checklist. This table serves as an example of multiple different ways to run an SMBP program.




SMBP Overview 
Self-Measured Blood Pressure (SMBP) refers to the regular measurement of blood pressure by the patient outside of the clinical setting. This happens most often at home, using a validated, automated device. Patients typically take their own BP readings in the morning and at night. This is a type of Remote Patient Monitoring (RPM), a telehealth strategy that allows healthcare providers to track a patient’s vital signs and physiological data outside of a traditional clinical setting. When paired with structured clinical support, such as dedicated patient education, routine follow-ups, and the systematic integration of home readings into the electronic health record (EHR), SMBP shifts hypertension management from episodic office visits to a continuous, patient-engaged process. SMBP involves patients using a monitor at home. It is different from Ambulatory Blood Pressure Monitoring (AMBP) continuously tracks a patient’s BP over a 24-hour period while they go about their normal daily activities and is usually used as a diagnostic tool to understand the patient’s BP phenotype.


Why SMBP Matters 
SMBP paired with clinical support can lower BP by up to 10 points, improve hypertension diagnosis and medication titration, and strengthen medication adherence. Relying exclusively on in-office readings can be misleading; out-of-office measurements help accurately identify both white coat and masked hypertension, providing care teams with a reliable baseline for safer, more effective medication titration. Beyond individual patient care, establishing standardized SMBP workflows directly supports broader population health initiatives. By empowering priority populations to actively monitor their cardiovascular health, medical practices can significantly improve overall hypertension control rates and boost performance on critical quality metrics, some of which are tied to incentive payments, ultimately leading to more equitable care and better health outcomes across the community. 
For more reading on out-of-office blood pressure monitoring, please refer to NYC Health Department’s City Health Information bulletin.
This resource was generated as part of the Addressing Conditions to Improve Population Health (Action) Project (CFDA No. 93.945). You can find out more about the project at nycreach.org.


READINESS WORKSHEET
To establish a Self-Measurement Blood Pressure (SMBP) program, a practice will need to identify (1) patients with HTN who could benefit from the program, (2) staff to implement and run the program, (3) a method to obtain monitors, and  (4) a way to pay for the staff time and monitors to support the program’s sustainability long-term. By the end of this worksheet, you’ll be able to know if your practice is ready to implement SMBP and come up with a specific program goal. 
1. ESTABLISH NEED AMONG YOUR POPULATION
Define the baseline metrics of your patient population to understand the scope of the program.
	Data
	Reason for Data

	Total Adult Patient Population:
	
______________
	SMBP is an intervention recommended for adults. For family practices, determine the total number of adults at your practice.

	Number of Adult Hypertensive (HTN) Patients:
	
______________
	Determine the number of adults at your practice with hypertension to see the total number of people who may be eligible.

	% of Hypertensive Adult Patients
(# of Adults with HTN/# of Total Adults)
	

______________
	Determine the percentage of patients with hypertension at your practice. The larger proportion of patients with Hypertension exist at your practice, the bigger impact such a program could potentially have.

	Optional Data to Further Focus Your Program
The following pieces of data can be used to focus your program on the patients who may most benefit or have the highest need.

	Number of Uncontrolled (>130/80) Hypertensive Patients: 
	

______________

	While SMBP programs can be done with all Hypertensive patients, often times they can most help those with uncontrolled hypertension. Focusing on these patients may also support other organizational priorities and quality metrics. 

	% of Uncontrolled Adult HTN Patients
(# of Adults with uncontrolled HTN/# of HTN Adults)
	

______________
	Determine the percentage of patients with uncontrolled hypertension at your practice to determine the eventual scope of the program. This will help you better plan to scale the program later on.

	Number & % of Patients with Uncontrolled HTN by payer type (Medicaid/Medicare/Uninsured/Private):  
	


_____________

	Medicare generally does not cover SMBP. The AMA has a list of states that cover SMBP through Medicaid. Uninsured patients may need to be provided monitors. Think about your patient insurance split as you consider a patient population to focus on for the pilot and when you scale.

	Are there specific demographic groups that have worse HTN outcomes?
	


______________
	It can be helpful to understand where health disparities may be occurring in your patient population. That way, you can customize your SMBP program to the needs of the population (e.g. translated materials, culturally competent food planning aids).

	What comorbidities are most common in your HTN patient population? 
	

______________
	Consider what comorbidities the patient population might have. This can help you focus the SMBP program on the patients in highest need and use materials/curriculum that aid with management of multiple conditions.

	Are there specific barriers to HTN control? (e.g. medication adherence, transportation to practice)  
	


_____________
	SMBP will be less effective if the program isn’t also addressing other barriers to HTN control like medication adherence or access to the clinic. See the Community-Clinical Linkages worksheet down below for suggestions on how to address these factors.

	Pilot

	Estimated Pilot Patient Volume:
	

_____________

	To kick off the program, it is recommended that you pilot SMBP with ~10 uncontrolled hypertensive patients. You can further focus it on a specific demographic group or patient group with comorbidities if desired.



You’re ready to implement SMBP if you have at least 10 patients with hypertension to participate in a pilot! 

2. ALIGN WITH OTHER REMOTE PATIENT MONITORING & HEALTH COACHING PROGRAMS
Instead of building a SMBP program from scratch, it can be helpful to integrate it into an already existing program. Consider overlapping patient population, staff, and workflows. Programs thrive when patients are supported by care team members they already know and trust.
Do you already have any of the following? If not, move to Step 3.
· Other Remote Patient Monitoring program (e.g. Continuous Glucose Monitoring, digital weight scales, spirometers, ECG monitors)
· Health coaching or lifestyle management programming
· Care management program
· Programs that create partnerships with community-based organizations or programs that address social care needs
How can you integrate SMBP with already existing programs? 
Consider overlapping patient population, staff, and workflows. SMBP programs are most successful when practices empower the staff members who have already built strong, ongoing relationships with their patients. 
E.g. Our PCMH care manager will be the primary contact for patients during the pilot as most of the patients are in PCMH high risk category. Our health educator can show patients how to set up the device during the initiating visit.
	









You’re ready to implement SMBP regardless of if it can fit into another already existing program.
3. IDENTIFY CROSS-SECTIONAL TEAM
When identifying a team, we need a team to set up the program a team to execute on the program. The following matrix will help organizations designate specific individuals to lead the programmatic, clinical, and technical aspects of implementation. Below are example roles. See the checklist on the next page for a list of key activities required. It is recommended to identify a project lead.
SMALL PRACTICE EXAMPLE
	Role
	Name / Title
	Estimated weekly time per [blank] patient case load
	Key Responsibilities for this Program

	Example: Clinical Champion (Provider)
	Dr. Jane Doe, Primary Care Physician & Cardiovascular Health Lead
	1.5 hours per week while setting up program

20 minutes per week ongoing to review remote readings
	• Co-designs goal of program and 
Infrastructure including EHR updates
• Design workflows for patient eligibility, consent, recruitment, orientation, and engagement 
• Reviews patient readings weekly, monthly, or as needed for elevated readings

	Care Manager/
CHW/
MA
	
	2 hours per week for 5-10 patients
	• Determines patient eligibility
• Conducts patient onboarding and training for home SMBP devices
• Reviews home readings, provides lifestyle management education, conducts social care needs screenings, and care navigation to CBOs/specialists
• Triage and flags out-of-range or critical BP readings to the clinical team


Tip: If the estimated weekly time is too high, consider alternative SMBP management structures (e.g. third-party manages some aspects of the SMBP program OR third-party manages patient outreach and billing). See Implementation checklist for more details.

HEALTH CENTER OR HOSPITAL EXAMPLE
	Role
	Name / Title
	Estimated weekly time per [blank] patient case load
	Key Responsibilities for this Program

	Example: Clinical Champion (Provider) 
	Dr. Jane Doe, Primary Care Physician & Cardiovascular Health Lead

	1.5 hours per week while setting up program 
 
20 minutes per week ongoing
	• Co-designs goal of program and clinical workflows
• Champions the project among medical staff to drive provider buy-in
• Reviews patient readings weekly, monthly, or as needed for elevated readings

	Project Lead
	
	
	• Oversees the programmatic rollout and sustainability across clinic sites
• Manages relationships with external Remote Patient Monitoring (RPM) vendors
• Coordinates the integration of clinical services with community programming 
• Tracks high-level implementation milestones and resource allocation
• Identifies patients for program

	Nursing/MA Lead
	

	
	• Trains clinical support staff on standardized, evidence-based blood pressure measurement protocols 
• Oversees in-clinic device dispensing, patient education, and return-demonstration workflows
• Ensures accurate and consistent data entry into the EHR
• Creates workflows for patient identification and project quality management

	Care Manager/ CHW
	

	
	• Conducts patient onboarding and training to use SMBP devices
•Reviews home readings, provides lifestyle management education, conducts social care needs screenings, and care navigation to CBOs/specialists
• Triage and flags out-of-range or critical BP readings to the clinical team
• Interfaces with other care providers as needed and closes the loop on all referrals

	EHR/
Informatics/IT
	

	
	• Builds and maintains structured data fields in the EHR for remote BP readings
• Assists with RPM software onboarding and EHR integration or interoperability
• Troubleshoots technical and connectivity issues for both clinic staff and patients

	Biller
	

	
	• Implements billing workflows for relevant RPM and SMBP CPT codes (e.g., 99473, 99474) 
• Ensures clinical documentation meets compliance standards for reimbursement
• Tracks claim denials and provides coding education


Tip: Programs thrive when patients are supported by care team members they already know and trust. Starting the program with a member of the care team that they already trust, like a care manager or physician can be helpful. After recruitment, it’s important for the patient to have the same staff interfacing with them as much as possible to build up trust. 

You’re ready to implement SMBP if you can identify staff to implement the program on a day-to-day basis and a clinician to oversee it.




4. Make a Sustainability Case
Use this worksheet to build a long-term financial plan for your in-house SMBP program. If starting with a pilot, you only need short-term funding.You can adjust your long-term calculations as you gather real-world data on staff time and patient retention.
	TOTAL ESTIMATED FUNDING
Remote Patient Monitoring (RPM) Revenue
Estimate monthly utilization for relevant CPT codes.
# Patients x Reimbursement Rate x Estimated # of Encounters



SMBP CODES
CPT 99473: SMBP using a device validated for clinical accuracy and patient education/training and device calibration
-Billable once per device. Usually billed upon initial set-up.
Average reimbursement rate: $11.44
CPT 99474: Separate self-measurements, collection of daily reports by the patient or caregiver to the healthcare provider, communication of BP readings and treatment plans.
-Billable once per calendar month (but not with Chronic Care Management). Requires 2 readings in the morning and 2 readings at night for at least 3 days in a 30-day period (a minimum of 12 readings). Average reimbursement rate: $13.14
Treatment plans must be updated by qualified providers. Device training, collection of readings, and communication with patient may be done by clinical staff (e.g. MA).
Tip: See the AMA’s SMBP Coding Tip Sheet for more information. See the AMA’s SMBP Medicaid reimbursement rate by state. 
RPM Codes
CPT 99453: Initial setup & patient education
CPT 99454: Device supply & daily recording (30 days)
CPT 99457: First 20 mins of clinical staff time/month
CPT 99458: Each additional 20 mins of staff time
CPT 99091: Collection and storing of data, 30 minutes
Tip: See the Medicare Physician Fee Schedule & look up the Medicaid Fee Schedule for your state (e.g. uses eMed).
Increased Visits
One goal of your SMBP program may be to improve engagement in care. Some programs set up Nurse Practitioners (NPs) to partner with PCPs and NP see patients for E/M visits regularly as they’re adjusting BP medication. Consider the financial implications of an increase in visits.Payer Incentives & Quality Measures
Identify targeted metrics (e.g., UDS, HEDIS, PCMH) that relate to hypertension control. Connect with billing and other teams as appropriate. 

TOTAL ESTIMATED FUNDING: __________________

	TOTAL ESTIMATED COST
Cost of SMBP Devices
Estimate the cost of SMBP devices. Sometimes they can be gotten through insurance and other times the patient or clinic will need to purchase the devices
Average cost of device x # of Patients
Medicare generally does not cover SMBP. The AMA has a list of states that cover SMBP through Medicaid. While Medicaid payers fund some at-home devices, many pharmacies struggle to fulfill requests. Be sure to double-check that you are working with a pharmacy or a digital ordering platform that can successfully obtain devices for patients. If that’s not the case, incorporate the cost of buying devices into the total program cost. 
NACHC also has a list of SMBP devices and costs. 

Staff Time
Estimate the time it will take staff to manage this program.
# of hours of staff time per patient x hourly rate x # of patients 
(Calculate for each staff title)
Tip: aligning SMBP with already existing programs can decrease costs placed on staff time.

Additional Costs
Input any additional costs here including EHR updates, IT staff time to customize the EHR or build reports, or the cost of paying a third-party for some of the management.


TOTAL ESTIMATED COST: __________________
Cost of SMBP Devices + Staff time + Additional Costs
    

FINANCIAL SUSTAINABILITY
Subtract Total Estimated Funding from Total Estimated Cost: (Total Estimated Funding-Total Cost)


You’re ready to pilot SMBP if you have a mechanism to cover pilot costs. As you’re executing the pilot, adjust cost calculations to understand long-term sustainability.

5. ESTABLISH PROGRAM GOAL
Define a clear and measurable goal. Are you focusing on long-term management, short-term diagnosis, or bridging gaps in care? Think back to the barriers and demographic groups you identified in the last section.
What are you hoping to improve? 
Example: We will pilot SMBP with ___ patients who have uncontrolled HTN. The pilot will run between mm/dd /yyyy and mm/dd/yyyy. They will receive support from our health coach for 3 months. Our aim is for 20% of those patients to reach HTN control by the end of the pilot. This aligns with our other objectives (select all that apply: Medicaid HEDIS incentive; UDS measure).







READINESS CHECKLIST
After working through the implementation worksheet, double check that you have completed all the tasks by reviewing this readiness checklist.

	☐
	Establish need among your population
Take account of your hypertension population demographics and baseline control rates.


	☐
	Align with other Remote Patient Monitoring & Health Coaching Programs
If you already have a Remote Patient Monitoring or health coaching program, consider how this SMBP program can align. 


	☐
	Create a cross-sectional team
Include providers, nursing staff, informatics/IT, and care management.
Project Leader Name / Title: _____________________________________________


	☐
	Consider financial sustainability
▢  How will the pilot be funded? 
▢  Create a business case highlighting ROI and clinical quality improvement


	☐
	Establish program goal
Determine the primary clinical objective for implementing the SMBP program. 
Select all that apply.
▢  Long-term use for overall management & understanding of triggers
▢  Short-term use for diagnosis of hypertension or assessment of BP control






PHASE 2: IMPLEMENTATION CHECKLIST

	
	MAJOR STEPS
	WHO NEEDS TO BE INVOLVED?
	TIMELINE FOR DECIDING
	ADDITIONAL RESOURCES

	☐
	Decide on an SMBP management structure
▢  Medical practices runs the program independently
▢  Third-party manages some aspects of the SMBP program (e.g. only data recording & recording)
▢  Third-party fully manages the SMBP program including patient outreach and billing
	




	
	See NACHC, pg 6

	☐




	Decide how staff will access readings & EHR storage
▢  Automated in EHR (directly from device to EHR or through third-party portal)
▢  Automated to external portal (e.g. Welch Allyn Portal)
▢  Patients record manually and input into portal OR staff inputs readings to EHR
	
	
	See AMA & JHM, pg 14-15

See NACHC, pg 9-12

	☐
	Update EHR as needed
Configure fields and reporting logic.
Important: Ensure readings don’t impact quality measures reporting (e.g. PCMH, UDS) unintentionally.
	




	
	See NACHC, pg 9-12

	☐



	Map out device procurement options
▢  Covered by insurance
▢  Purchased by medical practices and given to patients
▢  Loaner program
	
	
	See NACHC, pg 9-12

	☐



	Develop workflows, determine staff roles, and align programs (see More Resources below for templates)
▢  Patient consent, recruitment, orientation, and engagement
▢  Provider reviewing readings
▢  Address lifestyle management & social determinants of health through clinical-community linkages
▢  Align with other programs (e.g. Patient Centered Medical Home (PCMH), HEDIS measures, MIPS)
	
	
	See NACHC pg 4, 8-9,13-14

See CDC Community-Clinical Linkages, pg 5-8

See AMA & JHC pg 10-16

	[bookmark: _Hlk228371672]☐

	Decide on Billing Mechanisms
▢  Remote Patient Monitoring codes
▢  Evaluation & Management codes
▢  Community Health Integration codes
	
	
	See 7-step SMBP quick guide: Coding (AMA), pg 1-2

	☐
	Select pilot provider or site


Pilot Site: ___________________________
	




	
	See NACHC pg 13 for a list of activities that must be done by provider

	☐
	Create training and QA check points
▢  Training for SMBP staff
▢  QA protocols defined
▢   Identify possible needs that will arise from scaling
	




	
	See JHM pg 6-7, 11






Clinical-Community Linkages (CCLs) Worksheet
A major barrier to hypertension control can be unmet health-related social care needs. It is likely that a number of your patients whose BP is not controlled may be experiencing food, housing, or financial insecurity. For example, a patient who does not have reliable access to internet may not be able to successfully send SMBP readings over Bluetooth. A patient who cannot afford their medication copays may not take their hypertension medication. Connecting these patients with free internet, medication or income assistance programs may help them manage their BP and participate fully in SMBP. A patient who is food insecure may struggle to decrease their salt intake. Connecting them with a SNAP enroller may increase their access to healthy foods. You will have more success with your SMBP efforts if you can also consider and support these needs. 
This worksheet is designed to help your clinical team systematically bridge the gap between the medical practices and the community resources that support blood pressure control. You can fill this worksheet out during a quality improvement (QI) meeting or a dedicated SMBP workgroup session.
	Steps for establishing CCLs

	☐
	Establish the need among the target population for the social care needs interventions


	☐
	Isolate relevant social care needs for your patients


	☐
	Identify CBOs that address these social care needs 


	☐
	Create relationships with CBOs or see if your state has other social care needs supports for Medicaid patients


	☐
	Create workflows to refer patients to CBOs, lifestyle management classes & confirm service provided



Step 1: Establish the Need & Isolate Relevant Social Care Needs
Before reaching out to partners, identify which health-related social care needs (HRSNs) are currently preventing your patients from controlling their hypertension. Many medical practices use a standardized screening tool like PRAPARE or the Accountable Health Communities (AHC) screener. Most states that include social care needs support in their 1115 Waivers use the AHC screening tool.

How can you gather HRSNs data? 
· Structured screening (e.g. PRAPARE or AHC)
· Referral module of EHR
· Feedback from staff (e.g. social workers, primary care providers, patient navigators)
What are common community-related barriers seen in your patient population?
· Food Insecurity (e.g., high-sodium diets, lack of fresh produce) 
· Physical Activity
· Housing Instability (e.g., housing status, pests/mold, utilities) 
· Transportation (e.g., unable to pick up medications or attend follow-ups) 
· Physical safety & Community Support (e.g., safe household)
· Employment Status
· Financial Strain
· Digital Literacy/Access (e.g., difficulty using apps or Bluetooth cuffs)  


Step 2: CBO Mapping & Relationship Building
Identify Community-Based Organizations (CBOs) that address the priority barriers identified above.
	Organization Name
	HRSN Addressed
	Primary Contact / Title
	Current Relationship Status
	Relationship Goal & Action Item

	
	
	
	▢ No contact
▢ Informal/Occasional
▢ Formal (MOU)
	Goal:

Action Item:

	
	
	
	▢ No contact
▢ Informal/Occasional
▢ Formal (MOU)
	Goal:

Action Item:

	
	
	
	▢ No contact
▢ Informal/Occasional
▢ Formal (MOU)
	Goal:

Action Item:

	
	
	
	▢ No contact
▢ Informal/Occasional
▢ Formal (MOU)
	Goal:

Action Item:



Tip: Consider referrals to group lifestyle management classes where patients in SMBP can further build community and learn additional skills for self-management.
Step 3: Creating the Referral Workflow
A linkage is only effective if you can identify when the patient received services. Define exactly how a patient gets from your clinic to the CBO. To reduce duplicate documentation, a workflow that exists within the EHR instead of a separate platform is recommended.  
1. Trigger: At what point in the SMBP visit is the need identified and which staff is recording this? (e.g., During CHW onboarding).
_____________________________________________________________________

2. Referral Action: How is the information sent?
▢ Electronic Referral (e.g., Unite Us, NowPow) Tip: Check out NYC REACH’s Unite Us curriculum! 
▢ Direct Email/Phone to CBO point person
▢ Hand-delivered flyer/coupon with patient "warm hand-off"

3. Confirmation: How do we know the service was delivered?
▢ CBO sends a monthly report of referred patients seen.
▢ CHW follows up with the patient during the next SMBP check-in call.
▢ Automated notification in the referral platform.



4. Where is this information stored? 
a. ▢ EHR Dashboard
b. ▢ Referral tracking sheet
c. ▢ Other: _________

Step 4: Aligning with Clinical Programs
Ensure these community linkages count toward your center’s quality goals and other programs.
Key questions to consider:
· Program Alignment: If you already have a workflow for CCL, can you integrate it into the SMBP program easily?
· PCMH/NCQA: Can you create a resource list to satisfy the "Community Resources" requirement for Patient-Centered Medical Home recognition? [Yes / No]
· UDS: How can you collect this HRSN need data for UDS reporting?

Step 5: Training & Quality Assurance
· Staff Training: 
· Who needs to be trained on the new CBO referral workflow?
· ▢ Providers ▢ Nurses ▢ CHWs ▢ Front Desk
· How can you be sure that your staff has the appropriate skills?
· e.g. motivational interviewing training to help manage the mental ?load? That is associated with chronic disease

· QA Point: 
· How will you ensure this is happening regularly? 
· e.g. Every 5 weeks we will review a sample of patient charts to ensure HRSN referrals are being documented and closed.
· How will you make sure new staff members are trained?
· How will you improve the program over time? When will you collect staff and patient feedback? 

Tip for Success: Start small. Choose one HRSN (e.g., food insecurity) and one trusted partner (e.g., a local food pantry or DASH diet class) to pilot the referral loop before scaling to other community linkages.
Billing Tip: Consider billing for social care need screening and navigation. Through Medicare, that could be the SDOH Assessment or Community Health Integration codes. 



EXAMPLES OF SUCCESSFUL SMBP PROGRAMS
SMBP programs can take many different forms. Below is an example of different ways to accomplish the major categories of tasks laid out in the Implementation Checklist. Below shows how SMBP programs can have differing management structures, methods for collecting and storing readings, and workflows.
	Category
	Example 1: Action
	Example 2
	Example 3

	Organization
	NYC Health Department partnered with 1 FQHC and 2 safety net hospitals.
	Federally Qualified Health Center
	Small Practice

	SMBP Management Structure
	Implemented by medical practices (no third-party) with support from NYC REACH & NYC Health Department.
	Partner with third-party company to provide devices that integrate with EHR. Practice manages patient’s care.
	Fully outsourced to third party. Third-party provides BP loaner device.

	Collecting & Storing Readings
	Patients record readings manually with BP Tracking Card. Patients bring in card to visits or tell CHWs readings over the phone. CHW inputs readings in EHR. 
	Upon recruitment, patient is provided with device that automates readings directly into EHR in a dashboard format. 
	All data transmits to third-party portal. Data is not integrated into EHR but providers and staff can log into portal when needed.

	EHR Updates
	Leveraged existing reports for patient identification. Created new notes templates for documentation & SMBP reading input.
	EHR set up to flag during appointments uncontrolled hypertensive patients who don’t already have an SMBP cuff. EHR has been set up to store out of office readings separately from in-person readings. EHR visualizes at-home readings as a line graph to see changes over time. EHR sends flag to NP if BP readings are high.
	Leveraged existing reports for patient identification. EHR set-up to record which patients entered into the SMBP program, the date of entry, and consent to join.

	Device procurement 
	Grant-funded devices provided to patients.
	Health center purchases devices compatible with EHR from third-party company.
	Third-party provides devices to health center. Each device is provided to patient for a 3-month loaner program.

	Workflows, staff roles, and alignment with other programs
	CHWs onboard patients & provide weekly calls.
CHWs screen for social care needs and refer patients to CBOs & lifestyle management classes.
Clinical staff update treatment as needed.
	Nurse Practitioner (NP) partners with Primary Care Practitioner (PCP) to care for patient’s BP. PCP refers patient to NP. NP enrolls patients and monitors BP readings 3x per week. NP sets up monthly visits with patient until control status is reached. All patients in HTN program are also in PCMH Care Management program and connected to CBOs to address HRSN.
	MA or Nurse provides patient with device and consents them into the program. Third-party follows-up with patient to discuss readings, barriers to HTN, and other topics of concerns. Provider sees patient every 3 months for visits and reviews remote readings. MA or Nurse collects monitor at end of 3-month loaner period.

	Billing Mechanisms
	SMBP CPT codes, RPM codes, CHW SPA (NYS)
	NP bills E/M codes for monthly visits. NP bills SMBP/RPM codes for remote monitoring.
	Third-party organization submits all claims and receives large portion of reimbursement.

	Pilot provider or site
	Focused on Brownsville locations (neighborhood with highest HTN mortality rate in NYC)
	Piloted with one provider at one site before expansion. 
	Start with 5 patients before expanding.

	Staff training and QA check points
	Leveraged AHA training materials; weekly review of patient charts
	Medical Director oversees program. Dashboards show overall patient progress in program over time.
	MA or Nurse trained on SMBP device use and how to register third-party devices in third-party portal. Provider trained on accessing third-party portal. Every 3 months, the small practice meets with the third-party provider to ensure patient results are improving.


Other SMBP Programs: ODH & OACHC funded 21 FQHCs.              Massachusetts DPH SMBP among 5 FQHCs in MA.   
National Hypertension Control Initiative by NACHC & AHA.


MORE RESOURCES

SMBP Implementation Toolkits
· Self-Measurement Blood Pressure Monitoring: Action Steps for Clinicians by CDC Million Heart’s 
· Self-Measured Blood Pressure Monitoring (SMBP) Implementation Toolkit by National Association of Community Medical practices
· Engaging Patients in Self-Measurement by American Medical Association & Johns Hopkins Medicine
· Hypertension Resource Guide by Take the Pressure Off, NYC of the NYC Health Department 
· Implement SMBP by American Heart Association
· SMBP is one component of the Partner with Patients pillar of the Target BP program. For more hypertensive management best practices, check out TargetBP.com.
Billing Resources
· 7-step SMBP quick guide: Coding by American Medical Association
· Payment Reimbursement Tips:Community Health Center Requirements for Remote Physiologic
· Monitoring (RPM) & Self-Measured Blood Pressure (SMBP) by National Association of Community Health Centers
Patient Resources
· Hypertension Public Health Detailing Action Kits by NYC Health Department
Community-Clinical Linkage Resources
· Community-Clinical Linkages for the Prevention & Control of Chronic Diseases by Centers for Disease Control and Prevention
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