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Abstract

Background: We are an outpatient internal medicine practice that has developed a team-based technol ogy-enabled approach
to managing chronic medical conditions.

Objective: To develop a collaborative approach to managing chronic conditions that is patient-centric, while achieving better
outcomes at alower cost.

Methods: We chose to focus on patients with hypertension. Target patients were identified by partner referrals and by our own
data registry reports of patients with blood pressure >140/90. Individuals were then invited to participate in a 90-day program
with the focused intent of actively engaging the patientsin managing their blood pressure. The invitations were either conducted
in person, sent viaapatient portal, or sent in amailed letter. Each interested patient was assigned a health advocate and asked to
record their blood pressure in an online application daily. There was no charge to the patient. Individual goals were determined
by the patient, with the guidance of the physician and health advocate using a shared decision-making tool, and strategy focused
on ahabit-based behavior change model. Patients either purchased a Bluetooth-enabled digital blood pressure cuff from our office
or were permitted to use their own blood pressure cuff, which was calibrated by our nursing staff. Patients communicated with
their health care team via an online shared message board as well as through a patient portal. Virtual visits were conducted as
needed throughout the 90-day program with either the physician, health advocate, or dietician. Both curated and created educational
materials were shared with the patient. Health coaching was ongoing, and communication frequency and modality preference
was collaboratively determined by the patient and care team.

Results: Overal, weinvited 920 patientsto participate in our program. Of these, 224 patients enrolled and completed the 90-day
program. We tracked metrics including blood pressure values, frequency of in-office and virtual visits, time spent by all team
members engaged in the online platform, and money saved by averting office visits. Our hypertension patients visited the primary
care office half as often astraditionally managed hypertension patients and achieved their target blood pressure faster. In standard
hypertension care, research would tell us that 30% of patients will have a normal blood pressurein 1 year. In this study, 80% of
our patients had a controlled blood pressure in 3 months. In the few cases where blood pressure control could not be achieved
with the above-mentioned methods, a search for secondary causes of hypertension was initiated by the primary care physician.
We also demonstrated US $350 in primary care direct cost savings annually by avoiding an average of 2 office visits over these
90 days. The successes, however, are hot only improvement in cost and blood pressure values; 93% of patients in this program
report a“very high quality” or “high quality” overall patient experience.

Conclusions: Our program achieves higher quality care at a lower cost with higher patient satisfaction than traditional care.
We are confident that this approach to hypertension can be applied to other chronic disease states with equally as impressive
results.
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“This was a well run study with a very dedicaed staff. These types of programs are the future of healthcare. Interactive, real-
fime communication and response to make adjustments to medication made easy without all of the going back and forth to the
doctor’s office.” - Proactive Health patient
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