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Creating Best Practices in  
Managing Hypertension

Billings Clinic
Billings, MT

ORGANIZATION PROFILE

Based in Billings, Montana, Billings Clinic is a community-owned, 

not-for-profit medical foundation that comprises a multispecialty 

medical practice with branch sites in eight locations. It includes 

a 272-bed referral hospital with a Level II emergency and trauma 

center, research center and cancer center.  Billings Clinic is 

recognized internationally for excellence, with Magnet™ designation 

from the American Nurses Credentialing Center. The medical group 

includes 280 physicians and non-physician providers representing 

46 specialties, and cares for approximately 162,000 patients per year. 

Billings Clinic offers 82 physician specialty outreach clinics in 25 

rural and tribal areas across Montana, northern Wyoming, and North 

Dakota. Billings Clinic is home to the Eastern Montana Telemedicine 

Network, a collaborative venture with 32 healthcare facilities in the 

region, which provided specialty physician care and education to 

16,322 people in 2010.

PROJECT SUMMARY

Billings Clinic undertook its Hypertension Management 

Project (HMP) to create best practices for identification, 

treatment, and management of patients with hypertension. 

The Positive Deviance behavioral change model was 

implemented in an effort to change provider and nurse 

behavior in the management of hypertension. Desired 

provider behaviors included recognizing and documenting 

uncontrolled blood pressure (BP) and, if uncontrolled, taking 

action (e.g., medication changes or referral to behaviorists), 

or documenting why such action was not taken. Patient-

level outcomes included measured improvements in the 

proportion of patients with controlled BP, according to 

established guidelines. Process outcomes included the 

proportion of nurses documenting arm circumference and 

BP cuff size and type into the electronic health record (EHR). 

This project was initially implemented in an outpatient 

internal medicine department, and based on evaluation 

results, was adapted for widespread dissemination across the 

organization.

GOALS AND OBJECTIVES

The project had the following objectives:

• Increase adherence to best practices

• Improve BP measurement technique and documentation 

among staff

• Improve patient hypertension education

• Increase proportion of patients with controlled BP:  

BP < 140/90 for uncomplicated HTN, or <130/80 for  

complicated HTN (concomitant diagnosis of DM or CKD) 

Specifically, the project team aimed to:

• Educate all clinic staff on best practice guidelines 

• Increase patient understanding of their hypertension 

disease

• Develop an HTN-specific patient “report card” and 

education materials

• Increase adherence to best practice guidelines among  

providers

• Increase proportion of patients with controlled blood 

pressure per established guidelines



HTN POPULATION

• Adult patients age 18 and over with a diagnosis of HTN  

(401.xx)  

• Stratified by presence/absence of diabetes mellitus or 

chronic kidney disease

• Seen by a family practice or internal medicine physician  

in the past year
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Baseline population: 1,275

Age 18-39 2.9% White 97.2%
Age 40-64 41.2% Native American 0.9%
Age 65-75 25.7% Hispanic 0.3%
Age 76+ 30.2% Black 0.2%
  Asian 0.2%
Female 66.4% Unknown/Other 1.3%
Male 33.6%
  Medicare 55.8%
Urban 76.5% Commercial 24.0%
Rural 23.5% BCBS 14.8%
  New West 3.7%
Complicated 33.8%
Uncomplicated 66.2%
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IMPROVEMENT MODEL

A hypertension project team was formed under the 

leadership of a physician champion. It included 

representatives from senior leadership, management, 

clinical staff, information services, and the Center for 

Clinical Translational Research.

This project comprised clinician-targeted, nurse-targeted, 

and patient-targeted components. The first phase of the 

program entailed building consensus among clinicians 

regarding best practices in managing hypertension. It was 

proposed that standardization of BP measurement would 

be undertaken simultaneous to the establishment of best 

practices.  

Existing BP measurement practices among nursing staff 

varied by education level and experience. Providers at the 

clinic indicated that if they were expected to make changes 

in patients’ BP medication regimens, they wanted assurance 

that the measurements taken by nursing staff were accurate 

and reliable. 

The third component of the project was the development 

of a Patient Report Card and patient education materials 

for hypertension. The report card would include the most 

recent BP measurements, current weight, and diet and 

exercise recommendations. 

Positive Deviance

Initial efforts on this project utilized the traditional  

“top-down” approach. The project team planned to teach 

everyone involved the correct principles and then would 

hope for compliance.  However, early in the study, the 

team was made aware of a behavioral change technique 

called Positive Deviance (PD).  PD has been proven to be an 

effective method of changing group behavior in multiple 

settings, but had only recently begun to be used in health 

care. 

The use of Positive Deviance involved a culture shift from 

traditional, autocratic problem solving to recognition of the 

following:

• The people whose behavior needs to change are the ones 

driving the change process from beginning to end

• The community owns the project and makes the decisions

• Everyone who touches the problem is invited to 

participate

• Often, “unusual suspects” join in and take on unexpected 

leadership roles 

Using the PD approach, Billings Clinic used the following 

process to implement the HMP.

Initially, the project team met with five providers from 

Billings Clinic West Internal Medicine to assess current 

hypertension management processes and to listen to their 

perspectives of the problem, its definition, and desired 

outcomes. Providers requested data on hypertension 

patients stratified by all primary care branch locations and 

by individual provider within their own practice group. 

The physicians also expressed concern that nursing staff 

might not be using correct technique to measure BP. Some 
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physicians would repeat BP measurements each time due to 

mistrust of nursing staff technique. 

The project team met with the five clinic nursing staff and 

the site nurse coordinator separately. The clinic nurses 

identified several issues: (1) they felt pressure to spend as 

little time as possible rooming patients, which was a barrier 

to accurate BP measurement; (2) exam rooms did not have 

adequate BP equipment; and (3) BP measurement technique 

was not consistent among staff. 

Subsequently, the providers and nurses were brought 

together to discuss current BP processes and techniques. 

This process was led by the Positive Deviance coordinator 

(Master’s-prepared licensed clinical social worker). Through 

the PD process of role playing and improvisation in the 

clinic environment, barriers were identified and solutions 

to address these barriers were proposed, which ultimately 

led to behavioral changes in office practice such as providers 

trusting their nurses’ BP measurement techniques and 

ceasing to re-take all patient BPs. 

DISCOVERY AND ACTION DIALOGUES

The team followed the four established steps in the PD pro-

cess: (1) define the problem and identify desired outcomes; 

(2) determine who are the positive deviants in this group, us-

ing data on individual providers and aggregate clinic BP con-

trol rates; (3) discover specific strategies/ behaviors utilized 

by positive deviants; and (4) design a plan that enables other 

providers who could benefit from these strategies and behav-

iors to practice them, recognizing that knowledge alone does 

not change behavior.

The project team used discovery and action dialogues, or 

small group conversations facilitated by trained staff and 

designed to allow participants to make discoveries with each 

other around a common theme. Cards were created that 

included the following questions: How do you decide when 

to treat HTN? What prevents you from always doing this? 

Is there someone who has overcome these barriers? Do you 

have any ideas? What can we do now?

These dialogues occurred both at larger planned meetings 

and during weekly brief staff huddles.

COMMUNICATIONS

To publicize the HTN project and provide ongoing updates 

and recognize successes, the clinic used the following chan-

nels:

• Face-to-face meetings once a month

• An e-mail distribution list including everyone associated 

with the project

• Weekly 5 -10 minute huddles to maintain timely commu-

nication  

LEADERSHIP SUPPORT

Senior leadership provided the directive for the develop-

ment of a system-wide approach to the management of 

chronic conditions including hypertension, diabetes, CHF, 

and COPD. The leadership team viewed the HTN project as 

a means for achieving the objectives and goals of Billings 

Clinic strategic plan. 

Also key to the successful implementation was the selection 

of a physician and nurse champion from Billings Clinic West 

Internal Medicine.    

  
BEST PRACTICES FROM THE COMMUNITY

This project focused on improving best practices in manag-

ing HTN based on JNC 7 guidelines and changing behaviors 

in three groups: patients, staff, and primary care providers.                                                                                                                                      

Therefore, focus groups were conducted with internal medi-

cine providers and nurses to identify perceived barriers to 

adherence to HTN guidelines and solicit potential solutions. 

These focus groups were also designed to elicit support 

for the project from providers and nurses. Subsequently, a 

smaller group of internal medicine physician leaders met 

to develop and define best practices for the management of 

hypertension for the organization based on the results from 

the focus groups and JNC 7 guidelines. 
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PATIENT EDUCATION

The HTN project team developed two major tools for HTN 

patients: an information packet and a Hypertension Report 

Card.

The packet included:

• At-home blood pressure record      

• Recommended lifestyle changes to maintain controlled 

blood pressure

• Dash diet 

• Steps to following low sodium diet

• What is high blood pressure?

• Controlling high blood pressure

• Taking your own blood pressure

• High blood pressure risk factors  

The report card is electronically generated from the EHR 

system and is patient specific. It is printed for the patient at 

the point of care and includes the most recent BP measure-

ment in the system, as well as that day’s BP reading. The 

report card lists:

• the patient’s BP goal 

• lifestyle changes to help reach that goal

• possible consequences of not achieving the goal

STAFF TRAINING AND WORKFLOW

Using a peer-to-peer teaching approach, staff was informed 

of the goals and objectives of the initiative, the literature 

supporting the integration of best practice guidelines, and 

the details of the plan for initiative implementation.  Clinic 

staff reviewed preferred measurement techniques with the 

help of a professional development clinician who utilized a 

BP arm simulator and incorporated role-playing methods to 

achieve the desired results.  The staff developed a new BP 

measurement protocol, ordered new blood pressure cuffs, 

and requested changes be made in the EHR to facilitate clear 

and accurate documentation. 

Information Services staff worked with the nursing staff to 

make the requested changes to the HTN EHR, including the 

addition of arm circumference, cuff size, and cuff type to the 

patient vital signs section. 

Under the revised system, patients with HTN are noted on 

the daily patient lists generated for office staff of individual 

providers to alert them that a patient with HTN will be seen 

in their office and to print out a Hypertension Patient Report 

Card. The patient has the report card in hand when the pro-

vider enters the room for the examination. This process helps 

to elicit discussion between patient and provider.

PHYSICIAN PRACTICE CHANGES: THE “GREY ZONE”

One of the challenges to improved HTN management was 

provider confusion and resulting clinical inertia in “grey 

zones,” or BP levels that were slightly above the recognized 

targets for uncomplicated and complicated HTN. As long 

as these grey areas were undefined, providers could view a 

patient’s BP as still within acceptable limits and fail to take 

action. To avoid this situation, the team defined the grey 

zones as:

BP > 140/90 but <145/95 for uncomplicated HTN

BP > 130/80 but < 140/90 for complicated HTN

The protocol called for provider intervention when patient 

blood pressures fell into the grey zone.  Providers would 

document mitigating factors that would prevent them from 

recommending an intervention. 

BEHAVIORAL CHANGES

The demonstrated changes in provider and nurse behaviors 

resulting from this intervention have significant implica-

tions to the management of hypertension at Billings Clinic. 

The PD intervention, which took a bottom-up approach to 

behavior change, proved successful in changing behaviors 

of both providers and nurses in the care of patients with 

hypertension. 

Following the intervention, providers significantly increased 

their recognition of, and action toward, uncontrolled BP 

when compared to two control clinics. At the intervention 

clinic, a significantly greater number of patients with uncon-
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trolled blood pressure were recognized and treated appro-

priately, therefore improving the quality of care provided to 

patients with hypertension. 

Nurses also changed their behavior following the inter-

vention. Their readiness to change their current methods 

and adopt the new nursing team-created BP management 

protocol ensured accurate measurements were taken. A suc-

cessful, effective, and efficient EHR documentation process 

was put in place to help providers and other clinic staff 

better manage patients with hypertension. Significant and 

measurable improvements in these areas led to better care 

for patients. 

This intervention resulted in increased communication 

and interaction between providers and their nurses. One 

provider had consistently re-taken BPs on all patients for 20 

years. Following this intervention, because he had witnessed 

his nurse taking accurate blood pressures, he began to trust 

his nurse’s measurement and stopped re-taking all BPs. This 

had a significant impact on clinical practice by improving 

clinic workflow and reducing redundancies. Ultimately, the 

clinic became more efficient and has appreciably improved 

the quality of patient care.

The hypertension program has been effectively integrated 

into the remaining 30 provider practices. The nursing BP 

protocol created during this project has been adopted by the 

Billings Clinic nursing resources department and is being 

disseminated throughout the outpatient environment. 

OUTCOMES PATIE

Provider recognition of uncontrolled BP significantly 

increased for patients with BP readings above the grey 

zone during the 8-month intervention period (p=0.040). 

Post-intervention differences were maintained for 9 months 

following the intervention (p=0.034).  While recognition 

of uncontrolled BP increased among patients with grey 

zone readings, this increase was not statistically significant 

(p=0.340).

Stratification by complication status did not yield statisti-

cally significant results, i.e., complication status did not 

impact provider recognition and action. Instead, BP level 

had the greatest impact on provider behavior, i.e. providers 

recognized and took action on blood pressures when they 

were above the designated grey zone.  
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Documentation of BP cuff type and size in the EHR was 

available to nurses in the beginning of June 2009.  Nurses 

at the intervention clinic were instructed on how to use the 

documentation tool within a week of implementation.  By 

October 2009 documentation of cuff size was at 82% and 

documentation of cuff type was at 69% at the intervention 

clinic.  This tool was available to nurses at both control 

clinics at this time, and while they received no instruction 

on how to use it, documentation still occurred; however, the 

rates were lower than at the intervention clinic.

Formal instruction on nursing documentation began in 

January 2010 at control clinic 1 and in February at control 

clinic 2.  Rates steadily increased each month at both clinics 

after the instruction until leveling off between 70% and 80% 

at each clinic in August and September 2010.  While these 

rates were still lower than those of the intervention site, 

documentation improved greatly in the one-year time period 

at all clinics.  

From the beginning of the program in 2008 through 

mid-2010, the percentage of patients with controlled 

uncomplicated HTN rose from 58% to 64%; the percentage 

of patients with controlled complicated HTN (diabetes or 

chronic kidney disease) rose from 38% to 42%.  While these 

improvements were not statistically significant, trends were 

positive.

BARRIERS

• Clinic time constraints

 -  Meeting times

 -  Busy practice challenges

 -  Implementation of changes

• Provider and staff resistance to change

• Clinical inertia among providers

• Changes to EHR took longer than anticipated

LESSONS LEARNED

• Unanticipated findings of the presence of clinical inertia 

when BP fell into a grey zone, as well as differences in  

provider recognition and action regarding complicated 

and uncomplicated patients warrant further investigation

• Positive Deviance engages front-line staff to discover and 

define problems, identify “positive deviants,” and develop 

homegrown solutions 

• Positive Deviance is a proven method to produce sustain-

able behavioral change in the healthcare setting

• Weekly huddles are an effective way to communicate and 

keep staff engaged in the process without interfering with 

busy schedules

NT EDUCATION
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