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Getting Blood Pressure to Goal in 
CKD Patients:  A Proactive Approach

Fletcher Allen Health Care
Burlington, VT

ORGANIZATION PROFILE

Located in Burlington, Fletcher Allen Health Care (FAHC) is 

Vermont’s university hospital and medical center. In alliance with 

the University of Vermont, FAHC serves as a national model for the 

delivery of high-quality academic health care for a rural region 

comprising Vermont and upstate New York. Members of the 

Physician Practice Group at FAHC are employees of the hospital. 

Nephrology is a unit within the Department of Medicine at FAHC. 

The staff includes 8 nephrologists and 4 fellows who provide 

approximately 5,100 patient visits per year at a primary site and 

4 satellite clinics.  FAHC uses the Epic electronic medical record 

system, and Nephrology went live with Epic in November 2010. 

PROJECT SUMMARY

The FAHC project, a continuation of a prior program dating 

from 2006, focused on increasing the number of patients 

with chronic kidney disease (CKD) with BP at goal.  Con-

trolling BP is the single most useful factor in slowing the 

progression of CKD, according to the physician champion 

for the project. 

GOALS AND OBJECTIVES

The aim was to re-evaluate previous strategies to achieve 

a sustainable, interesting, and effective process for reach-

ing BP goals. A key objective was providing consistent 

feedback to physicians and their patients about progress in 

getting BP to goal.

The goal for HTN improvement for patients at CKD stages 

1-5 and 9 seen at the primary nephrology facility:

BP ≤ 129/ 79 mmHg 

HTN POPULATION

CKD patients with HTN, age 18 and over, seen at the primary 

nephrology site: n = 163/month follow up visits.

Percentage by CKD stage:

Stage 1, 2 and 9:   15 %

Stage 3:  46%

Stage 4:  33%

Stage 5:  6%

Vermont is a rural state with small towns.  The patient popu-

lation at FAHC’s primary site is 53% male, 47% female, ages 

18-98.

 
IMPROVEMENT MODEL

The HTN initiative began when one of the nephrologists 

(now the physician champion) wondered how well the group 

was doing at controlling BP. Although the physicians all felt 

they were doing a good job, after all patient BPs were docu-

mented over a two-month period, they were surprised to find 

that only 30 percent of these CKD patients were at goal.

As a result, the group undertook a pilot program with the Amer-

ican Medical Group Association. The plan was to see if engag-

ing patients in their own care would make a difference. Patients 

not at goal were asked to participate; they were given BP cuffs 

and asked to take and record BP at home over three months, 

and send in their BP logs. Based on this input, the nephrologists 

changed care plans for a number of these patients, and the final 

result was a jump in BP at goal to 50% of the patients.



The pilot was expanded to all CKD patients, with the goal 

of raising compliance levels to at least 70%. After a year, 

results had improved to 60% at goal (BP at ≤129/79).

The main impetus for the current HTN project was a “wake-

up call” in July 2009, when the percentage of CKD patients 

at goal slipped back to 35%. This decline prompted the 

HTN team to conduct a thorough audit and to devise a more 

aggressive approach in helping physicians increase their 

efforts and engaging patients more effectively. This audit 

evaluated every nephrology patient not currently at goal for 

BP, looking at medications (were appropriate medications, 

dosages, and combination of medications being used) and 

whether the patient was monitoring his/her BP at home. 

The new project targeted four interventions:

1. Modifying the existing BP exit form and standardizing the 

visit process

2. Tracking whether patients returned their BP logs

3. Providing more-frequent feedback to physicians

4. Improving measurement consistency through the use of 

an electronic BP device check with a medical assistant.

COMMUNICATIONS

To raise and maintain awareness of the project, the division 

director sent out motivational e-mails, and the nephrolo-

gists’ champion on the HTN team gave presentations at 

physician meetings and sent e-mails with audit results and 

ongoing status updates to all physicians in the unit. 

LEADERSHIP SUPPORT

Hypertension control is also a priority for the primary care 

groups at FAHC, which have begun tabulating BP for their 

patients. Other leadership support has been provided by the 

unit’s director (a physician) and the practice administrator. 

FAHC as a whole is supporting BP control by providing heart-

healthy foods in the cafeteria, where many local residents 

eat. The Quality Institute at FAHC provided funding to the 

Nephrology Unit for data analysis. Finally, BP is a priority for 

Vermont’s Blueprint for Health Chronic Care Initiative.

STANDARDIZING THE PROCESS

The project team began by modifying the exit form com-

pleted by physicians to make it simpler to use and a better 

source of data for trending. The form is now more linear, and 

separates physician and nursing/medical assistant sections.

Next, the team worked with physicians and staff to standard-

ize and enhance BP care at the patient visit. Now, nurses 

take BP at every visit using electronic Dinamap devices for 

consistency, and if it is not at target, they take it again after 

the patient has had a short rest. The physicians complete the 

exit form for each patient, and provide education on risk fac-

tors and lifestyle changes, including reduced sodium intake, 

smoking cessation, diet, and moderate exercise (walking).

Nursing staff ensure that patients have BP logs to use at 

home. These logs were recently redesigned to make them 

more intuitive. Patients enter systolic pressures of 130 or 

higher in the pink column and readings of 129 or below in 

the green column. The patient can see at a glance if more 

readings fall into one column or the other — they are told, 

“More entries in green means things are OK, more in pink 

means BP is not at goal.”

  
INVOLVING PATIENTS IN CARE

The foundation of the Nephrology Unit’s approach is to 

involve patients in their own BP monitoring and give them 

the information and skills to make behavioral changes that 

can improve results. Patients are trained in correct BP tech-

niques by the medical assistants, who in turn are instructed 

by the nursing staff. 

Patients are asked to fill out and send in their BP logs on 

a regular basis — every month unless medications have 

changed, and then every two weeks. Also, patients are en-

couraged to show these logs to their primary care physician 

or other caregivers.

INTEGRATING BP DATA INTO THE EHR

Because the Nephrology Unit only recently went live with 

Epic, the project team has not yet been able to obtain reports 

and trending information that will ultimately be provided 

to physicians. BP readings are currently being entered 

into Epic but more IT work must be done to generate the 

required database and reports. The goal is to provide reports 
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to the nephrologists on a group basis and also broken out by 

physician and by individual patient. This effort will enable 

the team to more easily provide regular, consistent feedback 

to the physicians.

Also, the team wants to have the after-visit summary, which 

is given to the patient, modified to include the patient’s BP 

goal and recommended lifestyle changes and integrated into 

Epic in a format that is easier for the physicians and nurse/

medical assistants to complete are not in BP control.  

OUTCOMES

In July 2009, the proportion of CKD patients at goal (SBP 

<130 mmHg) stood at 35%; one year later, that number 

had increased sharply to 49%. Also, the proportion of CKD 

patients with SBP <140 mmHg increased to 65%. Overall, 

FAHC’s numbers show a steady increase in the percentage of 

patients at goal. 

BARRIERS

One key barrier is the nature of chronic kidney disease, 

which makes it difficult — and even unwise — to expect 

every patient to maintain BP at ≤129/79. For example, people 

with vascular disease in the legs and brain risk impaired 

blood flow if their BP is too low. Also, recent studies have 

questioned whether or not SBP <140 has definitively im-

proved outcomes.

Overall, the team’s analysis showed more success in control-

ling patients in Stages 1-3 and 9 (eGFR > 30 ml/min/1.73m2) 

than in those with more severely impaired renal function 

(eGFR < 30 ml/min/1.73m2).  

Another issue has been the delay in integrating BP data and 

tools into the EHR. Because IT expertise is needed to com-

plete this work, and because other projects have priority, the 

HTN team’s requests have taken a back seat. 

Finally, workload prevents the team from doing as much 

follow-up as desired for those patients who do not return the 

BP logs.

LESSONS LEARNED

• Despite good intentions and encouragement, it is hard to 

collect accurate information by having staff and physi-

cians fill out forms

• Goals must be modified as new information becomes 

available

• It is particularly challenging to control BP in people with 

severely impaired kidney function

• Everyone needs to be committed to the  process, but the 

system must also be improved
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