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CHAPTER ONE 

REVIEW OF THE LITERATURE 

Introduction 

High blood pressure, or hypertension, remains one of the most notable modifiable risk 

factors for cardiovascular disease worldwide and contributes to millions of deaths annually (Peng 

et al.,2022). Defined as having a blood pressure reading of 140/90 at rest (American Academy of 

Family Physicians, 2022). Hypertension affects approximately 47% of adults in the United States 

(U.S.) and accounts for more than $1.3 billion in annual medical costs (Ganetzky et al., 2023). 

Despite advances in the medical industry aimed at understanding and treatment of hypertension, 

there are still treatment and outcome disparities that exist between high-income countries and 

low- and middle-income countries (Edward et al., 2022). Many hypertension management 

approaches fall within the nursing scope of practice, including patient education, lifestyle 

counseling, medication management, and ongoing monitoring (Suwanno et al., 2023). This 

realization has allowed nurses’ roles to evolve significantly in providing comprehensive and 

patient-centered hypertension management in primary care settings (Ganetzky et al., 2023). 

Background 

Hypertension typically affects approximately 77.9 million adults in the U.S., with around 

81.5% being aware of their condition, but only 52.5% having controlled hypertension (Gomendi, 

2023). Barriers to effective hypertension management include suboptimal clinic workflows, 

limited staffing, multiple competing patient concerns, and limited hypertension education 

(Ganetzky et al., 2023).  
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Even with substantial evidence supporting the effectiveness, safety, and patient-centered 

nature of nursing interventions for hypertension management in primary care settings, many 

healthcare systems continue to rely mostly on physician-led models for chronic disease care 

(Falco et al., 2023). Reliance on physician-only models can lead to missed opportunities for 

patient education, inadequate self-care support, and less comprehensive chronic disease 

management for patients with hypertension (Ganetzky et al., 2023). Overall quality of care 

associated with nursing-led interventions shows improved blood pressure control and patient 

satisfaction outcomes (Edward et al., 2022). There is a critical need for quality improvement 

initiatives that promote the use of nursing interventions for hypertension management in primary 

care. Nursing interventions in primary care, when used appropriately, can optimize blood 

pressure control, enhance patient self-care behaviors, and ensure more comprehensive chronic 

disease management (Gomendi, 2023). 

The planned quality improvement initiative is to implement nursing interventions of 

education and regular follow-up care for patients, following an initial provider visit with a 

diagnosis of hypertension. The scoping review will be used to identify current evidence regarding 

interventions used for hypertension management in primary care, examine the effectiveness of 

these interventions, identify barriers, and evaluate current evidence to inform future research 

directions.  

Methods 

The review protocol was established before data extraction to ensure the proper sequence 

was followed. The sequence can be seen below and in Figure 1. 
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Eligibility Criteria 

 Inclusion criteria: Studies were included if: (1) examined nursing interventions for 

hypertension management, (2) were conducted in primary care settings, (3) included adult (>18 

years old) participants with hypertension, (4) measured blood pressure, and other related 

outcomes such as heart attack and stroke rates or quality of life metrics, and (5) provided 

evidence regarding intervention effectiveness or implementation. Any geographical location, and 

English or English-translated papers were considered. 

Exclusion Criteria: Studies were excluded if they: (1) did not involve nursing 

interventions as a primary or significant component, (2) occurred more than 10 years ago, or (3) 

included pregnant women within the study.  

Information Sources  

CINAHL database was used to find nursing-specific topics. The Montana State 

University library was also used to identify additional sources on hypertension in primary care 

clinics. Google was the last source used to find well-established and educational sources that 

could not be found through other searches. 

Search. A comprehensive analysis was conducted to identify studies that met the 

inclusion criteria. Keywords include: “hypertension” OR “high blood pressure” OR “elevated 

blood pressure” OR HTN OR hypertensive; AND “primary care” OR “primary health care” OR 

“primary healthcare”; AND nurse OR nurses OR nursing. All studies that addressed nursing 

interventions for hypertension management in primary care settings were included to ensure 

comprehensive coverage of available evidence. 

 

 



4 

 

Results 

Figure 1 shows the search yielded 870 articles related to nurse interventions for 

hypertension management, along with two articles found through a manual search of the 

Montana State University Library and four articles found through online searches. Articles older 

than 10 years were removed (n = 428), 442 articles underwent additional screening, and five 

articles proceeded to full-text review. All five screened articles and the six articles identified 

through the manual Google search were included in this scoping review, totaling 11 articles.  

All eleven studies focused on nursing interventions for hypertension management in 

primary care settings were reviewed for relevance. Each study was assessed against the inclusion 

and exclusion criteria, with all eleven studies meeting the criteria for inclusion in the review. 

 

 

Figure 1.  PRISMA diagram of articles included in scoping review 

  



5 

 

Characteristics of Sources of Evidence 

The included studies encompassed multiple research methods: systematic review with 

meta-analysis (n=1), cross-sectional studies (n=3), intervention studies (n=2), quality 

improvement projects (n=3), practice model descriptions (n=1), and experience reports (n=1). 

The diversity in methods strengthened the comprehensive evidence base and provided multiple 

perspectives on intervention effectiveness. 

All studies were conducted in primary care settings including community health centers 

(n=2), primary health care centers (n=8), and rural clinics (n=2). Sample sizes ranged from small 

quality improvement projects (n=50) to large national surveys (n=145,000), representing diverse 

populations across urban and rural settings with varying resources and economic statuses. 

The studies were published between 2017 and 2024, with the majority (n=8) published in 

the last three years, representing current evidence and practices in nursing interventions for 

hypertension management. This timeframe ensures that results reflect current healthcare delivery 

models, practice standards, and patient populations. 

Nurse Educational Interventions. Falcão and colleagues conducted a comprehensive 

systematic review and meta-analysis examining the effectiveness of nurse-delivered educational 

interventions for blood pressure control (Martins Falcão et al., 2023). The meta-analysis found 

that in-person educational interventions led to substantial reductions in blood pressure, with a 

systolic decrease of -12.41 mmHg and a diastolic decrease of -5.40 mmHg (Martins Falcão et al., 

2023). 

Complementing these findings, Suwanno and colleagues conducted a large cross-

sectional study in Thailand to determine how the education level of the nurse relates to 

hypertension self-care outcomes (Suwanno et al., 2023). By examining 1,493 participants across 
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15 primary care facilities, they found that patients cared for by post-baccalaureate nurses 

achieved significantly better hypertension self-care outcomes (Suwanno et al., 2023). 

Edward and colleagues further explored nurse education by assessing the impact of short 

instructional videos on healthcare provider competencies in hypertension management in 

Tanzania (Edward et al., 2022). Adherence to the recommended time between blood pressure 

readings increased from 28.1% to 72.7%, knowledge of blood pressure thresholds for patients 

with complications improved from 21.2% to 97.0%, and knowledge of lifestyle counseling 

improved from 36.4% to 97.0% (Edward et al., 2022).   

Quester and colleagues evaluated a comprehensive staff training intervention targeting 

hypertension management in Swedish primary care centers (Quester et al., 2024). Their two-year 

study found that while the intervention did not result in a significant improvement in overall 

blood pressure control rates, LDL-cholesterol control rates improved (p=0.043), and the accuracy 

of BP measurement was seen (p<0.001) (Quester et al., 2024). 

Educational interventions for patients that combined individual counseling with group 

activities achieved the most significant results. This evidence shows that nurse-delivered 

education represents a critical factor in intervention effectiveness and patient outcomes. Higher-

educated nurses, post-baccalaureate specialty or graduate nursing programs, were associated with 

better patient outcomes across all aspects of self-care, including maintenance, management, and 

confidence (Suwanno et al., 2023). This highlights the need to strengthen education for future 

nurses before they enter the workforce and to provide ongoing education for nurses already in 

practice. 

Team-Based Care Models. Ganetzky and colleagues described two successful team-based 

models for hypertension management implemented in academic primary care settings (Ganetzky 
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et al., 2023). The first model featured a nurse practitioner-led blood pressure clinic. This model 

utilizes the nurse practitioner’s expertise and improved workflow by offering shorter, 

hypertension-specific appointments. Patients are referred to this clinic by an electronic health 

record system based on elevated blood pressure or need for follow-up. The clinic also provided 

patients with support and resources to address health factors influenced by social issues such as 

food insecurity and transportation barriers, recognizing that dietary choices play an important 

role in hypertension management. This model successfully increased hypertension control rates 

from 15% to 58% over 12 months (Ganetzky et al., 2023). 

The second model operates in primary care settings without the resources for a nurse 

practitioner clinic, instead employing registered nurses (RNs). These protocol-driven RN visits 

focus on measurement verification, medication review, and frequent follow-ups every two to 

three weeks. This protocol enables strict blood pressure control through close monitoring and 

timely medication titration, in collaboration with primary care clinicians. Communication 

between RNs and clinicians were done in a timely manner to ensure medication changes were 

quickly conveyed to patients. This protocol-driven RN model achieved 86% hypertension control 

rates among participants (Ganetzky et al., 2023). 

Both models demonstrated the effectiveness of using nursing expertise within structured 

team-based approaches. Important factors common to both methods included clear 

communication of roles, standardized protocols, integration with existing clinical workflows, and 

frequent, focused patient visits. 

Quality Improvement Initiatives. Three quality improvement studies examined the real-

world implementation of nursing and medical assistant interventions for hypertension 

management (Udayakumar, 2022; Gomendi, 2023; Thomas & Cassells, 2017). Udayakumar 
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implemented a health coaching intervention in a rural Montana primary care clinic, focusing on 

nurse-delivered coaching for hypertension management (Udayakumar, 2022). RNs and medical 

assistants who received specialized training delivered health coaching sessions. The intervention 

consisted of four 30-minute sessions across five weeks. Each session focused on hypertension 

basics, self-management skills, lifestyle changes, nutrition, physical activity, stress management, 

and personalized action plans. The quality improvement project demonstrated positive patient 

outcomes, including improved medication adherence, increased patient engagement in self-

monitoring, and enhanced provider-patient communication. 

A comprehensive quality initiative was developed and implemented to improve blood 

pressure screening, management, and control in a Montana family practice clinic (Gomendi, 

2023). The changes were guided by the Knowledge to Action model, which helped develop 

interventions, including improved blood pressure measurement protocols, patient education 

materials, and team-based care approaches. All patients with BP ≥140/90 mm Hg were re-

screened at the end of their visit. Patients with high readings received an informational packet 

including educational material, home BP measurement instructions, and a BP log. Patients were 

instructed to either measure their BP at home or return for a recheck within 7–14 days. Patients 

with three elevated readings on separate visits were referred to their care team for further 

management. Not all project goals were achieved, but the initiative achieved a 4% improvement 

in hypertension control rates. The study also provided valuable insights into implementation 

barriers, including time constraints, patient engagement challenges, and provider readiness to 

increase medication therapy complexity. 

Thomas and Cassells implemented a quality improvement study focused on managing 

elevated blood pressure by identifying and controlling it through staff training, patient education, 
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and the implementation of automated measurement devices (Thomas & Cassells, 2017). 

BpTRU™ is an automatic BP measurement device regularly used in medical offices. The 

intervention involved educating and training medical assistants on correct blood pressure 

measurement techniques. Techniques included hands-on training with the BpTRU™ automated 

device and didactic sessions based on evidence-based toolkits. Adoption of the BpTRU™ device 

allowed for more accurate, standardized office BP measurements. Patient education was 

implemented regarding elevated BP, lifestyle modification, risks, and self-management. Patients 

with newly detected elevated BP received a handout and were invited to a lifestyle program, and 

follow-up was conducted after 6–12 weeks to reassess BP outcomes. The study demonstrated 

improvements in blood pressure measurement accuracy and consistency. The automated 

BpTRU™ device helped reduce measurement variability and improve diagnostic accuracy. 

These quality improvement interventions are all aimed at improving identification, 

education, and follow-up in hypertension management. Common to each study was the use of 

workflow redesign, team-based care, technology integration, and structured patient-provider 

education to improve blood pressure control and hypertension management in primary care 

settings. 

Technology-Enhanced Interventions. Oliveira and colleagues reported on the 

development and implementation of participatory software designed to enhance the quality of 

nursing care for patients with hypertension in Brazilian Primary Health Care settings (Oliveira et 

al., 2024). The software implementation focused on standardizing nursing protocols, improving 

documentation quality, and enhancing care. Specific outcome measures were not provided, but 

the report highlighted the potential for technology solutions to support nursing interventions and 

improve standardized care across providers and settings. 
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Cross-National Practice Variation. Peng and colleagues conducted a large-scale cross-

sectional analysis of follow-up management services and health outcomes among hypertensive 

patients in Jiangsu Province, China (Peng et al., 2022). The study revealed significant 

associations between follow-up visit frequency, visit quality, and blood pressure control 

outcomes. Patients receiving more frequent, comprehensive follow-up visits with well-trained 

nurses had better blood pressure control and medication adherence. The study emphasized the 

importance of systematic follow-up protocols and the critical role of nursing professionals in 

delivering consistent, high-quality care. 

Measurement Standardization. Hellgren and colleagues conducted a comprehensive 

survey of hypertension management practices across eight Swedish regions, including 76 

primary health care centers (Hellgren et al., 2023). Only 13% of centers routinely measured 

standing blood pressure, and 33% of centers never used home blood pressure measurements. 

This indicates the opportunities and importance for nursing-led practice standardization. The 

survey identified significant staffing shortages and inadequate resource allocation, with patient 

loads per provider varying widely from center to center. These findings highlight the importance 

of addressing organizational and resource factors when implementing standardized nursing 

interventions for hypertension management. 

Synthesis of Results 

The evidence synthesis revealed several distinct categories of nursing interventions with 

demonstrated effectiveness: educational interventions, team-based care models, provider training 

programs, quality improvement approaches, and technology-enhanced interventions. 

Structured nurse-delivered educational interventions showed the strongest evidence for 

blood pressure reduction, with effect sizes ranging from 5.40 to 12.41 mmHg reduction. 
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Combination approaches with both individual and group education components achieved the 

most significant effects (Martins Falcão et al., 2023). 

Nursing-integrated team approaches demonstrated substantial improvements in 

hypertension control, with some models achieving 86% control. Key factors included clearly 

defined roles, standardized protocols, and dedicated time allocation for hypertension 

management (Ganetzky et al., 2023). Short, targeted training interventions significantly 

improved provider competencies and adherence to clinical guidelines. This was especially true in 

settings with limited nurse resources. Video-based training showed potential for easy widespread 

implementation (Edward et al., 2022). 

Systematic quality improvement initiatives achieved modest improvements of 2-4% in 

blood pressure control. These studies provided valuable insights into implementation challenges 

and organizational factors (Udayakumar, 2022; Gomendi, 2023). Digital solutions and automated 

measurement tools showed promise for standardizing care delivery and improving measurement 

accuracy (Thomas & Cassells, 2017). 

Key Success Factors 

Higher nurse education levels significantly influenced intervention effectiveness, with 

graduate-prepared nurses achieving better patient outcomes than those with lower levels of 

education (Suwanno et al., 2023). Adequate training and competency development were essential 

for all intervention types.  

Strong leadership support, adequate resources, and integration with existing clinical 

workflows were essential to the intervention’s success. Organizations with supportive 

environments and quality improvement orientations achieved better outcomes (Gomendi, 2023). 

Multicomponent interventions that combined education, monitoring, and care coordination 
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showed more significant benefits than single-component approaches (Martins Falcão et al., 

2023). Interventions that actively engaged patients in self-care and self-monitoring had better 

outcomes than those focused solely on provider-level changes (Peng et al., 2022). 

Implementation Barriers and Challenges 

Limited staffing, inadequate funding, and competing clinical priorities made the 

implementation of interventions difficult across multiple settings (Gomendi, 2023). Resistance to 

change, established practice patterns, and lack of standardization created implementation 

challenges, particularly in complex healthcare systems (Quester et al. 2024). Inadequate training, 

poorly defined roles, and limited authority for independent nursing practice reduced the 

effectiveness of interventions in some settings (Edward et al., 2022). Poor communication and 

care delivery, inadequate information systems, and a lack of incentives created difficulties with 

sustained implementation (Peng et al., 2022). 

Geographic and Cultural Considerations  

Interventions in resource-constrained settings (Tanzania) achieved significant 

improvements with relatively simple, low-cost approaches. In contrast, high-resource settings 

(Sweden, USA) faced different challenges related to system complexity and organizational size 

(Edward et al., 2022). Different healthcare delivery models influenced intervention design and 

effectiveness, with centralized systems showing different implementation patterns compared to 

market-based systems (Peng et al., 2022). Patient engagement strategies and educational material 

required some changes to be effective in different cultural settings. This was especially evident in 

regards to various health beliefs and care-seeking behaviors (Peng et al., 2022). 
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Discussion 

The nursing-led intervention model improves various aspects of hypertension management 

and significantly improves patient outcomes (Falco et al., 2023). Educational interventions 

delivered by nurses have been shown to result in significant reductions in blood pressure, with 

systolic values decreasing by approximately 12 mmHg and diastolic values by more than five 

mmHg (Falco et al., 2023). Team-based care models that integrate nursing expertise achieve 

substantial improvements in hypertension control rates, with some programs reaching well-

controlled rates above 80% (Udayakumar, 2022). Higher rates of medication adherence and self-

care behaviors are observed among patients who receive nursing interventions, such as education 

(Peng et al., 2022). 

The effectiveness of nursing interventions also extends to healthcare system outcomes 

(Gomendi, 2023). Implementation of nursing interventions is associated with more efficient 

resource utilization, reduced healthcare costs, and improved quality of care (Thomas & Cassells, 

2017). Healthcare systems that implement nursing interventions for hypertension management 

achieve better performance on quality metrics and overall patient satisfaction (Quester et al., 

2024). Systematic implementation of nursing interventions was associated with improved care 

coordination, enhanced patient engagement, and better health outcomes (Peng et al., 2022). 

Importantly, nursing interventions complement- rather than replace- physician care, creating 

collaborative models that optimize both clinical expertise and patient support (Ganetzky et al., 

2023). 
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Summary of Evidence 

This scoping review demonstrates that nursing interventions can significantly improve 

hypertension management in primary care settings. Across eleven studies, interventions were 

effective across different healthcare systems and patient populations. The evidence showed 

educational interventions and team-based care models were the most effective.  

Educational interventions delivered by nurses achieved clinically significant reductions in 

blood pressure, with the largest meta-analysis showing reductions of over 12 mmHg systolic and 

five mmHg diastolic pressure (Martins Falcão et al., 2023). Team-based care models integrating 

nursing expertise achieved substantial improvements in hypertension control rates, in some cases 

exceeding 80% (Ganetzky et al., 2023). Notably, the review demonstrates that intervention 

effectiveness is influenced by nurse education levels, with higher levels of training linked with 

achieving better patient outcomes (Suwanno et al., 2023). These findings highlight the 

importance of nurse education and professional development in shaping effective hypertension 

care.  

Clinical and Practice Implications  

Healthcare organizations should prioritize implementing nurse-driven educational 

interventions and team-based care models, as these approaches have the strongest evidence of 

clinical effectiveness. Educational interventions should combine individual and group 

components to maximize impact (Martins Falcão et al., 2023). Investing in furthering nurse 

education and development is essential for optimizing the effectiveness of interventions. 

Organizations should prioritize hiring and retaining highly educated nurses while providing 

ongoing development for all nursing staff (Suwanno et al., 2023). Nursing interventions should 

be embedded within quality improvement frameworks that address organizational barriers and 
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promote sustainable change. Regular monitoring and feedback systems are crucial for 

maintaining the accuracy of interventions (Udayakumar, 2022; Gomendi, 2023). 

Healthcare systems should consider investing in technology solutions that support 

nursing interventions, such as automated measurement devices, decision-support tools, and 

patient engagement platforms (Thomas & Cassells, 2017). 

Policy and System Implications 

Healthcare policies should support expanded nursing roles in chronic disease 

management while ensuring adequate education and training requirements. Clear regulations 

regarding nursing authority for medication management and care coordination are needed 

(Quester et al. 2024). Healthcare quality measurement systems should include process and 

outcome measures that capture nursing contributions to hypertension care. Current quality 

metrics may underemphasize nursing interventions by focusing primarily on physician-delivered 

care (Peng et al., 2022). 

Healthcare payment models should appropriately reimburse nursing interventions for 

hypertension management. Value-based payment approaches may support team-based nursing 

interventions (Gomendi, 2023). Healthcare systems should invest in a framework to support 

nursing interventions, including information technology systems, quality improvement 

capabilities, and interprofessional collaboration tools (Hellgren et al., 2023). 

Limitations 

 Several limitations should be considered in interpreting these findings. The first 

limitation to considers is that the review was based on a selected collection of studies rather than 

a comprehensive database search, thereby limiting the evidence. The second limitation is that the 

relatively short follow-up periods in many studies limit understanding of the long-term 
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effectiveness and sustainability of interventions. The final limitation is that publication bias 

cannot be ruled out, as studies demonstrating positive effects are more likely to be included than 

those with negative results. Despite these limitations, the findings provide valuable insights that 

can guide future research and practice in regards to hypertension. 

Conclusion 

 This scoping review provides substantial evidence that nursing interventions can 

significantly improve hypertension management in primary care settings through multiple 

practical approaches. Team-based care models that integrate nursing knowledge can achieve 

hypertension control rates exceeding 80%, substantially improving upon traditional physician-

only approaches (Ganetzky et al., 2023). Despite this evidence, the underutilization of nursing 

expertise in hypertension management continues across many healthcare settings (Peng et al., 

2022). Healthcare organizations should take action to strengthen nursing roles, support 

interprofessional collaboration, and ensure that every patient with hypertension has access to 

evidence-based nursing interventions (Ganetzky et al., 2023). 

Future research should focus on comparative effectiveness studies, implementation 

science investigations, economic evaluations, and long-term outcome assessment to further 

strengthen the evidence base and support the widespread adoption of effective nursing 

interventions for hypertension management. 
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CHAPTER TWO 

QUALITY IMPROVEMENT PROPOSAL 

Introduction 

The burden of hypertension is one of the most significant public health challenges of the 

21st century, with widespread implications for healthcare systems worldwide (World Health 

Organization, 2025). The World Health Organization's 2025 Global Hypertension Report 

estimates that hypertension affects 1.4 billion adults aged 30-79 worldwide (WHO, 2025). 

Despite being both preventable and treatable, hypertension remains poorly controlled, as only 

21% of people with hypertension have their condition adequately managed (WHO, 2025). 

Current guidelines suggest that blood pressure readings over 140/90 are considered hypertensive 

(American Academy of Family Physicians, 2022). Health care interventions in the United States 

have not kept pace with the rising demand for hypertension control; only about one-fifth (20.7%) 

of adults with hypertension achieve blood pressure control below 130/80 mmHg (Fryar et al., 

2024). Montana-specific data reveals unique challenges and opportunities for hypertension 

management within the state's healthcare landscape. According to the Montana Department of 

Public Health and Human Services, approximately 29.5% of Montana adults have hypertension, 

which represents a significant burden given the state's rural geography and healthcare access 

challenges (MDPHHS, 2022; MDPHHS, 2021). These statistics highlight both the opportunity 

for improvement and the potential impact that well-designed nursing intervention programs 

could achieve.  
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Problem and Aim Statement 

The primary problem identified through the literature review is the underutilization of 

evidence-based nursing interventions for hypertension management in primary care settings, 

resulting in suboptimal blood pressure control rates and missed opportunities for comprehensive 

patient education and follow-up care (Ganetzky et al., 2023; Gomendi, 2023). Many primary 

care practices lack standardized protocols for nursing-led hypertension interventions, leading to 

inconsistent care delivery and suboptimal patient outcomes (Hellgren et al., 2023; Thomas & 

Cassells, 2017). The question guiding this quality improvement project is: "Can the 

implementation of structured nursing interventions, including patient education and regular 

follow-up care, improve hypertension management outcomes in primary care settings?" 

This quality improvement project aims to implement a comprehensive nursing 

intervention program that includes structured patient education, regular follow-up visits, and 

enhanced documentation protocols to improve hypertension control and patient self-management 

behaviors. This approach is based on evidence from the literature review indicating that 

multicomponent interventions combining education, monitoring, and care coordination achieve 

superior outcomes compared to single-component approaches (Martins Falcão et al., 2023; 

Udayakumar, 2022; Quester et al., 2024). 

Context 

The literature review revealed significant variation in hypertension management practices 

across different healthcare settings, with many primary care centers lacking standardized 

protocols for nursing-led interventions (Suwanno et al., 2024; Hellgren et al., 2023). In Swedish 
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primary care centers, only 13% routinely measured standing blood pressure, and 33% never 

utilized home blood pressure measurements, indicating substantial opportunities for practice 

standardization (Hellgren et al., 2023). Similar variations exist in staffing and resource 

allocation, with patient loads per provider varying dramatically across different settings 

(Hellgren et al., 2023). These factors highlight the importance of assessing site-specific needs 

and existing workflows before implementing nursing interventions. 

The target setting for this quality improvement project is a family medicine clinic in 

Montana that provides care to adult patients with hypertension. This clinic was selected after an 

assessment was completed of its existing hypertension management practices, available nursing 

resources, documentation practices, and patient population. Key stakeholders will include four 

primary care providers, five registered nurses, two medical assistants, clinic administrators, and 

patients with hypertension. On average, about 48 patients ages 18-85 are seen each day by 

providers in this clinic. The interdisciplinary team approach is essential, as the literature 

demonstrates that successful interventions require clear role definition, standardized protocols, 

and effective communication among all team members (Ganetzky et al., 2023; Udayakumar, 

2022).  

Site-specific data collection includes current nursing intervention utilization, patient 

education practices, follow-up care protocols, and baseline hypertension control rates. Current 

nursing interventions include home blood pressure logging and log review, and validation of 

home blood pressure cuffs by comparing patient devices to automatic office machines. Current 

patient education is limited, with most of the focus on reviewing home blood pressure readings 

and correcting medication use. Established follow-up protocols include nurse visits as needed 
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and visits with a provider every six weeks during initiation or adjustment of antihypertensive 

medications.  

The national benchmark shows that only 52.5% of adults with hypertension have 

controlled blood pressure (Gomendi, 2023), this can be used as a comparison for the following 

data collected for this quality improvement project. The table below summarizes the 

hypertension control rates among adult patients at a family medicine clinic in Montana for four 

providers. For each provider, the percentage of patients with diagnosed hypertension who 

achieved blood pressure control (defined as less than 140/90 mmHg) is presented. To protect 

confidentiality, individual provider names are not disclosed. The data reflect performance for the 

most recent quarter (Q3), with an overall average control rate of 65% across all four providers.  

Table 1. Provider Hypertension Control Rates 

Provider Hypertension Control Rate (%) 

Provider 1 63 

Provider 2 67 

Provider 3 74 

Provider 4 56 

(Hypertension Control Rates, Q3 2025, clinic data, personal communication) 

SMARTIE Goals 

SMARTIE goals are defined as being Specific, Measurable, Achievable, Relevant, Time-

bound, Inclusive, and Equitable (SMARTIE).  

SMARTIE Goal #1: 100% of patients receive hypertension education packet at nurse visit 
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This goal centers on ensuring that 100% of patients attending nurse hypertension follow-

up visits receive the standardized educational packet throughout the entire eight-week 

implementation. The packet covers hypertension management, home blood pressure monitoring, 

and lifestyle and dietary recommendations (see Appendix A for education materials). Nursing 

staff will collect data on packet distribution at each visit and promptly record it in a designated 

field within the electronic health record (EHR). As project coordinator, weekly audits of 

documentation will be performed to verify both completeness and accuracy, with immediate 

feedback provided to staff if gaps are identified. The evaluation will include descriptive statistics 

summarizing overall and weekly distribution rates and will be visualized using run charts to 

identify trends and quickly address any lapses in reliability. This structured approach directly 

supports the project’s specific aims and enables ongoing quality monitoring throughout the 

intervention. 

SMARTIE Goal #2: Achieve 90% nurse adherence to documentation protocols 

This goal aims to ensure that 90% of nurses adhere to proper documentation protocols 

(see Appendix B for protocol details) during hypertension follow-up visits. Documentation 

completion and accuracy will be tracked through EHR audits conducted weekly by the project 

coordinator. Missing or incomplete documentation will be addressed promptly with nursing staff 

through feedback and retraining as needed. Data analysis will involve calculating weekly 

adherence rates and visualizing them using run charts to monitor trends over the eight-week 

intervention. 

SMARTIE Goal #3: Improve hypertension control rates by 5-10% within 8 weeks 
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The final goal is to increase hypertension control rates (blood pressure under 140/90) 

among adult patients in the clinic. Blood pressure measurements will be collected during nurse 

and provider visits and documented in the EHR by clinical staff. As project coordinator, data will 

be extracted weekly to monitor control rates and identify trends. The data will be analyzed using 

chi-square tests to compare baseline and post-intervention control percentages and run charts will 

be used to track progress weekly. Results from the four-week midpoint assessment will guide any 

necessary adjustments to clinical protocols or follow-up procedures to optimize patient 

outcomes.  

Quality Improvement Model 

This quality improvement project will utilize the Plan-Do-Study-Act (PDSA) Model for 

Improvement from the Institute for Healthcare Improvement (IHI) Quality Improvement 

Essentials Toolkit (IHI, 2023). The PDSA model is appropriate for this nursing intervention 

project as it supports testing changes, enables rapid-cycle improvements, and emphasizes 

learning through small-scale pilots before full implementation. The PDSA framework will guide 

this project through four distinct phases: 

Plan Phase: The planning phase involved developing nurse intervention protocols and patient 

education materials; all education documents are included in Appendix A. Follow-up schedules 

were established in alignment with provider goals, and outcome measures were defined. During 

this phase, the site’s overall workflow was evaluated to identify potential improvements. 

Outcome measures included improved blood pressure readings during nurse visits and 

subsequent provider follow-up, and successful documentation for nurses and providers.  

Do Phase: Implementation of the eight-week quality improvement project will begin with 

education sessions for nurses and providers on the educational packet (included in Appendix A) 
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and on standardized documentation procedures. Providers will then schedule adult hypertension 

patients for a dedicated follow-up visit with nursing staff 1-2 weeks after their initial 

appointment. During these nurse visits, educational packets will be distributed, and 

documentation will be completed in accordance with established protocols. The project will 

include an in-depth assessment at the four-week mark to evaluate early effectiveness and allow 

for adjustments to workflow or procedures as needed. Throughout the eight-week intervention, 

the team will focus on structured patient education, follow-up visits, and enhanced 

documentation processes to support sustainability and quality patient care. This approach is 

designed to ensure reliable implementation and timely feedback throughout the project period. 

Study Phase: Data collection and analysis will focus on process measures (completion of 

education sessions, adherence to follow-up protocols) and outcome measures (blood pressure 

control rates). The literature emphasizes the importance of both quantitative measures and 

qualitative feedback from patients and staff (Udayakumar, 2022; Quester et al., 2024).  

Act Phase: Based on study results, interventions will be modified, standardized, and scaled up 

for broader implementation. Successful elements will be retained, while problematic components 

will be refined based on evidence and stakeholder feedback.  

Methods 

Implementation Summary 

The planned intervention will be implemented over eight weeks at a family medicine 

clinic in Montana, focusing on adults with hypertension. The project emphasizes staff and patient 

education improvements, including scheduled nursing follow-up visits, use of standardized 

educational packets (see Appendix A), and improved documentation practices (see Appendix B). 
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The intervention includes provider and nurse education, patient education delivery, and enhanced 

guideline adherence, with a midpoint assessment at four weeks to evaluate progress. The primary 

aim is to improve hypertension control rates and promote long-term health outcomes. 

Intervention and Implementation 

This quality improvement project will implement a comprehensive nursing intervention 

program in a primary care setting in Montana, targeting adult patients with hypertension through 

structured education sessions, follow-up visits, and adherence to documentation protocols. The 

intervention will be delivered by trained registered nurses over an eight-week period, with the 

goal of improving blood pressure control rates through evidence-based nursing practices 

identified in the literature review. 

Structured patient education program 

Drawing on evidence that nurse-driven educational interventions can achieve blood 

pressure reductions of 12.41 mmHg systolic and 5.40 mmHg diastolic (Martins Falcão et al., 

2023), this component will include standardized individual education sessions covering 

hypertension, lifestyle modifications, and self-monitoring techniques.  

Each patient with uncontrolled hypertension will be scheduled for a follow-up visit to 

participate in a one-on-one, standardized 20-minute session with a registered nurse. These visits 

will include thorough coverage of hypertension basics, the importance of medication adherence, 

and strategies for incorporating lifestyle changes such as improved nutrition, increased physical 

activity, and effective stress management. The educational packet also guides patients in self-

monitoring techniques, including training on proper home blood pressure measurement and log 

tracking, which supports ongoing self-assessment and engagement. 
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To further enhance understanding and retention, patients will receive evidence-based 

educational materials, such as instructional handouts and blood pressure logs. Each education 

session is tailored to meet the unique needs of participants, with flexible scheduling and the 

opportunity to ask personalized questions and follow up. The program is integrated with the 

broader quality improvement initiative, ensuring that patients receive consistent, 

multidisciplinary care and ongoing encouragement to achieve better blood pressure control and 

long-term health outcomes. 

Follow-up Care 

Based on evidence from team-based care models that achieved 86% hypertension control 

rates (Ganetzky et al., 2023), this component will include structured nursing visits.  

The follow-up care component of this project ensures that patients with poorly controlled 

hypertension receive structured visits every 4-6 weeks, allowing for consistent monitoring and 

timely intervention. During these follow-up visits, blood pressure is verified using standardized 

protocols and automated office blood pressure machines to minimize measurement errors and 

enhance reliability. Nurses will assess medication adherence at each visit by patients’ self-

reporting, offering individualized support and strategies to address barriers and improve 

consistency in medication use and overall lifestyle management. Project metrics that track 

follow-up appointment scheduling and completion will be reported. 

Enhanced Documentation and Care Coordination 

A key feature of this approach is the establishment of clear documentation protocols for 

nursing staff, which enables prompt adjustment of care plans when clinically indicated and 

tracking of provider hypertension control rates. Specific details about the documentation protocol 
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can be found in Appendix B. All nursing assessments and interventions will be communicated to 

providers and thoroughly documented in the electronic health record. Existing standardized 

documentation templates will be updated to integrate the nursing-led hypertension interventions, 

ensuring consistency and completeness. The update will include tracking of education provided 

during the nurse visits and more consistent blood pressure logs. 

Patients will be encouraged and supported to track their self-monitoring values using 

patient portals and blood pressure logs, allowing them and their care teams to maintain up-to-

date information on progress and challenges. Key quality metrics will be consistently monitored 

and reported, including documentation compliance rates. 

Budget Estimate 

The packets are printed in-house, and the printing cost is estimated at $0.20 per page. For 

50 packets with 13 pages each, the printing cost is $130. The staff training session, assuming five 

nurses attend a 30-minute session at an average hourly wage of $35, is an estimated cost of 

$87.50. This does not include the time donated by the project coordinator to the clinic, which 

will be an estimated 270 hours of work at $35 an hour. This will save the clinic approximately 

$9,450. 

Table 2. Estimated Total Project Budget 

Budget Item Quantity/Duration Unit Cost Total Cost 

Printing 13-page packets 50 packets $0.20 per page $130.00 

Staff Training 5 nurses, 30 minutes $35/hour x 0.5 hour $87.50 

Total Estimated Cost $217.50 
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Implementation Timeline 

 Figure 2 shows the proposed timeline for project implementation. This includes planning 

the project, implementing the changes and then evaluating outcomes after completion. 

 

Figure 2. Project Timeline 

Anticipated Barriers and Solutions 

Several anticipated barriers to implementing this quality improvement project will be 

proactively addressed through tailored solutions to ensure project success and sustainability. To 

address time constraints that may limit patient and staff participation, the plan includes 

streamlined care protocols to reduce workflow burdens. Staff resistance to change is expected 

and will be managed through training, clear role definitions, and ongoing support aimed at 

building confidence and buy-in among clinical team members. Resource limitations will be 

mitigated by leveraging existing staff and aligning the new interventions with current clinic 

workflows, thereby avoiding the need for additional personnel or significant new investments. 

Because nurse visits are typically covered by insurance, remaining patient engagement barriers 
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will be addressed through development of targeted educational materials and flexible session 

scheduling to accommodate varying patient needs and preferences (Peng et al., 2022).   

Evaluation and Analysis 

The evaluation plan directly aligns with the SMARTIE goals and follows evidence-based 

approaches identified in the literature review. Data collection will occur through multiple 

methods to ensure comprehensive assessment of both process and outcome measures. 

Table 3. SMARTIE Goal #1 

Ensure that 100% of patients seen for nurse hypertension visits will receive an educational 

packet from the nurses. The packet will include materials about hypertension 

management, instructions for home blood pressure monitoring, and recommended 

lifestyle and dietary improvements. 

o Prepare standardized educational packets covering hypertension, home BP 

monitoring, and lifestyle/diet changes. 

o Train nurses on consistent distribution of packets and documentation of 

completed nurse visit. 

o Integrate checklist into EHR for tracking packet distribution. 

o Conduct weekly audits to ensure 100% distribution rate is being met. 

Data to be collected Collection Process Planned data analysis 

Numerator: Number of 

patients receiving the 

educational packet at nurse 

hypertension visits. 

Denominator: Total number 

of patients seen for nurse 

hypertension follow-up 

during the project period. 

 

At each qualifying nurse 

follow-up visit, the nurse 

documents educational 

packet delivery in a 

dedicated EHR field. Office 

manager and project 

manager extract and review 

this data weekly to track 

compliance and identify any 

missed distributions. Data is 

securely stored and 

monitored through the EHR 

system and in a centralized 

project log for audit 

purposes. 

Calculate and monitor the 

weekly and cumulative 

percentage of eligible 

patients who receive the 

packet. Perform real-time 

run chart analysis to ensure 

immediate detection of 

gaps. If distribution falls 

below 100% in any week, 

conduct root cause analysis 

and immediate corrective 

action. 
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Table 4. SMARTIE Goal #2 

Ensure 90% adherence to proper documentation protocols by nurses during hypertension 

follow-up visits over the 8-week intervention period. 

o Train nursing staff on standardized documentation protocols. 

o Regular audits of nurse documentation for completeness and accuracy. 

o Provide timely feedback and additional training if adherence falls below target. 

o Utilize EHR checklists to support protocol adherence. 

o Maintain audit tracking logs for ongoing monitoring. 

Data to be collected Collection Process Planned data analysis 

Numerator: Number of 

nurse follow-up visits 

documented correctly per 

protocol. Number of nurse 

follow-up visits scheduled. 

Number of nurse follow-up 

visits completed. 

 

Denominator: Total number 

of nurse hypertension 

follow-up visits during 

intervention. Total number 

of nurse hypertension visits. 

Total number of follow-up 

visits scheduled. 

Weekly monitoring of EHR 

documentation records by 

project coordinator. 

Documentation review 

performed using a 

standardized audit tool. 

Direct communication with 

nursing staff regarding any 

identified documentation 

issues. Data stored securely 

within project files for 

analysis. 

Calculation of weekly 

documentation adherence 

percentages. Run charts to 

visualize week-to-week 

changes. Identification of 

trends or gaps for targeted 

quality improvement 

interventions. 
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Table 5. SMARTIE Goal #3 

Increase hypertension control rates (blood pressure <140/90 mmHg) among participating 

patients by 5-10% within 8 weeks of implementing the intervention. 

o Implement nurse visits focused on BP management. 

o Ensure standardized BP measurement at each visit. 

o Promptly escalate care for persistently elevated BP. 

o Facilitate frequent follow-up visits. 

o Use provider-nurse communication for timely medication adjustments. 

Data to be collected Collection Process Planned data analysis 

Numerator: Number of 

patients with controlled BP 

(<140/90 mmHg) at 8 

weeks. 

Denominator: Total number 

of patients enrolled in the 

intervention. 

BP readings accessed 

through EHR during 

scheduled nurse and 

provider visits. Nurses and 

medical assistants 

document values in real 

time. Project coordinator 

extracts BP data weekly 

using EHR reporting tools. 

Data stored and analyzed 

within practice’s secure 

network. 

Calculate and plot 

hypertension control rates 

at baseline and at 6 weeks. 

Use chi-square test for 

percent controlled BP. Run-

control charts to display 

weekly improvements. 

Stratify by baseline BP 

group for subgroup 

assessment. Compare pre- 

and post-intervention rates 

to demonstrate effect size. 

 

Data Collection Schedule 

Data collection for this quality improvement project will occur at specific intervals to 

ensure thorough assessment of both process and outcome measures. Baseline data will be 

collected one month prior to the intervention’s implementation to capture essential pre-

intervention metrics. During the active implementation phase, process measures will be 

monitored weekly to enable timely identification of challenges and opportunities for 

improvement. Additionally, outcome measures will be assessed through monthly evaluations to 

track progress toward project goals. A final evaluation will be conducted at the end of the eight-

week intervention timeframe to determine overall efficacy and sustainability of the results. 
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Data Quality Assurance 

Data quality assurance in this project will be maintained through the implementation of 

several evidence-based strategies. Standardized data collection will be used to ensure consistency 

and reliability across all collection points. The site manager will conduct weekly inter-rater 

reliability assessments to ensure that all team members accurately collect and record data. 

Additionally, the project coordinator, myself, will conduct monthly data quality reviews to 

proactively identify and address data discrepancies and issues, thereby safeguarding the accuracy 

of evaluation findings. 

Safety and Confidentiality 

This quality improvement project is designed to enhance standard care without 

introducing additional patient risks beyond those associated with routine hypertension 

management. All interventions are within the scope of nursing practice and follow evidence-

based protocols identified in the literature review (Ganetzky et al., 2023; Martins Falcão et al., 

2023; Udayakumar, 2022). 

Patient Safety Considerations 

This project will pose no additional risk beyond the risks involved in the care the patient 

is already receiving. All nursing staff will undergo training in blood pressure measurement 

protocols and in hypertension education and management guidelines to ensure consistent, safe 

practice. Effective communication protocols will be established to facilitate timely notification of 

providers for any concerning blood pressure readings. Additionally, regular monitoring 

throughout the implementation phase will identify any adverse trends in patient outcomes and 

enable immediate corrective actions. 
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Data Confidentiality and Security 

Data confidentiality and security will be protected through several strictly enforced 

protocols. All patient data will be de-identified for analysis and reporting, to maintain privacy 

and reduce the risk of unauthorized information sharing. Data collection will utilize existing 

electronic health record systems equipped with appropriate access controls. No protected health 

information (PHI) will be removed from the clinical site at any point. Furthermore, all data will 

be stored exclusively on secure, password-protected systems with limited access to only the 

project coordinator and clinic manager. Individual patient information will not be reported in any 

publications or presentations associated with this project, ensuring that privacy is consistently 

maintained throughout. 

IRB and Approval Process 

The Institutional Review Board (IRB) and approval processes for this project will follow 

a comprehensive protocol to ensure regulatory compliance before any patient enrollment. 

Montana State University IRB approval will be obtained prior to implementation, safeguarding 

adherence to ethical standards. The site where the intervention will be conducted does not have 

its own IRB; therefore, approval will be obtained through the MSU IRB. Additionally, site 

representative forms and stakeholder agreements will be completed to formalize site permissions 

and stakeholder involvement. All regulatory requirements will be thoroughly met before 

beginning any patient-related activities associated with the quality improvement project. 

Risk Mitigation 

Risk mitigation for this project consists of proactive strategies to minimize potential harm 

and ensure optimal patient safety. Regular safety monitoring will be conducted throughout the 

implementation period, with adverse events promptly tracked and reported in accordance with 
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established institutional protocols. Staff training will emphasize key patient safety principles 

underlying every intervention component. Additionally, clear escalation procedures will be 

established to ensure swift, effective responses to any clinical concerns that may arise during the 

project. 

Conclusion 

This quality improvement project addresses a critical gap in the use of evidence-based 

nursing interventions for hypertension management in primary care settings (Ganetzky et al., 

2023; Gomendi, 2023; Quester et al., 2024). This primary care clinic in Montana will include 

registered nurses, providers, medical assistants, and clinic managers as stakeholders alongside 

the patients they care for. Interventions for this project include patient education, nurse follow-up 

visits, and improved documentation throughout the eight-week PDSA cycle. The goals are for 

100% of patients to receive a hypertension education packet, for 90% of nurses to adhere to 

documentation protocols, and for hypertension control rates (<140/90) to improve by 5-10% in 8 

weeks.  
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Abstract 

High blood pressure, or hypertension, is marked by having an elevated blood pressure 

with readings consistently above 130/80 mmHg (Jones et al, 2025). This worldwide issue of 

hypertension affects 1.4 billion adults globally, with only approximately 21% of those adults 

having their hypertension controlled (WHO, 2025).  Within the state of Montana, approximately 

29.5% of adults have been diagnosed with hypertension (MDPHHS, 2021; MDPHHS, 2022). 

With a high percentage of the adult population diagnosed as hypertensive, and the limitations of 

healthcare within a rural state, there is an increased need for hypertension management efforts.  

The Plan-Do-Study-Act (PDSA) model guided an 8-week intervention including three 

components: (1) patient educational packets for hypertension management, (2) coordinated nurse 

follow-up for assessment and counseling, and (3) standardized documentation for clinic staff to 

improve workflow. A coordinated nurse follow-up visit approximately two weeks after the 

patients initial appointment for the intervention implementation. Process measures tracked 

packet distribution and standardized documentation. Outcomes were assessed by comparing 

blood pressure changes using paired comparisons. 

Thirty-five patients completed nurse follow-up visits focused on hypertension 

management, with 100% of the visits measuring blood pressure. Improvement was seen in 85.7% 

of patients’ blood pressure readings with a mean systolic reduction of 9.2%. Nearly half (45.7%) 

of patients received educational packets, with adherence to documentation among nursing staff at 

40%. This nurse-driven intervention improved hypertension management and patient 

understanding, poor staff documentation limited attribution. Future implications include 

streamlining workflows and extending visit durations to support sustainable hypertension 

management in primary care.  
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Introduction 

Clinical Problem 

High blood pressure, or hypertension, is a major global public health problem, affecting 

an estimated 1.4 billion adults worldwide, yet only one in five has adequate blood pressure 

control (World Health Organization, 2025; Peng et al., 2022). According to the American College 

of Cardiology, hypertension is defined as persistently elevated blood pressure, with readings 

above 130/80 mmHg (Jones et al., 2025). A hypertension diagnosis, or more specifically 

uncontrolled hypertension, is associated with substantial health care utilization and cost (Jones et 

al., 2025). In most cases, fewer than 21% of adults with hypertension reach a treatment goal of 

less than 130/80 mmHg (Ganetzky et al., 2023; Fryar et al., 2024). This statistic indicates that 

current interventions are not reaching the population at risk, and additional avenues for 

hypertension control should be utilized.  

Despite strong evidence supporting the use of nurses in hypertension care, many primary 

care clinics still do not consistently employ structured, evidence-based nursing interventions for 

patients with hypertension (Peng et al., 2022; Ganetzky et al., 2023; Martins Falco et al., 2023). 

This gap in practice is associated with poor hypertension control rates and lost opportunities to 

provide education and timely follow-up care to hypertensive patients (Ganetzky et al., 2023; 

Gomendi, 2023). Surveillance data from the Department of Public Health and Human Services 

for Montana reports that 29.5% of Montana adults have a diagnosis of hypertension, a 

particularly concerning figure given the state’s rural geography, workforce shortages, and 

barriers to timely primary care access (MDPHHS, 2021; MDPHHS, 2022). Montana's rural 

designation stems from 45 of the 56 counties having fewer than 6 people per square mile 

(MDPHHS, 2021), and every county lacking some form of healthcare service (Health Resources 
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and Services Administration, 2020). Given the limited number and geographic distribution of 

primary care providers within Montana, it is important to utilize the healthcare workforce that is 

present, nurses, as an essential resource for expanding access to care. 

In response to these deficits, this Quality Improvement (QI) initiative focuses on the 

implementation of a nurse-driven hypertension program to strengthen hypertension control in a 

primary care clinic. The project introduced structured nurse-delivered patient education packets, 

scheduled follow-up care, and standardized documentation to improve workflows and 

hypertension control (Martins Falcão et al., 2023; Quester et al., 2024; Udayakumar, 2022). 

Review of the Literature 

Previously completed scoping review synthesized evidence on nurse-led hypertension 

interventions in primary care settings using PRISMA-ScR-guided searches of CINAHL, 

Montana State University Library, and Google Scholar with keywords such as 'hypertension', 

'high blood pressure', 'primary care', and 'nurse OR nursing.' A total of 870 articles were 

identified from the search engines and manual searches. Articles published before 2016 were 

initially excluded (n=428). Title and abstract screening was completed on the 442 remaining 

articles, based on the following inclusion criteria: 1) included a nursing intervention for 

hypertension management in adult primary care settings, 2) provided outcome measurements 

related to improved blood pressure, 3) adult participants (>18 years old) with hypertension, and 

4) provided intervention or implementation effectiveness. Five articles passed the screening 

process along with six articles found in manual search, for a total of 11 articles going to full text 

review. Studies encompassed systematic reviews, cross-sectional studies, interventions, QI 

projects, practice models, and reports. 
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Nurse-delivered educational interventions for patients with hypertension in primary care 

settings demonstrated effectiveness across multiple studies. Interventions ranged from in-person 

nurse led-counseling sessions with patients (Udayakumar, 2022), to educational packets for 

patients (Gomendi, 2023), to staff-training and patient education on general hypertension 

education and self-management strategies (Thomas & Cassells, 2017). In each study a reduction 

in patient blood pressure was seen, indicating that an educational intervention is an important 

component to hypertension management (Suwanno et al., 2023).  

Another set of studies included interventions based on team-based care. Ganetzky and 

colleagues evaluated two team-based models for hypertension management in academic primary 

care settings. The first model was a nurse practitioner–led blood pressure clinic that offered 

shorter, hypertension-focused visits for patients flagged in the electronic health record with 

elevated readings or follow-up needs and provided tailored education and social-support 

resources, increasing hypertension control from 15% to 58% over 12 months (Ganetzky et al., 

2023). The second model used protocol-driven registered nurse visit every 2–3 weeks to verify 

measurements, review medications, and coordinate timely titration with primary care clinicians, 

achieving hypertension control in 86% of participating patients (Ganetzky et al., 2023). The 

models demonstrate the effectiveness of nursing supported interventions for hypertension 

management in both the advanced practice and registered nursing roles.  

Evidence from the Thomas and Cassells QI project shows that introducing standardized 

measurement process and documentation improved the accuracy and consistency of in-office 

blood pressure measurement by reducing variability in recorded values (Thomas & Cassells, 

2017). Collectively, the scoping review revealed that a multipronged approach is the most 

effective way to help patients improve their hypertension management. To this point, the QI 
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project included supported elements such as nurse-driven education, standardized documentation 

and consistent follow-up visits.   

Conceptual Framework 

This QI project used the Plan–Do–Study–Act (PDSA) Model for Improvement from the 

Institute for Healthcare Improvement Quality Improvement Essentials Toolkit (IHI, 2023). The 

PDSA model has been shown to be beneficial for QI projects by allowing for a cyclical nature 

where feedback can be incorporated, and improvements can be made throughout the course of 

the project.  

Plan Phase. During planning, nurse-driven intervention protocols and patient education materials 

were developed (see Appendix A). Patient follow-up visit schedules were aligned with provider 

preferences, and specific outcome measures were identified. A review of the existing clinic 

workflow was completed to find areas for improvement in documentation and follow-up 

scheduling. This includes focusing on consistent blood pressure readings at nurse visits, more 

defined parameters for timing of follow-up with providers, and more consistent documentation 

by nurses and providers. 

Do phase. The eight-week implementation period began with training sessions for nurses and 

providers on the patient-facing educational packet and standardized documentation procedures. 

After a routine provider visit where a diagnosis of hypertension was made, patients were  

scheduled for a dedicated nurse follow-up visit about two weeks after their initial provider visit.  

During the dedicated nurse follow-up visit, the patient-facing education packet was distributed to 

the patient. Proper documentation of in-office blood pressure measurements, delivery of 

educational packets, education discussed, and scheduling of follow-up visits was completed by 

all staff using the new standardized protocol. At the halfway point in the project, a review of 
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documentation and packet distribution assessed early progress and guided any needed 

adjustments to processes or staffing. Throughout the intervention, the team emphasized 

structured education, timely follow-up, and reliable documentation to promote sustainable, high-

quality care. 

Study phase. Evaluation included process measures [completion of education sessions, follow-up 

adherence, and documentation accuracy] and outcome measures [changes in blood pressure]. 

Both quantitative results and qualitative feedback from patients and staff were examined for 

impact and success of the intervention (Udayakumar, 2022; Quester et al., 2024). 

Act phase. Findings from the study phase informed the revision and integration of the 

intervention into routine practice. Effective components were standardized and expanded, while 

less successful elements were modified based on data and staff input. 

Aims 

The purpose of this QI initiative is to optimize hypertension control within a Montana 

primary care clinic by implementing structured intervention focused on education, follow-up and 

documentation for patients with hypertension. Nurse to patient education was integrated into 

routine nurse visits as scheduled follow ups for patient diagnosed with hypertension, and a 

standardized documentation protocol was implemented to support consistent, high‑quality 

charting for the staff. 
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Methods 

Context 

The QI initiative took place in a primary care clinic that provides ongoing care for adults 

(> 18 years of age) with uncontrolled or newly diagnosed hypertension. Patients included in this 

QI project were seen by their primary care provider during the first six weeks of implementation, 

between January 5, 2026, and February 13, 2026. All 38 participants were adults with a diagnosis 

of hypertension, either newly identified or previously established. The interprofessional care 

team at the primary care clinic consists of physicians, registered nurses, medical assistants, and 

administrative personnel who collaboratively manage chronic disease care and coordinate 

follow-up services. The clinic employs an integrated electronic health record (EHR) system that 

supports clinical documentation, facilitates patient communication through secure messaging and 

reminders, and enables population-level monitoring of hypertension outcomes. Organizational 

readiness for quality improvement was present, with the clinic manager endorsing evidence-

based hypertension management, demonstrating commitment to patient-centered care, and 

allocating support for workflow modifications and staff engagement in the project (Figure 3).  
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Figure 3. QI Project Workflow Diagram showing existing provider and nurse workflow and QI 

project additions.  

Intervention 

The intervention consists of three components designed to address identified gaps in 

hypertension management: 1) a structured patient educational packet, 2) follow-up coordination, 

and 3) standardized documentation protocols. These components were created from evidence-

based interventions identified in the scoping review and adapted for implementation in this 

Montana primary care setting. The standardized documentation protocols include templated 

fields within the electronic health record to capture blood pressure readings, patient education 

provided, and follow-up plans consistently, thereby promoting accurate tracking of hypertension 

outcomes and reinforcing guideline-based care. Each patient had an initial follow-up visit with 

the nurse, followed by additional follow-up appointments with both the provider and nursing 

staff as needed. During this initial visit, the education packet was reviewed and documentation 

completed. Additional follow-up visits may then be scheduled in person with the primary care 

provider or by phone to discuss treatment plans. 
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Structured Patient Education. Patients identified as having elevated blood pressure or newly 

diagnosed hypertension received standardized educational packets. The structured educational 

packet provides patients with clear, written information on blood pressure goals, correct home 

blood pressure monitoring technique, lifestyle modification strategies, and medication adherence 

tips to support self-management (Appendix A). Nurses delivered these materials during 

dedicated 20-minute visits, reinforcing key concepts through discussion and responding to 

patient questions.  

Follow-up Coordination. Nursing staff scheduled patients for focused follow-up appointments at 

four-to-six-week intervals following the initial hypertension diagnosis or blood pressure 

elevation. These encounters emphasized verifying blood pressure measurements using 

standardized techniques, reviewing current medications, assessing adherence barriers, and 

reinforcing behavioral modifications. Communication between nurses and providers were 

prioritized to enable timely medication adjustments, consistent with literature emphasizing the 

importance of follow-up protocols and nurse-driven interventions (Peng et al., 2022). 

Standardized Documentation Protocols. A systematic approach to EHR documentation improves 

communication between nursing staff and providers, ensuring timely medication adjustments and 

coordinated care delivery. The standardized documentation protocols include templated fields 

within the electronic health record to capture blood pressure readings, patient education 

provided, and follow-up plans consistently, thereby promoting accurate tracking of hypertension 

outcomes and reinforcing guideline-based care. Integration of documentation checkpoints within 

the electronic health record reinforces protocol adherence and enables real-time performance 

monitoring. All nursing assessments and interventions were documented using standardized 

templates that track education provided and facilitate longitudinal blood pressure monitoring 
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across visits. Standardization helps develop guidelines that providers use for standardized 

recommendations on when to start medications, how aggressively to treat, which lifestyle 

changes to emphasize, and how often to monitor patients, while still applying their clinical 

judgment to each individual. 

Measures 

A prospective QI methodology employing descriptive statistics and process/outcome 

measures was selected to evaluate the intervention. This approach enables continuous monitoring 

of implementation and real-time identification of barriers or necessary modifications. Data 

collection occurred throughout the implementation period, with weekly performance reviews to 

detect trends and make cycle improvements as needed. 

Analysis 

Data analysis focused on the introduction of the educational packet to the patient, 

changes in blood pressure during follow-up nurse visits, and adherence to the documentation 

protocol by staff. Descriptive statistics were used to summarize systolic and diastolic blood 

pressure at the initial provider visit and at the follow-up nurse visit for individual patients within 

the 38-person sample. Frequencies and percentages were calculated for the number of patients 

who received an educational packet, the number of patients who achieved a blood pressure of 

less than 130/80 mmHg, and for nurse completion of the standardized documentation elements. 

Inferential statistics were then applied by comparing provider- and nurse-visit blood pressure 

values to determine statistical significance in blood pressure change at both the individual and 

total sample level.  
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Results 

A total of 38 adult patients with hypertension were seen by providers and scheduled for a 

follow-up nurse visit during the QI implementation period. Follow-up nurse visits were 

scheduled between two and three weeks after the initial provider visit. At the initial visit, all 38 

patients had blood pressure readings greater than 130/80 mmHg, placing them in the 

hypertensive range. Of these 38 patients, 35 patients (92.1%) completed the follow-up nurse 

visit, and 35 (100%) had a blood pressure measurement taken at an on-office visit.  Among the 

patients seen at follow-up nurse visits, 30 patients (85.7%) demonstrated some level of 

improvement in blood pressure compared with their initial provider visit values, but none had 

readings below 130/80 mmHg. Of the 30 with improvement in blood pressure reading, 10 

(33.3%) had reading below 130/80 mmHg, indicating improved hypertension management. 

During nurse visits, 16 educational packets were documented as successfully delivered to 

the patient, and 19 visits had no documentation of packet distribution and were therefore treated 

as an unsuccessful packet delivery. Documentation adherence was mixed; nurses successfully 

completed the standardized documentation protocol in 40.0% of follow-up nurse visits. Table 6 

summarizes the data gathered at provider versus nurse visits.  

Table 6. Summary of Project Results 

 # Visits 
BP >130/80 

mmHg 
Received 

Packet 

Average 
Systolic BP 

(mmHg) 

Average 
Diastolic BP 

(mmHg) 
Provider 

Visit 
38 38 N/A 147.1 85.3 

Follow-up 
Visit 

35 25 16 134.7 77.4 
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The mean reduction in systolic and diastolic blood pressure across the sample was 12.4 

mmHg (9.2%) and 7.9 mmHg (9.3%), respectively. Figure 4 shows the recorded systolic blood 

pressure for each patient at the provider visit and the nurse visit.  

 
Figure 4. Patient Systolic Blood Pressure at Provider Visit vs. Nurse Visit 

Discussion 

The aim of this QI project was to optimize hypertension control through nurse-driven 

education, structured follow-up, and standardized documentation in a primary care clinic. 

Overall, the findings indicate an enhanced understanding of hypertension among patients, nurses, 

and providers 

All participants arrived at the initial provider visit with uncontrolled hypertension, yet 

85.7% showed some improvement at the nurse follow-up visit. The average systolic and diastolic 

blood pressure decreased significantly with 28.6% of patients no longer meeting criteria for 
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hypertension at follow-up. Our data indicates that scheduling a prompt nurse follow-up visit 

likely serves as a built-in accountability mechanism for behavior change between appointments 

(Ganetzky et al., 2023). With an upcoming appointment, patients are more motivated for 

medication adherence, self-monitoring, and making. dietary or activity changes. When 

completed consistently these actions can quickly lower systolic and diastolic blood pressure. The 

follow-up nurse-visit then reinforces these efforts, allows for rapid troubleshooting of barriers, 

and helps sustain early gains in blood pressure control. Patients’ willingness to schedule follow-

up visits, coupled with observed improvements in blood pressure, suggests strong motivation to 

engage in hypertension self-management (Peng et al., 2022; Suwanno et al., 2024; Udayakumar, 

2022). These visits provide an ideal opportunity for nurses to deliver the educational packet and 

further reinforce patients’ efforts to control hypertension. Additionally, according to a survey 

completed by nursing staff, patients appeared more receptive to making lifestyle changes and 

expressed greater readiness to improve their blood pressure 

The standardized documentation protocol was essential to this intervention as it generated 

consistent blood pressure data at both the initial provider visit and the subsequent nurse visit, 

allowing for comparison of values and drawing inferences about longitudinal improvement. The 

standardized documentation included blood pressure reading in-office, delivery of an educational 

packet, education discussed, and whether a follow-up visit was scheduled for the patient.  

However, when nurses did not document whether the hypertension education packet was 

delivered or if in-person education counseling was provided at the nurse visit, a data gap was 

created.  The data gap limits the ability to determine whether the education packet is contributing 

to improvements, since there is no reliable way to know which patients received the intervention. 
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Nurses participating in the project frequently reported that they did not have sufficient 

time during visits to complete all elements of the documentation template and provide thorough 

hypertension education to patients, especially when balancing blood pressure measurement, 

medication review, and other clinical tasks (Gomendi, 2023; Quester et al., 2024; Peng et al, 

2022). This constraint highlights the importance of dedicating nurse-led follow-up visits to 

hypertension care because primary care providers are meant to cover both acute and chronic 

concerns in a shorter appointment time. Similar time and documentation barriers have been 

described in other hypertension quality-improvement initiatives, where competing clinical 

demands and incomplete recording limited evaluation of intervention effectiveness (Gomendi, 

2023; Quester et al., 2024; Peng et al., 2022). These time constraints limit opportunity for 

detailed counseling and self-management support. By contrast, structured nurse follow-up visits 

are specifically designed to create space for individualized education, review of home blood 

pressure logs, and reinforcement of lifestyle changes. All of which would be difficult to achieve 

in standard provider visits.  

The project aimed to improve hypertension control through nurse-driven interventions, 

enhanced documentation protocols and follow-up care. Results showed progress toward this aim 

in several ways: patients’ blood pressure readings improved, nurses and patients’ understanding 

of hypertension and self-management increased, and nurses became more confident in providing 

structured education during nurse visits. Patient improvement between initial visit and follow-up 

visit indicates an improvement in patient self-management behaviors even during this short 

window. This QI project aimed for a 5-10% increase in the hypertension control rate among 

participants. This goal was met and surpassed with a 28.6% improvement in hypertension control 

at the end of the eight-week project. Providers and nurses developed a defined and shared 
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approach to hypertension care and follow-up. This new approach aligns with the project’s goal of 

showing multicomponent interventions combining education, monitoring, and care coordination 

have enhanced outcomes.  

 For patients, the intervention increased awareness that hypertension is both serious and 

manageable. Additionally, patients were able to see the direct impact of self-management on 

their blood pressure. Nursing staff reported that many patients expressed greater confidence in 

their ability to manage their condition during this intervention.  

For nurses, the project implemented a consistent educational framework, encouraged 

deeper conversations about lifestyle change with the patient. Additionally, there was a shift of 

workload, with more education to be completed by the nurses rather than the providers, which is 

more conducive for learning as the nurses have more time to spend with the patients.  

Limitations 

The success of this project must be viewed with in the scope of the limitations that 

presented during the study period. Adherence for the standardized documentation protocol was 

only 40.0%, resulting in an inconsistency of packet distribution and additional key measurements 

in the proposed nursing process. With missing data, and incomplete documentation, there is no 

way to determine if the education materials were distributed at the correct time. This 

inconsistency limits the ability to draw substantial conclusions regarding the relationship 

between educational materials and subsequent hypertension control.  

In addition, nurses occasionally distributed packets during the initial provider visits rather 

than reserving them for the nurse follow-up visits. Although this likely benefited individual 

patients by providing earlier access to educational materials, it placed these encounters outside 
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the primary tracking process and introduced additional ambiguity about when and how the 

intervention occurred.  

The predominant limitation identified by nurses was a lack of time during the visit to 

fully complete the documentation template while also measuring blood pressure, counseling 

patients, and distributing the educational packet. Differences in each nurse’s willingness and 

ability to consistently deliver the packet and complete documentation likely led to uneven 

implementation of the intervention across patient encounters. These factors also limit 

generalizability, as clinics with different staffing models, visit lengths, or documentation systems 

may experience different levels of feasibility and effectiveness. 

 

Recommendations 

Drawing on the results and experience of this project, several recommendations emerge 

for others addressing similar clinical challenges. Most importantly, extending the project study 

period would likely strengthen the ability to detect meaningful relationships among nurse follow-

up visits, receipt of the education packet, and subsequent hypertension control. With additional 

time, multiple follow-up visits could be scheduled, allowing for more complete documentation of 

packet distribution, reinforcement of nurse-delivered education, and consecutive blood pressure 

measurements, making trends easier to interpret. Longer study periods are especially important 

for educational and behavioral interventions, because lifestyle changes and medication adherence 

typically evolve over several months before translating into stable blood pressure improvements.  

The evidence from this project corroborates findings from other studies discussed in the 

literature review regarding the hypertension- control benefits of nurse-led follow-up visits and 

nurse-delivered education. Nurse visits should continue to be used as a central strategy for 
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hypertension management, with increased time allotted especially for patients with a new 

diagnosis or persistently elevated blood pressure. Nurses can then provide thorough education 

about hypertension, lifestyle modification, and medication use, and can answer patient questions 

without feeling constrained by time. Future practice could also consider a complementary 

workflow in which nurses introduce and distribute the education packet at the initial provider 

visit, giving patients time to review the material at home before their first nurse follow-up 

appointment. At the subsequent visit, the nurse can then use the packet as a shared reference 

point to clarify misunderstandings, explore which recommendations the patient has attempted, 

and tailor additional counseling; this approach is particularly important when patients attend only 

a single follow-up visit, because it maximizes their exposure to self-management information 

while still leveraging the nurse visit for reinforcement and problem-solving. 

The documentation workflow needs to be simplified and embedded into routine practice. 

Creating a clear, easy-to-use documentation format (for example, a brief template or a set of 

required fields for packet distribution, home blood pressure readings, and follow-up plans) would 

reduce omissions and improve data reliability. Regular reminders, brief refreshers, and feedback 

on documentation performance can further reinforce consistent use. 

Future work should more systematically track the distribution and timing of educational 

packets. A follow-up project could compare outcomes for patients who receive packets during 

nurse visits versus those who receive them during provider visits, helping determine when 

education is most acceptable and impactful from the patient perspective. Possibly distributing 

educational packets at provider visits, then using the nurse visit for additional education and 

answering questions that patients have come up with. This will require a more reliable method 

for documenting packet delivery so that exposure can be accurately linked to outcomes. 
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Finally, based on nurse feedback during the project, consistent use of home blood 

pressure readings should be encouraged as part of routine care. Nurses can teach patients how to 

measure blood pressure at home, review logs during visits, and record those readings in the chart 

using a standardized format. Integrating home and office readings in this way can support more 

precise treatment decisions, reduce unnecessary in-person visits, and further empower patients to 

participate actively in managing their hypertension. The education packets used in this project 

included step‑by‑step instructions for obtaining accurate home blood pressure measurements. 

Providing this guidance from the same nurses’ patients see in the clinic reinforces consistent 

technique across settings, helping to standardize in‑office and at‑home readings and reduce 

inconsistencies between the two. 

 

Conclusion 

This project demonstrated that structured nurse follow-up visits are a critical component 

of effective hypertension control by providing protected time for blood pressure measurement, 

review of home readings, and individualized discussion of the education packet. Across the 

project, 85.7% of patients showed lower blood pressure at the nurse visit compared with the 

initial provider visit. When dedicated visits are combined with targeted education, and proper 

documentation the success rate for hypertension self-management increases. The overall 

outcomes of this project indicate that combined interventions are a valuable addition to the 

hypertension management process and should be incorporated by all who see hypertension 

patients.  
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CHAPTER FOUR 

ADVANCED NURSING ESSENTIALS REFLECTION 

Throughout my Doctor of Nursing Practice (DNP) coursework, I have progressively 

demonstrated the AACN essentials through both classroom learning and clinical application. 

Through rigorous coursework, hands-on clinical and quality improvement experiences, I have 

developed and demonstrated competencies across multiple domains essential to doctoral-level 

nursing practice. The AACN essentials that I found to be most prevalent in my experiences were 

person-centered care, population health management, scholarship, interprofessional 

collaboration, and systems-based practice (American Association of Colleges of Nursing, 2021). 

With a focus on these essentials, I will reflect on my experiences and how I specifically 

improved each of these areas throughout my advanced nursing degree.  

Domain 2: person-centered care  

Competency of person-centered care is reflected through multiple areas of clinical 

practice and scholarship. In my clinical encounters, I prioritize understanding each patient’s 

values, health goals, and unique social context by using open-ended questions, motivational 

interviewing, and therapeutic communication (AACN, 2021). This person-centered approach 

fosters shared decision-making and ensures care plans are realistic and aligned with patients’ 

readiness to change. My DNP hypertension quality improvement project, which was focused on 

hypertension control through nurse-driven interventions, further demonstrated this competency 

through the creation of an evidence-based educational packet for patients with elevated blood 

pressure. Through coursework in health assessment, primary care skills and evidence-based 

practice, I gained the advanced scientific knowledge needed to guide evidence-based material 
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development. I applied this knowledge to create patient education resources written at an 

appropriate health literacy level.   

Furthermore, through my clinical experiences in primary care, I employed advanced 

communication and collaboration skills to provide preventive care and advocacy for families, 

incorporating family-centered assessments and strategies for health promotion. 

This demonstrates my ability to integrate ethical advocacy principles, ensuring that care 

delivery remains culturally responsive, and grounded in respect for the person. Collectively, 

these experiences illustrate the integration of person-centered care across communication, 

clinical reasoning, and leadership, highlighting my capacity to model compassionate, evidence-

informed, and individualized care in advanced nursing practice.  

Domain 3: population health  

My DNP hypertension quality improvement project displays my achievement 

in Population Health by translating evidence into actions that improved outcomes for 

a specific patient population. Recognizing the high prevalence of uncontrolled hypertension in 

the clinic’s adult population, I applied principles of assessment and systems-level thinking 

to identify patterns of poor follow-up and limitations in patient education. Working 

collaboratively with nurses, providers, and clinic leadership, I implemented nurse-driven 

hypertension visits as an intervention to improve blood pressure control and reduce 

cardiovascular risk. This initiative reflected skills from clinical experience, where I integrated 

assessment data and evidence-based interventions to promote health and prevent disease among 

families. While learning about diverse communities, I deepened my understanding of how social, 

economic, and cultural factors contribute to health disparities, guiding the development of 

educational materials that addressed barriers to care among local populations.  
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The development and evaluation of this project further strengthened my competency in 

population health management and value-based care. Guided by finance and ethics courses, I 

conducted a cost–benefit analysis that examined staff time, and educational resource 

costs. In additional courses, I improved my ability to synthesize project findings for populations, 

a critical step for evidence-based interventions. These experiences reflect my ability to design, 

implement, and evaluate strategies that address populations and their needs (AACN, 2021).  

Domain 4: scholarship for the nursing discipline  

Scholarship for the Nursing Discipline is shown in my ability to generate practice-

focused questions from clinical observations and transform them into evidence-based 

interventions that improved patient outcomes (AACN, 2021). I learned to critically appraise 

literature related to hypertension management, nurse-driven interventions, and patient education 

strategies. These skills allowed me to identify best practices and apply evidence within my 

quality improvement project to address uncontrolled hypertension. While learning primary care 

skills and procedures, I advanced my ability to apply clinical knowledge and decision-making 

skills.  

I also demonstrated the translation of scholarly evidence into clinical application with my 

nurse-driven intervention, aligning with the DNP goal of bridging the gap between research and 

practice. The protocol I developed incorporated structured assessment, education, and 

documentation components informed by current research and guidelines. I conducted a 

comparative evaluation using pre- and post-intervention blood pressure data to assess the 

program’s effectiveness in improving control rates. Reflection on these findings guided my 

recommendations for sustainability and scalability within the primary care setting, reinforcing 

scholarship as an ongoing process of inquiry and improvement rather than an endpoint.  
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My leadership in this project also modeled the nature of nursing scholarship—

mentorship, dissemination, and continuous learning (AACN, 2021). I collaborated with 

interdisciplinary team members to translate evidence into practice for patients, reinforcing the 

value of communication and interprofessional engagement. Diversity and ethics 

courses strengthened my understanding of how nursing scholarship must account for social 

justice, cultural sensitivity, and ethical policy alignment when addressing population health 

concerns. Collectively, these experiences created a scholarly identity grounded in critical 

inquiry, evidence translation, and leadership for practice advancement.  

Domain 6: Interprofessional partnerships  

Interprofessional Partnerships are reflected through my ability to lead and collaborate 

within diverse healthcare teams to improve patient outcomes (AACN, 2021). During my DNP 

project, I worked closely with physicians, nurses, medical assistants, and clinic administrators to 

implement a nurse-driven hypertension education intervention. This required clarifying team 

roles, aligning responsibilities with scope of practice, and ensuring that workflow integration 

supported both efficiency and quality care. I applied concepts of effective interdisciplinary 

collaboration to foster a supportive environment where each team member’s expertise was 

valued. To maintain alignment across disciplines, I communicated project goals and progress 

through staff meetings, written communications, and individualized discussions.  

As part of this work, I standardized documentation procedures within the electronic 

health record (EHR) to improve information sharing among team members, ensuring consistency 

in patient education, assessment, and follow-up. These changes enhanced transparency and 

enabled continuous feedback. Through clinical experience, I further developed advanced 
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communication and collaboration skills in coordinating preventive and primary care 

for individuals.   

My clinical rotations as a nurse practitioner student also deepened my understanding of 

leadership and delegation within interprofessional contexts (AACN, 2021). I delegated tasks 

such as immunizations, ear irrigations, blood pressure checks, and targeted education to nursing 

and medical assistant staff while maintaining responsibility for comprehensive patient 

management. Together, these experiences demonstrate my growth as a collaborative practitioner 

and leader who can bridge communication gaps and align team goals. By promoting shared 

purpose and accountability, I have strengthened the culture of teamwork within my clinical 

setting—ultimately setting the stage for sustained, evidence-informed collaboration 

across healthcare.  

Domain 7: systems-based practice  

My development in Systems-Based Practice is demonstrated through the design and 

implementation of my DNP hypertension quality improvement project. Early in project planning, 

I conducted an in-depth evaluation of the clinic’s existing processes for hypertension 

management, including appointment scheduling, follow-up protocols, and documentation 

workflows. This assessment revealed challenges that contributed to suboptimal blood pressure 

control among patients. This analysis guided the creation of a nurse-driven intervention that 

complemented current workflows while enhancing efficiency and consistency. Through this 

process, I gained practical experience in examining structure, process, and outcome 

relationships.  

As project lead, I coordinated the development of a comprehensive hypertension 

education packet that included evidence-based information on target blood pressures, medication 
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adherence, nutrition, physical activity, and self-monitoring strategies. I collaborated with clinic 

leadership and nursing staff to integrate these materials into routine care, ensuring that the 

intervention was feasible within the existing system infrastructure. I evaluated system-level 

outcomes such as blood pressure control rates, nursing workflow efficiency, and patient 

education continuity. These evaluations highlights improvements not only in individual patient 

outcomes but also in team-based performance.   

Systems-based practice also requires consideration of sustainability. To support long-term 

adoption, I worked with clinical leaders to plan expansion of nurse-driven hypertension visits 

across all family medicine practices within the organization. Through this work, I transitioned 

from focusing solely on patient care processes to influencing system-level policies and 

procedures that promote continuity, efficiency, and health equity across multiple practice 

settings.  

Ultimately, this domain reflects my growth as a nurse leader capable of bridging clinical 

practice with organizational strategy (AACN, 2021). My experiences integrating evidence-based 

interventions into a complex primary care system display effective process improvement and 

outcome evaluation.   

Conclusion  

Reflecting on my DNP journey, I see how each domain has built on the others to 

create a firm foundation for leadership in advanced nursing practice. By integrating evidence, 

collaborating across disciplines, and maintaining a strong commitment to both person-centered 

and population-level outcomes, I have developed the capacity to lead meaningful change within 

complex health systems. I have strengthened my ability to deliver person-centered care, address 

population health needs, engage in practice scholarship, create effective interprofessional 
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partnerships, and guide system-level practice changes. Together, these 

experiences demonstrate my readiness to serve as a DNP-prepared APRN leader who can 

translate evidence into sustainable improvements in health and population outcomes.  
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HYPERTENSION EDUCATION PACKET 
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DOCUMENTATION PROTOCOL 
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How to make sure Nurse Visits are billed appropriately for the work completed: 

- The nurse visit 99211 is billable if an LPN/RN completes it. 

- Complete dot phrase provided for BP Nurse Visits and include mention of providing 

education and their plan of care for HTN management 

- I routed the patient's blood pressures to the provider for awareness and review and 

documented that I did this. This can be completed with cosign or route chart with a note 

in the visit saying, "routing to provider for awareness." 

- Any time there is clear and documented communication with the provider about the Plan 

of Care. For example: "This patient's BPs were over goal. Verbal discussion with PCP 

who would like to start such and such medication. Plan to check daily home BP's and call 

us with those numbers in two weeks." 

- If a patient is truly coming in for a home BP cuff check and we're just checking it, we 

cannot bill for it. The pieces that would change this into a billable service: if we're 

providing good education, documenting following a previous plan set in place by the 

provider, or routing home readings to a provider for review and clearly documenting this. 

- Request Cosign by a provider on all nurse visits: this helps with billing and to track that 

the provider saw the encounter. 

- Verbiage: "Treatment initiated by [Provider]."  

Example 1: (RN HTN Clinic visits are often billable) 

There was a clear plan of care: "Medication Management" 

There was education regarding lifestyle changes 

There was a cosign at the bottom by a provider. 

 



83 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX C 

NURSING WORKFLOW DIAGRAM FOR BLOOD PRESSURE   
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APPENDIX D 

DATA COLLECTION TABLE 
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APPENDIX D 

PRE-INTERVENTION NURSE SURVEY  
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Hypertension Knowledge Survey 

Section 1: Self-Assessment Pre-Training 

Rating Scale Legend: 

• 

• 

• 

• 

• 

1 - Very Poor: Little to no understanding 

2 - Poor: Limited understanding 

3 - Adequate: Basic understanding 

4 - Good: Strong understanding 

5 - Excellent: Comprehensive understanding 

On a scale of 1 to 5, how would you rate your understanding of hypertension and the 

importance of education and lifestyle modification in managing it? 

Section 2: Self-Assessment Post-Training 

On a scale of 1 to 5, how would you rate your understanding of hypertension and the importance 

of education and lifestyle modification in managing it? 

Thank you for completing this survey. 

 1 

Very Poor 

2 

Poor 

3 

Adequate 

4 

Good 

5 

Excellent Please select one: ☐ ☐ ☐ ☐ ☐ 

 
1 

Very Poor 

2 

Poor 

3 

Adequate 

4 

Good 

5 

Excellent Please select one: ☐ ☐ ☐ ☐ ☐ 
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APPENDIX F 

HALFWAY AND FINAL NURSE SURVEY   
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Hypertension Quality Improvement 

Project 

Evaluation for Nursing Staff 

 

Confidentiality: Your responses are confidential and will be used to improve project 

implementation only. 

 

Instructions 

This survey seeks your valuable feedback as we reach the halfway point of our Hypertension 

Quality Improvement Project. Your honest input is critical to understanding what's working well 

and identifying areas for improvement. This is not an evaluation of your individual 

performance—rather, it's an assessment of the project itself and how it's being implemented in 

our clinical setting. 

Please take time to complete all sections. Your feedback will be compiled with responses from 

other nursing staff and shared with the project leadership team. 

 

Section 1: Overall Project Progress 

1.1 Overall, how do you feel the hypertension QI project is progressing? 

• [ ] Excellent—moving forward smoothly with good momentum 

• [ ] Good—progressing well with minor challenges 

• [ ] Adequate—progressing but facing some obstacles 
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• [ ] Problematic—facing significant challenges 

• [ ] Unsure—uncertain about project status 

1.2 In what ways do you think the project is going well? (Please describe.) 

 

 

Section 2: Questions, Concerns, and Barriers 

2.1 What questions do you have about the hypertension QI project at this midpoint? 

 

 

2.2 What concerns do you have about the project? (Examples: unclear expectations, resource 

constraints, workflow disruptions, patient acceptance, sustainability) 

 

 

2.3 What barriers or obstacles are you encountering in implementing the project? (Rate your 

agreement) 

Barrier Strongly 

Disagree 

Disagree Neutral Agree Strongly 

Agree 

Insufficient time to complete all 

project components during 

patient visits 

[ ] [ ] [ ] [ ] [ ] 



92 

 

Unclear documentation 

requirements or processes 

[ ] [ ] [ ] [ ] [ ] 

Lack of training or resources to 

support implementation 

[ ] [ ] [ ] [ ] [ ] 

Electronic health record (EHR) 

technical issues or navigation 

challenges 

[ ] [ ] [ ] [ ] [ ] 

Patient resistance or low 

engagement with hypertension 

education 

[ ] [ ] [ ] [ ] [ ] 

Workflow conflicts with 

existing clinical processes 

[ ] [ ] [ ] [ ] [ ] 

Unclear communication about 

project changes or updates 

[ ] [ ] [ ] [ ] [ ] 

 

 

Section 3: Documentation and Implementation 

3.1 How would you rate your experience with documenting the hypertension QI project 

components? (Select one) 

• [ ] Very easy—clear processes and tools 
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• [ ] Somewhat easy—minor challenges 

• [ ] Neutral—some clear parts, some confusing 

• [ ] Somewhat difficult—multiple challenges 

• [ ] Very difficult—significant documentation barriers 

3.2 Please describe any specific documentation challenges you're experiencing: 

 

 

3.3 Do you feel the documentation requirements are: 

• [ ] Excessive—taking too much time away from patient care 

• [ ] Appropriate—manageable within my workflow 

• [ ] Insufficient—not capturing enough information 

• [ ] Unsure 

3.4 How often are you successfully documenting the hypertension education you provide? 

• [ ] 90-100% of the time (almost always) 

• [ ] 70-89% of the time (most of the time) 

• [ ] 50-69% of the time (about half the time) 

• [ ] 30-49% of the time (less than half) 

• [ ] Less than 30% of the time 

What factors are preventing 100% documentation? ___________________________ 

 

Section 4: Educational Packet Distribution and 

Patient Response 

4.1 How often are you distributing the hypertension educational packet to patients during your 

NURSE visits? 
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• [ ] Every patient with hypertension (100%) 

• [ ] Most patients with hypertension (75-99%) 

• [ ] Some patients with hypertension (50-74%) 

• [ ] Few patients with hypertension (25-49%) 

• [ ] Rarely or never (<25%) 

4.2 How often are you distributing the hypertension educational packet during PROVIDER visits 

with patients? 

• [ ] Every patient with hypertension (100%) 

• [ ] Most patients with hypertension (75-99%) 

• [ ] Some patients with hypertension (50-74%) 

• [ ] Few patients with hypertension (25-49%) 

• [ ] Rarely or never (<25%) 

• [ ] Unsure/not observed 

4.3 What factors influence your decision to distribute (or not distribute) the educational packet? 

(Select all that apply) 

• [ ] Patient time constraints (visit length) 

• [ ] Patient literacy level or language barriers 

• [ ] Patient receptiveness to education 

• [ ] Uncertainty about when packet should be given 

• [ ] Forgetting or not having packets readily available 

• [ ] Believing another staff member already provided education 

• [ ] Patient already has the packet from a previous visit 

• [ ] Clinical complexity of the patient's condition 

• [ ] Other: ________________________________________________________________ 

4.4 How would you rate the quality and usefulness of the hypertension educational packet for 

patients? 
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• [ ] Excellent—clear, engaging, appropriate for our patient population 

• [ ] Good—generally useful with minor limitations 

• [ ] Adequate—somewhat useful but could be improved 

• [ ] Poor—needs significant revision 

• [ ] Unsure 

4.5 Based on patient feedback or your observations, how are patients responding to the 

educational packet? (Describe) 

 

 

4.6 Have you observed changes in patient engagement or understanding related to hypertension 

management since receiving the educational packet? 

• [ ] Yes, significantly improved engagement/understanding 

• [ ] Yes, slightly improved engagement/understanding 

• [ ] No noticeable change 

• [ ] Mixed results—some patients engaged, others not 

• [ ] Unsure 

Please explain: __________________________________________________________ 

 

Section 5: Suggested Changes and Improvements 

5.1 What changes would you make to the hypertension QI project at this midpoint? (Please be 

specific) 
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5.2 Are there specific elements of the project that should be changed: 

Element Keep As 

Is 

Modify Eliminate Unsure 

Educational packet content and format [ ] [ ] [ ] [ ] 

Documentation process/template [ ] [ ] [ ] [ ] 

Frequency of hypertension 

screening/assessment 

[ ] [ ] [ ] [ ] 

Nurse vs. provider roles in education 

delivery 

[ ] [ ] [ ] [ ] 

Patient follow-up process [ ] [ ] [ ] [ ] 

 

5.3 What resources or support would help you implement this project more effectively? 

 

 

5.4 Are there any best practices or workarounds you've developed that should be shared with the 

team? 

 

 

Section 6: Project Sustainability and Buy-In 
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6.1 How confident are you that this hypertension QI project will be sustained long-term? 

• [ ] Very confident—this will become standard practice 

• [ ] Somewhat confident—likely to continue with some effort 

• [ ] Neutral—uncertain about sustainability 

• [ ] Somewhat doubtful—may face implementation challenges 

• [ ] Very doubtful—uncertain if it will continue 

6.2 To what extent do you support the goals and objectives of this hypertension QI project? 

• [ ] Strongly support—believe it will improve patient outcomes 

• [ ] Support—think it's worthwhile with some reservations 

• [ ] Neutral—see merit but have concerns 

• [ ] Skeptical—have significant concerns 

• [ ] Opposed—do not support the project 

Please explain: __________________________________________________________ 

 

 

Section 7: Additional Comments 

7.1 Is there anything else you'd like the project leadership team to know about your experience 

with the hypertension QI project so far? 

 

 

 

7.2 How can we best support you in successfully implementing the remainder of this project? 
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Thank You 

Thank you for taking the time to complete this survey. Your feedback is invaluable and will 

directly inform our decisions about project modifications and the next phase of implementation.  
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