	
	
	



Original Version of the Clinic Fidelity Checklist for the DECIPHeR Hypertension Equity Initiative (January 2025)
*NOTE: checklist content that was revised to create the final checklist is highlighted blue, with changes described in brackets [like so]*

Clinic name:
Project Year: 
[add project year and quarter]
Date checklist reviewed with clinic: [expand to date started and date completed]
Facilitator name:

Instructions: 
· Facilitators will use this form on a quarterly basis with each assigned clinic to assess implementation fidelity of evidence-based practices used in the Hypertension Equity Initiative. Information about fidelity may be requested during meetings with Clinic Champions, during clinic visits, and additional meetings with relevant clinic health care professionals. Some information about fidelity will also be collected from project team members. [Revise to clarify: (i) first administration is baseline, (ii) need to record individuals giving feedback for each practice.]
· Some of these practices may already be part of a clinic’s routine care. It is also possible that some practices are not feasible during the Hypertension Equity Initiative. The fidelity checklist will help decide which intervention components and associated strategies to prioritize at a given clinic during the Hypertension Equity Initiative. 
· The focus of this assessment is fidelity at the clinic-level, not individual performance of providers and staff. Clinics will not be penalized in any way based on their fidelity ratings.
· The fidelity checklist is meant to help inform future change efforts—for example, to help clinics move from the “little or none” implementation category to “partial,” or from “partial” to “complete” for a specific evidence-based practice. Facilitators should use available health system and Hypertension Equity Initiative resources to support clinics through this change process and can request guidance and coaching from the Facilitator Support Team. 
· This assessment is subjective, meaning that it is based on the perceptions of Clinic Champions and other clinic health care professionals, and sometimes multiple individuals. For each practice, be sure to enter notes in the space provided to better understand why the rating was chosen. [Revise to emphasize that the notes should be detailed.] 

How to get started: Before the clinic’s first fidelity assessment, facilitators will meet with clinic site leadership and champions (or their designees) to introduce the fidelity checklist and come to agreement about how it will be used throughout the project. This will include the following steps:
1. Using information in the instructions above, provide an overview of the fidelity checklist and its goal to inform clinic change efforts as part of the Hypertension Equity Initiative.
2. Come to agreement about the practices and metrics that will be monitored throughout the project.
3. Determine the relevant points of contact (“who to talk to” in the checklist below) and the sources of data and information for completing the checklist ratings.

What to do after each round of using the fidelity checklist: Meet with clinic site leadership and champions (or their designees) to review the completed checklist. This meeting will help guide planning for future clinic change efforts to improve equitable hypertension care.

Indicate the extent that the following practices are implemented at your clinic, as defined:
	
	Practice
	Who to talk to? 
	Level of clinic-level implementation

	
	
	
	(1) Little or none
	(2) Partial or inconsistent
[remove]
	(3) Complete and consistent
[remove]

	[image: Internet with solid fill]
	1a. Use the DECIPHeR Patient Dashboard 
[patient-focused approach]

Description: Information from the DECIPHeR Patient Dashboard is used for direct patient outreach to support BP management appointment scheduling and HTN education. 

Goals: The DECIPHeR Patient Dashboard is used to track patients with HTN so that reminders are sent to patients to schedule/reschedule an appointment and disseminate HTN education materials.




	□ Messaging coordinator

□ Nurse Facilitator assigned to clinic
	□ The DECIPHeR Patient Dashboard is not used for direct patient outreach 




	□ The DECIPHeR Patient Dashboard is used to generate weekly lists of patients with HTN for each clinic, but messages are not regularly sent to patients
	□ The DECIPHeR Patient Dashboard is used to generate weekly lists of patients with HTN for each clinic

□ Using these lists, messages are sent to patients to support BP management appointment scheduling and to share HTN education materials

[add note that “complete” rating meets both criteria]

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]
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	1b. Use the DECIPHeR Patient Dashboard 
[provider-focused approach]

Description: Information from the DECIPHeR Patient Dashboard is used to help care teams reach out to patients who have blood pressure care needs. Information may be delivered to care teams as part of facilitator clinic visits or via email.

Goals: (1) Clinic Champion receives lists of patients with hypertension and/or no recent visits; (2) Clinic Champion shares patient list with clinic leadership and/or relevant clinic staff. 

	□ Clinic Champion (or other designee at their clinic for use of the DECIPHeR Patient Dashboard)
	□ Clinic Champion does not receive (or has not been given) the patient list from the DECIPHeR Patient Dashboard

-or-

□ Clinic Champion receives the patient list but takes no action


[move second criterion so that it is the criterion for Partial]

	□ Inconsistent process for Clinic Champion to use patient lists from the DECIPHeR Patient Dashboard to help schedule patient appointments / send reminders to care teams

This could be defined as <50% patients acted on.


[replace this criterion with Clinic Champion receiving the patient list but not taking action]
	□ Consistent and clear process for Clinic Champion to routinely use information provided from the DECIPHeR Patient Dashboard to help schedule patient appointments / send reminders to care teams

This could be defined as at least 75% patients acted on.


[replace this criterion Clinic Champion receiving the patient list and sharing the list with clinic leadership and/or relevant clinic staff (both required)]


	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]
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	2. Increase home blood pressure monitoring and use of readings

Description: Patients with hypertension (HTN) should receive a home blood pressure (BP) monitor and use it to measure their BP regularly, as home BP readings are often more accurate than clinic readings. Home BP monitor ordering workflows may vary across sites and are dependent on patient insurance.
[add note that patients with HTN should know their target BP]

Goals: Clinics use a standardized workflow to provide home BP monitors to all patients with high BP who have a funding source. Clinics may have different workflows for patients without a funding source. 
	□ Clinic Champion

□ Primary care providers who prescribe BP monitors and pharmacists who manage pharmacy dispensing of BP monitors (for patients with funding source)

□ Staff who maintain stock of monitors (for patients with no funding source)
	□ Clinic does not follow a workflow to provide home BP monitors
	□ Clinic follows a workflow, but many clinicians are not aware about how to use it

-OR-

□ Patients can get BP monitors but wait longer than a month*


[add note that “partial” rating meets both criteria]
	□ Clinic has a workflow to provide home BP monitors to patients with high BP 

□ Clinicians are aware of and use this workflow

□ Patients get a BP monitor within a month*

[clarify that “complete” rating meets all three criteria]

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]

*Facilitators should collect information about the approximate, average timing of how long it takes for patients to receive a blood pressure monitor. Precise, individual patient data will not be available in this capacity for the fidelity assessment.
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	3. Use standardized blood pressure measurement

Description: Following standardized blood pressure (BP) measurement practices is important for an accurate reading. Standard practices include:
· Ensuring the patient is seated comfortably with back supported (for at least 5 minutes),
· Both feet are flat on the floor,
· Placing the cuff on an uncovered upper arm supported at the level of the heart,
· Using a cuff where the inflatable portion surrounds at least 80% of the arm,
· Placing the cuff marker over the brachial (elbow hollow) artery,
· Discourage the patient from talking throughout measurement,
· For patients on medications, taking measurements at least one hour after medication administration.

Goals: Clinics use a competency checklist for taking BP and have a trained proctor / educator (e.g., through the nursing education department) on this procedure. 
	□ Clinic Champion

□ Clinicians who measure blood pressure (likely nursing staff)


Facilitators should ask which of these practices is difficult to follow and/or where improvements could be made to get a sense of awareness and barriers. The fidelity ratings will be based on discussions, not direct observations of BP measurement. 
	□ Clinicians cannot describe the components of standard practice for BP measurement
	□ Clinicians can describe the components of standard practice for BP measurement, but are not using them consistently
	□ Clinicians can describe the components of standard practice for BP measurement

□ Standard practices are used consistently by clinicians taking measurements for most patients 

[add note that “complete” rating meets both criteria]

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]
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	4. Use fixed-dose combination medications

Description: Patients with hypertension should be treated using fixed-dose combination pills, which can improve medication use, adherence, and blood pressure control. Medications in the healthcare system formulary include: 
· Amlodipine and Benazepril (new as of Fall 2024)
· Amlodipine and Valsartan (new as of Fall 2024)
· Enalapril and Hydrochlorothiazide (HCTZ)
· Lisinopril and HCTZ
· Losartan and HCTZ
· Triamterene and HCTZ

Goals: Prescribers are aware that fixed-dose combination pills are available in the healthcare system formulary and prescribe them for eligible patients.

Note that eligibility varies by medication, conditions, and patient characteristics.
	□ Clinic Champion

□ Prescribers (e.g., Primary Care Physicians, Nurse Practitioners)
	□ Prescribers are not aware of what fixed-dose medications are available

[revise criterion to reflect lack of awareness that any fixed-dose medications are available]
	□ Prescribers are aware of what fixed-dose medications are available but are inconsistently prescribing them for eligible patients

[revise criterion to reflect awareness that fixed-dose medications are available, but without offering or inconsistently prescribing those medications]

	□ Prescribers are aware of what fixed-dose medications are available and are consistently prescribing them for eligible patients

[revise criterion to reflect awareness that fixed-dose medications are available and consistently prescribing those medications to eligible patients]


	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]

















	
	5. Use nurse-directed blood pressure medication titration clinic visits 

Description: Some clinics have nurse-directed blood pressure (BP) medication titration clinics. Appointments with these nurse-directed clinics are scheduled after the patient’s primary care provider prescribes BP medication, and the patient uses the medication for a few weeks. 

Goals: (1) Clinics have a nurse-directed BP medication titration clinic or can refer to another clinic within their health center group; (2) providers refer eligible patients; (3) nurse-directed BP medication titration clinic visits are scheduled for eligible patients.
	□ Clinic Champion

□ Primary care providers who refer patients

□ Nurses who work at the BP titration clinics (and may do outreach and scheduling)

□ Health care professionals who reach out to patients after referral is made

□ Health care professionals who schedule patients 


	□ Clinic does not have a nurse-directed BP medication titration clinic, or another clinic within the health center group that they refer to


	Clinic has a nurse-directed BP medication titration clinic, or refers to another clinic within the health center group, but: 

□ Providers do not know how to refer eligible patients to the titration clinic

-OR-

□ Providers do not make referrals due to preference for managing their own patients’ care

[add note that “partial” rating meets both criteria]
	□ Clinic has a nurse-directed BP medication titration clinic, or refers to another clinic within the health center group 

□ Providers refer eligible patients to the nurse-directed BP medication titration clinic
 
□ After the referral is made, clinic has a procedure for scheduling patients into the nurse-directed BP medication titration clinic 

[add note that “complete” rating meets all three criteria]


	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]
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	6. Enhance patient understanding of blood pressure management using culturally and linguistically tailored education materials 

Description: Patient blood pressure (BP) educational materials are most effective when aligned with a patient’s literacy level, language preference, and culture. To support this, the project has developed a suite of hypertension educational materials that are culturally and linguistically tailored to the five populations with the highest rates of uncontrolled hypertension across the health system: Latino, Black, Korean, Chinese, and Filipino.

Goals: Patients with high blood pressure receive culturally and linguistically tailored education materials during and/or at the end of the visit. These materials are available electronically for patients and providers.

[clarify throughout description, goals, and rating criteria that this practice refers to the DECIPHeR Hypertension Equity Initiative materials that were developed for this project]
	□ Clinic Champion

□ Primary care providers

□ Staff who print out after visit summary (e.g., Certified Medical Assistants (CMAs))

□ Health Educators, Health Education Assistants

□ Nurses (including in nurse-directed blood pressure titration clinics)

□ Clinical Social Worker Supervisors (behavioral health team)
	□ Clinic is not aware of available culturally and linguistically tailored blood pressure educational materials
	□ Clinic is aware of available culturally and linguistically tailored blood pressure educational materials, but patients with high blood pressure do not consistently receive these materials during and/or at the end of the visit
	□ Clinic is aware of available culturally and linguistically tailored blood pressure educational materials

□ Patients with high blood pressure receive these materials during and/or at the end of the visit 

[add note that “complete” rating meets both criteria]

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]
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	7. Screen patients for social needs and link to community resources

Description: Patients should be screened for social needs such as food and housing insecurity. When social needs are identified, patients should be referred to community resources (e.g., programs, services) that can help them meet their needs. Primary care providers and nurses can refer patients directly to community resources and/or to the behavioral health team for linkage to community resources, as appropriate. 

Goals: Clinics screen for social needs using validated questions in the electronic health record (EHR) that are integrated into clinic workflow(s). Positive screenings lead to referral to the behavioral health team who connects patients to resources in the patient’s community.
	□ Clinic Champion

□ Primary care providers 

□ Nurses and Medical Assistants

Note that in specific cases, the facilitators may also talk to Clinical Social Worker Supervisors who receive referrals and triage care across the BHI Team. However, the main focus of the fidelity assessment is on primary care.
	□ Clinics do not screen for social needs using validated questions in the EHR that are integrated into clinic workflow(s)
	□ Clinics screen for social needs using validated questions in the EHR that are integrated into clinic workflow(s), but do not consistently refer to the behavioral health team or resources in the patient’s community
	□ Clinics screen for social needs using validated questions in the EHR that are integrated into clinic workflow(s)

□ Positive screenings lead to referral to the behavioral health team or resources in the patient’s community

[add note that “complete” rating meets both criteria]

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]

This rating is based on subjective impressions of clinic staff. To inform this rating, facilitators may encourage the Clinic Champion or other clinic staff to review aggregate health record data about social needs screening and referrals. Facilitators should note any variation based on the type of social need. For example, there may be differences in how clinics screen and refer to community resources to address food insecurity versus housing insecurity.
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	8. Connect patients with hypertension and complex medical and social needs to the behavioral health team 

Description: Patients with complex medical and/or social needs can benefit from additional support from the behavioral health team. The behavioral health team uses a team-based care approach to facilitate patient engagement in services and support. The behavioral health team is comprised of multiple roles, including social workers, Medical Case Workers (MCWs), substance use counselors, and Community Health Workers (CHWs).

Goals: Clinics are aware of the services provided by the behavioral health team and have a procedure in place to refer patients to the behavioral health team.
	□ Clinic Champion

□ Primary care providers

□ Nurses

Note that in specific cases, the facilitators may also talk to Clinical Social Worker Supervisors who receive referrals and triage care across the behavioral health team. However, the main focus of the fidelity assessment is on primary care.
	□ Clinics are not aware of the services provided by the behavioral health team

-OR-

□ Clinics do not refer patients to the behavioral health team

[add note that “little or none” rating meets either criterion]
	□ Clinics are aware of the services provided by the behavioral health team, but do not consistently refer patients to their care
	□ Clinics are aware of the services provided by the BHI Team and consistently refer patients to their care

[split into two criteria that are both required for a “complete” rating into separate items]

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]

This rating is based on subjective impressions of clinic staff. To inform this rating, facilitators may encourage the Clinic Champion or other clinic staff to review aggregate health record data about referrals to the BHI Team.
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	9. Use behavioral science to encourage behaviors related to HTN care and management

Description: Behavioral science considers the environmental, social, and personal factors that impact how a person chooses to act. The behavioral science approach to messaging for patients and providers (including the language itself and placement of materials) considers these factors to influence behavior change—in this case, to promote behaviors related to HTN care and management.

[Revise title and description to specifically focus on use of posters to encourage behaviors related to hypertension care and management]

Goals: Clinics consistently use the DECIPHeR Hypertension Equity Initiative posters to promote patient and provider behaviors related to HTN care and management.
	□ Clinic Champion

□ Other clinic health care professionals involved with poster logistics and/or approval processes



	□ DECIPHeR Hypertension Equity Initiative posters are not being used in the clinic 




	□ DECIPHeR Hypertension Equity Initiative posters are inconsistently or inadequately used (e.g., hanging up during some but not all clinic visits, wrong version(s) posted, not enough copies posted, not in the correct locations)
	□ DECIPHeR Hypertension Equity Initiative posters are consistently and adequately used in the clinic (e.g., the correct version(s) hanging up during all clinic visits over the past quarter in the correct locations)

	
	
	
	Research Facilitator notes about rating:
[replace with check boxes to indicate the rating chosen and space for detailed notes about the rating rationale]









Additional Research Facilitator notes about fidelity assessment:
[add instructions for completing this section]
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