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Jada Jones

 48 years old Female, married mother of 2

 History of HTN, currently on 2 medications 

 After being contacted by the outreach nurse several times, a 
doctor visit was booked

 Patient has missed 2 prior appointments

 Feels overwhelmed 

 Arrives to scheduled visit 15 minutes late

 HealthConnect Note: BP is 150/92 and MRAR for BP 
Medications is 65%
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What additional information 
would be helpful to best care for 
Jada?

C. What are her stresses?

A. How does she want to receive her care?

B. What is her family situation? 

Asking Open-Ended 
Questions

D. Does she have any transportation & financial 
challenges?

Avoid:
• Short Answers
• Yes/No Response

E. All of the above

She is not taking her medication 
as directed, how would you 
identify the barriers?

D. Sometime meds can be very expensive, many of my 
patients have difficulty paying the high cost co pays, 
is this a concern? 

A. How are you doing with your medication?

B. Are you having any problems taking 
your medication and/or side effect?

Asking Open-Ended 
Questions

C. Do you have any concerns about the 
medicine?

Avoid:
• Short Answers
• Yes/No Response

E. All of the above
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Hello Ms. Jones, 
Is it okay if we talk about why it is so important 
for you to keep your blood pressure under control? 
I am here to help you in your care, is there any 
concerns scheduling and/or coming in for an 
appointments?

How do I respond to?

Dr.  Tyler,
The medication is expensive and hard for me to pay.
It is sometimes hard for me to get here on time 
since I have two jobs plus taking care of my family.

8

Medical Financial Assistance
What is Medical Financial Assistance Program (MFAP) and who is eligible?
Kaiser Permanente’s Medical Financial Assistance Program provides financial assistance for qualifying patients who need help 
paying for emergency or medically necessary care they receive in a Kaiser Permanente facility or by a Kaiser Permanente provider. 

Application may be downloaded in the following languages: 
Arabic, Armenian, Chinese, English, Farsi, Spanish, Tagalog, 
Vietnamese
http://share.kaiserpermanente.org/article/southern-california-
medical-financial-assistance-2/

Financial Counselors are available to answer questions or assist with the 
application process.                       
MFAP Hotline: 866-399-7696
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• Virtual Care
• Video Visit
• Telephone Appointment Visit

• Wellness Coaching by Phone  - 1-866-862-4295 

• Nurse Clinics/Health Fairs

KP Resources

https://thrive.kaiserpermanente.org/care-near-you/southern-california/center-for-healthy-living/bookshelf/

Warm Hand Off: 
• Build trusting relationships through frequent follow up: 

Provide a warm hand off to other key partners/departments 

Encourage patients to register on Kp.org 
• It is essential to be constantly in touch with 

members
• Self-Register for CHL Education
• E-mail/Texting

Community Resources
Provider Refer to Social Medicine for External Community Resources: 
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William Davis

 53 year old male, 10 year history of hypertension 

 Came in for a physical with wife (Lisa) who feels Kaiser prescribes to many 
medicines just to make money. 

 Lisa feels William is taking too many medications & wants to discuss some 
natural remedies. 

 Last Medication refilled was 5 months ago. 

 Currently prescribed Hydrochlorothiazide and amlodipine to take daily. 

 William states his blood pressure medications “slow him down.” 

 He cut the water pill in half because he was urinating too frequently. 

 A friend at work was taking the same medications and recently had a heart 
attack. 

 Todays Exam: blood pressure 156/98.
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A. What are the side effects Williams is 
experiencing? 

B. Role of the wife in relationship to 
William’s care

Asking Open-Ended 
Questions

Avoid:
• Short Answers
• Yes/No ResponseWhat additional information would 

be helpful to best care for William? 

C. What other methods has he tried to 
lower his BP? 

D. All of the above

Mr. & Mrs. Davis, 
Is it okay if we talk about your blood pressure 
medication & how every medication may have a side 
effect.  I think reducing salt in your diet will help 
control your hypertension & I can provide some 
resources to help you.

How do I respond to?

Dr.  Clark,
I feel like the blood pressure medications “slow me 
down.” My wife does most of the cooking & suggests 
I try natural remedies since medications have side 
effects.
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C.A.R.E Skills

C – CONNECT WITH THE INDIVIDUAL & FAMILY

Use the C.A.R.E Skills Model to learn how to access the needs of your patients & communicate better with them

C – CONNECT WITH THE INDIVIDUAL & FAMILY

E – EMPOWER THE INDIVIDUAL & FAMILY TO FOLLOW 
TREATMENT GOALS & PLAN

R – RESPOND WITH RESPECT & EMPATHY

A – ASSESS COMMUNICATION NEEDS, HEALTH LITERACY, 
HEALTH BELIEFS & PRACTICES

A – ASSESS (continued)

• DO:  Address the patient by Mr., Mrs., or Ms. and surname.
• DO:  Touch, Shake hands, warmly greet. Create familiarity by asking general questions the 

member is comfortable talking about.
• DO:  Include family members the member designates to be involved with their treatment

Acknowledge

• DO:  Introduce yourself with your full name & your experience and qualifications to treat the 
medical condition of the patient.

• DO:  Introduce or talk about your team.
• DO:  Immediately get an interpreter if you suspect problems communicating the treatment plan

Introduce

• DO:  Avoid being rushed, make sure all of the member’s questions are answered
• DO:  Explain all diagnoses, tasks, processes and procedures, time for reports, time to recovery

Duration

• ASK:  What treatments do you use at home to make yourself feel better?  What worries you?
• DO:  Explain side effects of medications and ask the member if he/she agrees with the treatment 

plan
• ASK:  Can you get your medicine, food, transportation to the clinic, read pill bottles?

Explanation

• ASK:  Did you get what you needed?
• DO:  End with a handshake, farewell, and personal conversation.Thank You

EQUITABLE CARE HEALTH OUTCOMES (ECHO)
The AIDET® Service Model

ECHO WIKI:  https://wiki.kp.org/wiki/display/equitablecarenatl/Home AIDET® is the property of The Studer Group 

Source: Culturally Tailored 4-Habits: Building Connections with Hispanic/Latino Members/Patients 2013
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Salt Handout/DASH

Exam Room Video
African American Storytelling

HTN Story Telling Video 
https://ocwebxp.kp.org/pc/?Video=Hypertension_Storytelling#1
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Isabel Smith
• 52 year old female

• 1st visit after changing providers for 4th time in 2 years.

• She has concerns & hopes you can help her as her previous doctors did not listen to her 
concerns and just wanted to give her “more pills” for her blood pressure. 

• Her mother had hypertension and died of stroke at 51 before Isabel finished college. This 
affected her greatly.

• She is married, husband is s/p MI, and has 2 grandkids, 5 and 7, that she describes as “the 
joy of my life.”

• Prescribed Prinzide 20/25 2 tablets daily, and her MRAR is 97%.

• In her opinion adding on amlodipine and metoprolol in the past really didn’t help the blood 
pressure much, gave her side effects, and she’s not interested in adding on medications right 
now.

• Vitals: BP is 164/102, BMI 35.7, pulse 99, Exercise 0 min /week, smokes, positive alcohol 
screen

• Sedentary data entry job works 9-5 with a 1 hour lunch break.

• Eats out on weekdays for at least breakfast (truck) and lunch (fast food).
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Asking Open-Ended 
Questions

What additional information 
would be helpful to best care 
for Isabel?

What are this patients 
values/priorities at the 
moment? 

Are there non pharmacological 
interventions she might be 
receptive to?
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The Choice is yours on how 
to approach your blood 

pressure

What you choose to do is up to 
you out of the many ways to get 

your blood pressure down

You’re in the driver’s seat 
here with your diet

Respecting Autonomy

Helpful 
Language

Focusing

24

• An ongoing process of seeking and maintaining 
direction

• Setting an agenda considering goals and 
priorities of patient and provider

• Bringing the visit back when it starts to go off 
on tangents or in too many directions at once
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Ambivalence

YES, BUT 
TO CHANGE

I WANT TO 
CHANGE

This side of the ambivalence is called
CHANGE TALK

This side of the ambivalence is called
SUSTAIN TALK

Bringing Out Change Talk

RESONS
What might be 

some of the 
benefits of 

lowering your 
blood pressure

ABILITY
How do you know 
you’ll be able set 
aside time on the 

weekend to 
prepare food for 

the week?

DESIRE
Why do you want 

to control your 
blood pressure 

better

NEED
In what ways do 
your consistently 

high blood 
pressure concern 

you?

COMMITMENT
What would be your 
first step  trying to 

get your family to eat 
healthier?
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Asking Open-Ended 
Questions

Avoid:
• Short Answers
• Yes/No Response

Are you still drinking half 
a bottle of wine at night?

What role does alcohol 
play in your life?

Did you know your weight 
is unhealthy?

What concerns do you 
have about how your diet 
and activity level and 
how it may be affecting 
your blood pressure?

Are you still smoking a 
pack a day?

What things make it easy 
or hard to cut back on 
smoking?

 Reducing alcohol intake

 Improving dietary habits /weight loss

 Starting to be more physically active

 Reducing to quit smoking

Choose a topic to discuss
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Giving Information: 
Healthy Eating/Weight Loss

ASK PERMISSION:
Would it be ok we talked about your health 
and eating patterns today?
Would it be ok if we talked about your 
weight today?

TELL/INFORM:
It turns out what a person eats, how much, and 
how often can have a big effect on their blood 
pressure.
Studies show many people are able to reduce 
their blood pressure when they are successful 
with losing weight.

ASK FOR THOUGHTS:
What are your thoughts about that?
Is this a subject that interests you?

Giving Information: 
Healthy Eating/Weight Loss

ASK PERMISSION:
Would it be okay if I shared with you your 
benefits for resources to help people eat 
healthier & lose weight?

TELL/INFORM:
At KP we have a scientifically based program 
staffed with experts that help people lose an 
average 1-2 pounds a week, & it’s absolutely 
free.  It’s called Healthy Balance

ASK FOR THOUGHTS:
Does that sound like something you might 
want to try out to bring down your blood 
pressure?
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Referral to CHL (weight mgmt.)

DIRECT BOOK READY

Referral to CHL (weight mgmt.)
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Removing Barriers to Weight Loss

• Now NO CHARGE for members!

• 1 year program:

 16 weekly group-based, in-
person workshops

 Followed by monthly coaching 
calls

• Goal: achieve and maintain ≥ 5% 
weight loss 

• Delivered in English and Spanish

• Members can start whenever 
they’re ready

Healthy Balance
Self-Registration now available

Testimonial Video

kp.org/healthybalance
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Ordering Online Education

*Healthy Eating, Smoking, HTN, CHF

Ordering Online Education
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 Don’t assume the patient hasn’t tried to lose weight, 
many have many times

 Avoid using “fat” or “obese.” If a word is required, 
members prefer “heavy” or “overweight.”

 Affirm the patient for anything positive they are 
doing currently (i.e. physical activity, appointment 
attendance, dietary changes, etc.)

 Remind the patient that decision is ultimately up to 
them

The Weight Conversation
Tips

Exercise

How does NOT getting any exercise align with your desire to 
avoid taking more medications to control your blood pressure?

On a scale of 1-10 how important is it to you to try to increase 
your activity level to control your blood pressure?

On a scale of 1-10 how confident are you that you can increase 
your activity level to control your blood pressure?
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• Wellness Coaching by Phone – direct referral

• Local community centers

• Commercial gyms

• Everybodywalk.org

• Coming soon – Opap GOAL TRACKER – walking routes 

• Free Smartphone apps

Resources for Exercise
 Wellness Coaching by Phone – direct referral

 Local community centers

 Commercial gyms

 Everybodywalk.org

 Coming soon – Opap GOAL TRACKER – walking routes 

 Free Smartphone apps
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Alcohol Reduction – Decisional Balance

Sustain
talk

Some 
change

talk

Some 
sustain

talk

Change
talk

Alcohol Reduction Tools
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SMARTRX - Alcohol

HEDIS- 2 week 
follow up

SMARTRX - Alcohol
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Smoking Reduction/Cessation
Decisional Balance

Sustain
talk

Some 
change

talk

Some 
sustain

talk

Change
talk

Listening and 
making statements 

that say:

“I hear you, 
I get you.”

Reflections “I hear you, I get you”

You are about the 
age your mom 

was at when she 
passed away

My mom had a 
stroke and died 

young

You’re worried 
you may miss out 

on a lot of 
memories if 
something 

happens to you 
because of your 
blood pressure

I love my 
grandchildren

Reflections:
Reflect what the 
person is saying
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Freedom From Tobacco – Tapestry or direct referral to local CHL

SMARTRX – smoking cessation

Wellness coaching direct referral

Freedom From Tobacco
4 week workshop

SMOKING CESSATION TOOLS

SMOKING CESSATION TOOLS
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49

specific

measurable

achievablerelevant

timed

SMART

Developing a specific change plan that the 
patient agrees to and is willing to implement

PLANNING
Planning:
Strengthen commitment, 
consolidate the plan

How

SMART Plans

For the next 2 weeks you’ve decided to not 
keep cigarettes in your car but pack carrot 

sticks every morning to use while 
commuting instead. You will do a walk in 

blood pressure check at that point.

For the next month your plan is to walk 
around the soccer field during your 

grandkids’ hour long soccer practices 4 days 
a week.  Let’s see each other in 30 days and 

see how that affects your blood pressure.

Planning:
Strengthen commitment, 
consolidate the plan

How

 Specific

 Measurable

 Achievable

 Relevant

 Timed
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KP RESOURCES/TOOLS: 
Strong Collaboration with Equity, Inclusion, & Diversity Champions, Complete Care Leads, & Center for Healthy Living

Improve the Cultural Care Experience Patient Centered Treatment Provider/Care Team Education

• Provide Emotional Support:

• Involve the Family/Support in their care at all 
stages 

• Warm Hand Off: Build trusting relationships 
through frequent follow up: Provide a warm 
hand off to other key partners/departments 

• Investigate how the patient feels about the 
care/treatment: Communicate optimistic 
view of their ability to manage and succeed

• Keep Educating: Reinforce messages over 
time, improve health literacy

Complete Care WLA
• Personalized Letter with MD photo
• Automated reminder calls with physician 

voice 

Encourage patients to register on Kp.org: 
• It is essential to be constantly in touch with 

members and as it is the only way to keep them 
on track (or try to keep them on track).  

• oPAP/Health Media

Patient Centered Treatment & Education
• SALT Test Questionnaire/”Eat Less Sodium”
• Strong focus on Medication Titration
• Medical Financial Assistance Program
• Nurse Clinics/Health Clinics/Health Fairs
• Access/Extended Hours
• Validated Parking Pass (LA)
• PHQ9/Mental Wellness Assessment

Center for Healthy Living Classes:
• Healthy Balance – Weight Management
• HTN/Caring for the Heart
• Stress Management
• Free from Tobacco
BP/SB
• Healthy Cooking Classes

MORE TO COME: Waiting Room TV’s Member 
centered: CSG’s/Thrive Ads/Healthy Living

• AIDET Culturally Tailored 
Communication Training

• 4 Habits – Communication

• Unconscious Bias Badge Inserts

• Diversity Series Videos
• “Touching the Dream”

• Equity, Inclusion & Diversity 
Scorecard

• Poverty Simulation Education

• https://wiki.kp.org/wiki/display/
equitablecarenatl/Tools

• https://wiki.kp.org/wiki/display/
CMI/Inglewood-
West+Los+Angeles+African+Amer
ican-
Blacks+Hypertension+Disparity+-
+Resources+and+Tools

Exam Room Patient Videos:
• Individual Medical Center Storytelling Videos
• KP Feature Presentation: https://ocwebxp.kp.org/pc/
• HTN Story Telling Video https://ocwebxp.kp.org/pc/?Video=Hypertension_Storytelling#1
• Emmi Videos

Salt ? GuideSalt ? ScriptPt. Handout Salt TipsAIDET 4 Habits
Unconscious Bias 

Inserts
AIDET Badge 

Inserts
Trust Building Pov. Simulation HTN Ltr

Culturally Responsive Care Approach

1. Physicians & Staff Education:

• “Touching the Dream” Diversity in 
Health  DVD Series   

2. MD-Patient Communication

• MD photos on letters

• Automated telephone calls in PCP 
voice

3. MD-Patient Trust Building

• AIDET Model for cultural 
communication

4. Patient Education: KP AA Storytelling 
DVD

5. Community Outreach: AA church, Barber 
Shops

6. POINT HTN Reports by Race/Ethnicity 
and Primary Care MD for member 
outreach efforts

54

Best Practices - What has been adopted

Clinical Care Approach

1. Optimize  Medication Titration for AA 

• Telephonic adjustments by provider 
and Care Manager

• HTN clinics: 50 patients/provider per 
half day: adjust medication if BP high

3. Medication Adherence

• Monitor frequency of refills

• Is financial aid an issue? (Member 
Financial Aid-MFA Form is available 
for pts in need)   

• Pill boxes

4. Low Salt Diet: AA more sensitive to salt

• Educate patients, providers and nurse 
on  1.5gm Na diet

• Patient Education material

5. Accountability

• Provider level scorecards showing  AA 
control rate and disparity

• Vital Sign report Medical Center


