


1. What Is Human-Centered 
Design and Why Co-Design 
with Patients?

2. Co-Design in Action: Health 
Quality Partners’ SMBP Pilot

3. Q&A

4. Co-Design Activity: Journey 
Mapping 

5. Reflection & Resources
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Learn what human-
centered design is.

Learn how to use human-
centered design to engage 
patients.

Understand the basic steps 
to co-designing and 
examples of how to begin 
co-designing with patients.

Hear an example of how 
co-design has been used for 
a SMBP pilot.

Experience one design 
activity that can be used in 
a future co-design session.

Take away practical 
resources and techniques to 
use immediately!















– CCI Program Participant
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• Transform care in a way that truly 
matters to patients.

• Build a deeper relationship and trust 
with patients.

• Patients appreciate sharing their stories 
and ideas.

• Reduces risk and waste of resources.

• Help prioritize what problems to 
address

• Challenge what you “know” and 
assume to be true

• Encourages radical thinking and 
creativity.



• You don’t need to be an expert to do 
this work!

• Be curious, ask questions & learn.

• Start small with the resources you 
have.

• Be visual and make things tangible.

• Show your work to peers early and 
often. Be open to feedback.

• Consider how relatable you are.
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Overview of Health Center Partners of Southern California

Our Pathway to a Self-Measured Blood Pressure (SMBP) Monitoring Pilot Program

Utilization of Co-Design

Application of Co-Design to develop a SMBP monitoring program 

Questions

Agenda
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A Family of Companies….
The mission is righteous.  The work imperative.  The impact profound. 
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 Consortium of 17 primary care 
organizations

 Voice & advocate for its members

 Training & technical assistance

 Serving the health needs of 
communities in southern California 
(San Diego, Riverside & Imperial 
Counties)
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806,158 Unduplicated Patients*

3.25M Unduplicated Patient Visits 

135 Sites Of Care In 5 Counties

* UDS = 806,158. OSHPD = 926,413

OUR MEMBERS… 
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Rationale for a              
SMBP Program:

The US Preventive Services Task Force, in 
its October 2015 Recommendation 
Statement on Screening for High Blood 
Pressure in Adults, recommends obtaining 
blood pressure measurements outside of 
the clinical setting for diagnostic 
confirmation before starting treatment.  

Increasing scientific evidence shows that 
self-measured blood pressure monitoring 
(SMBP), coupled with clinical support, 
supports people in managing their 
hypertension.  

SMBP is also a useful tool to rule out 
white coat hypertension, masked 
hypertension, and as a self-management 
tool to enhance medication adherence.
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Our Pathway to a SMBP Pilot Program 
ALL HEART program (2011 to 2017)
 Funded by Kaiser Permanente Southern California Region Community Benefit 
 Aimed to reduce heart attacks and strokes through the identification and treatment of diabetes and hypertension 

using evidence based guidelines among the safety net population in community health centers (CHC) in Southern CA
 Kaiser Permanente’s ALL initiative (Aspirin, Lisinopril and Lipid-lowering medication) was implemented to reduce 

heart attacks and strokes 
 Targeted patients: those with heart disease or were 55+ years old with diabetes, in a therapeutic program that 

included the use of these three medications
 In the 2016-2017 year funding cycle, HQP expanded our focus to include patients age 18+ with hypertension. 
 Sample Outcomes from CCHE’s evaluation from 2015 – 2017:

- Reached almost 50K patients with hypertension (11 health center organizations, 47 sites, in five counties)
- Blood pressure control rates increased, with 6 showing statistically significant improvements                                

(program goal = 70%)
- Diabetes outcomes were sustained through the shift to hypertension
- Health centers improved in all key capacity domains (QI, team based care, proactive care; and medication 

adherence)
- Sustainable impact on health center systems
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Our Pathway to a SMBP Pilot Program 
Participation in the Hiding in Plain Sight (HIPS) Project (2014 – 2016)
 Collaborated with the National Association of Community Health Centers (NACHC) on their Million Hearts initiative 
 NACHC recruited 11 federally qualified health centers nationwide to participate in a two-year cooperative agreement, 

including two Health Center Partner member health centers, La Maestra Community Health Centers and 
Neighborhood Healthcare.

 Issue: many safety-net patients with hypertension are not formally diagnosed and may remain untreated and at 
increased risk for cardiovascular events

 Strategy:  
- Piloted the quality improvement strategy and tools to improve the detection and control of high blood pressure in 

community health centers that serve populations disproportionately burdened by hypertension. 
- Included an algorithim criteria to identify patients who might have undiagnosed hypertension

 Sample Results:
- Diagnosed hypertension prevalence increased significantly
- There were no specific goals around blood pressure control increasing, but it did!

 Reference / Outcomes:   The Joint Commission Journal on Quality and Patient Safety 2018; 44:117-129
https://www.sciencedirect.com/science/article/pii/S1553725017302039?via%3Dihub

https://www.sciencedirect.com/science/article/pii/S1553725017302039?via%3Dihub
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HQP’s Utilization of Co-Design to date:
Initial application of co-design through a Center for Care Innovations project:
 CCI Reimagined Care Challenge 
 Overview/application of co-design provided at a CCI convening and via follow-up coaching calls; 

never used previously
 Co-design sessions with PCP providers and patients with diagnosed hypertension
 Case Study (CCHE and CCI) of HQP’s co-design process and development of a SMBP pilot: 

https://www.careinnovations.org/wp-content/uploads/2017/10/RIC_case_study_HQP.pdf

Second application through a Blue Shield of California Foundation project:
 Advancing Value-Based Care Through Patient Engagement
 How can we better engage with patients in their care?
 Co-design sessions with patients from partnering community health centers
 Organizational assessments with health center staff
 Patient Surveys

Third application through a current US DHHS, Office on Women’s Health project
 Chronic Pain Management in Female Community Health Center (CHC) Patients
 How should we design and implement a pain management program for female patients (50+) with 

chronic pain that receive their care at a community health center?
 Co-design sessions with: (1) PCP and BH providers; and (2) patients with chronic pain

https://www.careinnovations.org/wp-content/uploads/2017/10/RIC_case_study_HQP.pdf
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Engagement 
of 

hypertensive 
patients

Identify 
partners in 
Community 

Health 
Centers (CHC)

Co-Design  
with                      

Care Teams

Co-Design 
with 

Hypertensive 
Patients

Development  
of a SMBP 

program for 
CHC

Our Engagement Process
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Overview of SMBP Pilot Program

Goal and Process

• Use of a patient 
engagement 
technique (co-
design) to develop a 
self-measured blood 
pressure monitoring 
(SMBP) program for 
patients in 
community health 
centers

Materials

Development of:
• Patient education 

materials for SMBP
• Care team materials 

for implementing a 
SMBP program

Implementation

• Development and 
implementation of a 
pilot program for 
patients in 
community health 
centers

Feedback, Limitations 
and Next Steps
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Methods / Activities Co-Design Sessions with                                                      
CHC Care Coordination Teams 

Co-Design Sessions with 
CHC Patients

Target Participants 2 CHCs with a large number of HTN patients and 
prior experience with management approaches CHC patients with hypertension

Selection of     
Co-Design Partners

 Champion Physicians
 Panel Manager
 QM & Population Health Directors
 Care Team members (MAs, Site Coordinator, 

Health Educators)

 CHCs ran reports to select patients based 
on HTN & past visit criteria.

 Site Coordinator or HE contacted patients 
by phone using a HQP / CCI recruitment 
guide.  

 gift card provided ($15).

Content

Initial Sessions:
 patient centered design approach
 experience with HTN issues, programs
 patient feedback/issues
 infrastructure

Initial Sessions:
 approaches to get to know the patient as a 

person, what’s important to them, 
experience with HTN management

Subsequent Sessions:
 logistics
 feedback on pilot materials
 develop protocols/procedures

Subsequent Sessions:
 prototyped a SMBP program 
 design of / input on materials
 post pilot program

Overview of Co-Design Sessions
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Insights from Care Teams
Patient populations vary across each geographic site                                                                         
(e.g., race, ethnicity, culture, languages, compliance)

Staff had received interest in BP monitoring from patients

Providers voiced that the consequences of HTN is often not realized by patients

Providers and care teams are interested in engaging patients in SMBP 

There are obstacles to overcome (e.g., patient knowledge, 
resources, compliance, collection and management 
of the BP data by the health center)
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Insights from Patients
Disclosure of multiple health issues:

- time spent at medical appointments
- interested in reducing the face time at the health center, especially for a brief appointment like a 

blood pressure reading

There is interest in SMBP.  Some patients had taken their                                                                    
BP at home or went to a store to get an occasional reading,                                                                  
but it was inconsistent

Consistent tracking was not evident

Lack of resources is an issue (device, transportation, etc.)

More education on hypertension is needed
- Misconception that you could stop taking medication when their BP reading was normal

Patients are aware of how to engage in managing their blood pressure through some lifestyle changes, 
however this is challenging for some 
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Based on verbal feedback during the co-design sessions, patients:
 provided written and verbal feedback on sample material content and format.

 found the patient materials helpful and did not identify any additional information om 
SMBP that was needed

 were motivated to do SBMP, particularly if it would reduce the number of office visits 
for only BP readings and/or medication renewal

 appreciated the opportunity to provide feedback and to be heard throughout                            
the co-design process

Insights from Patients
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The Common Themes from Providers & Patients

Interest in a 
SMBP Program

Education is 
needed on 

hypertension 
& monitoring

Patient 
Engagement 
Opportunity 
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SMBP Pilot: Patient Recruitment Criteria
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Sample Existing Materials Utilized
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Care Team Materials Developed
Provider Summary

Recruitment protocols & reports 

Orientation Session Checklist

Follow-up Call and Visit Checklist and questions

Blood Pressure Reading Log

Tailored EMR documentation & provider referral flow 
developed by individual CHC
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Pilot Recruitment & Participation

A total of 69 patients were identified by CHC staff as eligible to participate in 
the pilot.

 QI staff ran preliminary reports to identify HTN patients.
 Schedules scrubbed by care teams to identify patients eligible  

during the pilot timeline.
 Same day referral by providers.

Of the 69 patients approached, 39 agreed to complete the pilot.

Patients:          39 (20 from La Maestra and 19 from Neighborhood
Staff: 15 (7 CHC staff and 8 referring providers)
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BP Log and Protocol

Patients were given specific instructions and resources to take their blood 
pressure:
daily for 14 days
once in the AM and once in the PM. Two readings should be taken 

each time (1 minute apart)
blood pressure readings recorded on a provided log

Thirty-five of the 39 pilot patients recorded their blood pressure readings.
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Patient Outcomes and Feedback

Based on verbal feedback to a care team member during the follow up 
calls/visits, patients:
 liked the program and found the materials clear and easy to understand

 learned throughout the pilot period about their blood pressure and things that 
effected their blood pressure

 liked the extra time with the care teams

 wanted to share their logged BP readings with their doctor

 did not always have their BP readings on hand at the time of the follow-up call.

 found it cumbersome to take two BP readings 1 minute apart (particularly if it 
was in the normal range) and preferred to take BP once in the AM and PM
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Patient Outcomes and Feedback
11 of the 35 patients that completed the pilot (31.4%) participated in a 
final co-design session.  This included a written survey:
 82% indicated they were satisfied with the program. Another 18% of patients 

somewhat agreed that they were satisfied with the program. None somewhat 
disagreed or disagreed

 91% of the patients said they would recommend the blood pressure program to a 
friend or family member who has high blood pressure

 Most patients indicated that they would like to continue a blood pressure 
monitoring program like this (strongly agree =73%) or somewhat agree =18%). 
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Patient Quotes



© 2019 Health Quality Partners   |   2© 2019 Health Quality Partners

• Small pilot sample
• Diagnosed HTN patients
• No follow-up SMBP data post pilot

Limitations

Limitations & Next Steps
• Staff resources/not billable
• Monitors provided
• No BP Monitoring data in EHR  

• Case Study [CCI / Center for Community Health and Evaluation]
• Dissemination of current and/or tailored patient and care team materials
• Health Center Partners Member Health Centers

- Identification of candidates for SMBP program
- Are there existing programs that can incorporate / sustain SMBP?                                
(e.g. Health Education, Medication Adherence, etc.)

Dissemination

• Identify future funding to continue work with more CHC, patients, and conduct 
follow-up activities

• Explore incorporation of data into existing CHC infrastructure / EHR
• Work on spread and sustainability of SMBP programs

Next Steps
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• A flow chart of a user’s experience 

• Made up of core activities

• Layered with important information like 

feelings, interactions, and pain points





• Infuses process with human stories

• Makes user experience tangible and easy to 

share

• Weaves different kinds of information into one 

diagram

• Offers spring board for solutions and strategy



Y-Axis:

• Emotions

• Pain Points

• Questions That 

Arise

• Quotes

• Influencers

• Motivations

X-Axis: Steps Over Time















• Interviews and observations are your 

foundation

• Start simply, then add on and remake the map 

as you learn

• Display relevant information thoughtfully and 

creatively

• Show users your map to get feedback



1. Break into a group of 4-5 friendly strangers.

2. Think about your journey of getting your blood pressure taken:

• Starting with being taken in from the waiting room to 

seeing the provider.

3. List key activities that you do.

4. Order them from left to right.

5. Label “stages” of related activities.

6. Add in “layers” of information:

• Emotions, pain points, quotes, etc.

20 minutes



Y-Axis:

• Emotions

• Pain Points

• Questions That 

Arise

• Quotes

• Influencers

• Motivations

X-Axis: Steps Over Time



Thoughts & 

Questions

Emotions

Pain Points



• What was one surprising thing you gathered from this activity?

• Which step includes the most pain points or negative emotions?

• Which step includes the most questions?









https://www.careinnovations.org/wp-content/uploads/All_MethodCards_Catalyst_2019.pdf
https://www.careinnovations.org/wp-content/uploads/All_MethodCards_Catalyst_2019.pdf
https://www.careinnovations.org/resources/webinar-journey-mapping-for-leading-profound-change/





