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Heart Disease and Stroke
Leading Killers in the United States

« More than 1.5 million heart attacks and strokes each
year

» Cause 1 of every 3 deaths
— 800,000 deaths
— Leading cause of preventable death in people <65
> $300B in health care costs and lost productivity

* Greatest contributor to racial
disparities in life expectancy
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Heart Disease Is the #1 Cause of Death in the US
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~75 Million have Hypertension

Cbhc

Percentage of adylts Whose

Years older th, he

3 a :
N thejr actua| agef agejsh or more

MMWR: Vital Signs: Predicted Heart Age and Racial Disparities in Heart Age Among U.S. Adults at the State
Level. Published September 4, 2015. Available at:
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6434a6.htm?s_cid=mm6434a6_w

MMWR: Vital Signs: Avoidable Deaths from Heart Disease, Stroke, Hypertensive Disease — United States, 2001-
2010. Published September 6, 2013. Available at:
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6235a4.htm?s_cid=mm6235a4 w



http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6434a6.htm?s_cid=mm6434a6_w
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6235a4.htm?s_cid=mm6235a4_w
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Key Components of Million Hearts®

Health

Keeping Us Healthy bpisparies Excelling in the ABCS

Changing the environment Optimizing care

.. : Focus on
Aspirin when appropriate the ABCS
@)d pressure con@ ‘ Health
iInformation
Cholesterol management technology

Innovations In

Smoking cessation _
care delivery
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Only Half of Americans with Hypertension
Have It Under Control

/5 MILLION
ADULTS WITH HYPERTENSION (32%)

® Uncontrolled
m Controlled

IHIO ﬂ@ SOURCE: National Health and Nutrition Examination Survey 2013-14.
/ Hearts
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Uncontrolled HTN

34.6M US Adults with uncontrolled
HTN

m Aware and treated
m Aware and untreated
m "Unaware"

Source: 2013-2014 National Health and Nutrition Examination Survey

illion
Hearts®




Be one in a Million Hearts® millionhearts.hhs.gov

Most People with Uncontrolled HTN are Insured and

e Seen Reqgularly

20 89% 85%

[
r 1

25 -

20 -

Millions

15 -

10 -

5 —

O - Yes No Yes No >2/ 1 None

1 Usual Source of  Health Insurance # Times Received
@hga‘?{;@ Care Care in Past Year

Source: National Health and Nutrition Examination Survey 2009-2012.
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Actions that Improve Hypertension Control
Evidence-based, Team-Delivered

16.1M Aware and Treated but Uncontrolled
— Standardizing and Simplifying Treatment
— Medication Adherence
— Self-monitoring with Clinical Support

» Recognizing and Rewarding Success
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Hypertension Control Change Package
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Hypertension
Control

GHANGE PACKAGE

for Clinicians
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Change Concepts

Change Ideas

Tools and Resources

Implement a Policy
and Process to
Address BP for
Every Patient with
HTN at Every Visit

Develop HTN control policy
and procedures

= American Medical Group Foundation. Provider Toolkit to Improvement
Hypertension Control. BP Addressed for Every Hypertension Patient at
Every Primary Care or Cardiology Visit: fitip://Bit.ly/ Tzdx 7Vi*

- Kaiser Permanente. Blood Pressure Check Visit Policy and Procedure:

https//bit ly IngETW*

Leverage local Patient
Centered Medical Home
(PCMH) activities to help
drive comprehensive
approach to HTN
management

- Washington State Department of Health. Improving the Screening,
Prevention, and Management of Hypertension—An Implementation Tool
for Clinic Practice Teams: PCMH Change Concepts, Ideas, and Resources

(pp. 18-33): hifp/7bit ly/ZGoete

Develop a flowchart for
how hypertensive patients
will be proactively tracked
and managed

- Health Resources and Services

Hypertension

Administration. Implementation:

Table 2. Hypertension Control Change Package—Population Health Management

Change Concepts

Train and Evaluate
Direct Care Staff
on Accurate BP
Measurement and
Recording

Provide guidance on
measuring BP accurately

Change Ideas

Tools and Resources

Use a Registry to

Implement a HTN registry

- American Medi

| Group Association. Registry Used to Track Hypertension
' 1 2kOMT 1%

Patients: h

|dentify patients with
elevated BP yet without a
HTN diagnosis; diagnose
HTN as appropriate

« Health Center Network of New York. Undiagnosed Hypertension Registry:

httpA

sUmMOPG

Assess adherence to proper
BP measurement technique

Managed Protocols

" | for Medication

Adjustments
and Lifestyle
Recommendations

Use protocols to cover
proactive outreach driven
by registry use and respond
to patient-submitted home
BP readings

Identify, Track, and
Manage Patients | se  defined process + Redwood Community Health Coalition. Hypertension Recall Instructions:
with HTN for outreach (e.g., via sea Appendix B.
I?nloslsj;ég]‘atimlr ;:.t'sel:;ttseﬁith - The Office of the National Coordinator for Health Information Technology.
- http/bit ly/ 1tadXd0
uncontrolled HTN and Quality Improvement in a Primary Care Practice: hiip/bit.ly/TigdXd
those otherwise needing « American Heart Association. Heart360. An Online Tool for Patients to Track
follow-u and Manage Their Heart Health and Share Information: fip:/ hVIC W
p
« Minnesota Board of Nursing. FAQ: Use of Condition-Specific Protocols:
hitp://bit.ly/ TwFwaYD
Use Clinician- - Kaiser Permanente. Protocol for Uncomplicated Hypertension: Registered

Murse Titration of Lisinopril, Hydrochlorothiazide, Atenolol, and
Amlodipine: httpz//bit.ly/ Tug55sR

« UNC Health Care Center. Standing Order: Antihypertensive Initiation and

Titration: http:A/bitfy/TthlirE

- Agency for Healthcare Research and Quality. Blood Pressure Titration

Protocol for Diabetes Planned Visit: hirtpz/1.usa.gov/ TrABLmk

« Mercy Clinics, Inc. Hypertension Standing Orders: http://bit.ly/1032emé*

Use Practice
Data to Drive
Improvement

Determine HTN control
metrics for the practice

- Washington State Department of Health. Improving the Screening,

Prevention, and Management of Hypertension—An Implementation
Tool for Clinic Practice Teams: Measurement Worksheet (pp.12-15):

ht ehe

« Health Center Network of New York. Specifications Hypertension

Measures: hifp: Ervxl)

Regularly provide a
dashboard with BP goals,

« Mew York City Department of Health. John Doe Dashboard:

/TZKuSsx

= More detailed information: Your Practice Hypertension Panel Summary
(Atip://biLly/123TADT) and Hypertension Panel Management Patient List

ANLLION NEARTS" ACTION QUIDE

ccess the Change Package at:
ttp://millionhearts.hhs.gov/Docs/H

TN Change Package.pdf



http://millionhearts.hhs.gov/Docs/HTN_Change_Package.pdf
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Hypertension Control Change Package
Focus Areas

1. Key foundations
2. Population health management
3. Individual patient supports

- Hypertension control case studies

Population Health Individual Patient
Management Supports

Key Foundations
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Chan ge « General notions that are useful in the development of

more specific ideas for changes that lead to
Concept improvement

 Actionable, specific ideas for
changing a process

4 )

« Can be adapted by or adopted
In a health care setting

illion
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Change

Concept

Change
ldeas

Tools &

Resources
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rain And Evaluate Direct Care Staff On Accurate

Blood Pressure Measurement And Recording

1. Provide
Guidance On
Measuring BP

Accuratel

T0OL: Competency Checklist Blood Pressure Measurement (Clevelan

5= Satistactory | U= Unsatitactory | WP = Not Ferd
(Cleveland Clinic Community Primary Care Practicss
Competency Checklist Blood Pressure Measurement

5 u |mF | g
Clsed room curtain or door. ojg|ga
Ferformed harc bygisne [u] [u]u]
Takn wiie patient iz Sefing i an upright posten | 01| L1 | 1] |

im s patient sem room, chair. Fiacs sntre arm at
patient’s heart kevel. (Pladng the arm abave or
below the heart ievel will Bffect the scoarscy of the
rezding|

Taken just prior to clinical support Saffeaving the. | [
room.

a
]

Taken after & questions ane answered and
Boqmented into the EMA. {Talking cn increase
the BF, awoit curing dinect proceduns |

Takan on 8 [G2rE 27, 'WTER BRArOpriate size ouT ololo
smoGthly and evenly arcund the arm -2 inches
abovs the antecubitl space (5o Rt piace cu over
ciothing), feet st on the floer:

Falgats the bmchial artery on the uinar sice of olo|lo
the antecubital space with the second and third
finger tips of ane hand. With the same hand hoid
the el of the Rethczoope. Ouze the Contros
valve Ciockwise With the Dther hand and infiate
the compression bag {ouft] &s rapicly 25 possinle
by pumping the infistion bulb. Continue until the
pusize you are paipsting Can no kongsr e feit

Infsta the CufT for 2 additional 30mm He.

Fuosition the beil of the st=thasoope ower the
brachisi artery

m){m]
m){m]
m){m]

Relemse the wahe tuming coenteeciniz= Do | 0[O O
Nt defiate 00 skowty oF you will abitmina falsety
shevmtel precsune due 0 venous megestion. (Do
ot deflate 100 quicky o ou will get an moneous
resdirg |

Fiead the manometsr st sy el ojgojo

Documest findings on appropriate form of inthe ololo
EMR. Notifies providar of any significant findings

Emaiopes Signeture
Svmlumtor Signeture
Dtz ! !

Measure Ug Pressure Down

TOOL: Blood Pressure Spot Check (Kaiser Permanents)

Adherence To

Measufement

2. ASsess

Prop;r BP

Teoaanlhiniciin

4

WAIELR MR
vernnga i ol
Blood Pressure 3
{UacH RS Wi ChrE e 43 tha b
M2/Nurse Name
Date
Time
MOB
Department/Madule

Impaortant Criteria

Bare Arm

Arm Suppert at Heart Level

Mot Talking During B/P
Bath Patient and MA/Nurse

Correct BfP Cuff Size

Peds: Feet on floor & legs uncroszed

Date Education Done:

Educationz! Recommendations at time of Audit:

System ar Warkfiaw lssues Identified: (ex: need acjusas)

Spot Chack completed by

Fomturn £0 your DA/ ADA when Comipiste.

Flease

TO IMPECAT HYPERTENEION COMTROL

TOOL: Quarterly Blood Pressure Auditing Tool (HealthPartners)

TOOL: Mew Employee Blood Pressure Measurement initial] Quarterly Blood Pressura Audit Tool
Use this ool quarterly for all nurses and medical assiztants who take biood pressures.
Employee Name:
INITIAL COMPETENCY Cf Chart Audit
New Employee Blood Pressur hart Audis
Line this 1ol For sl maw Herses and Mudical Assistants aftar thary atzen) * Audit 3 patient charts wha have a blood pressure of /= 180/50. Review ta ensure that 2 follow-up BF was tmken
BN donsmentsd foliowing aporapriste bicod prescure procesunes
Emphoyee Name. - - . - .
U commpletion, pioce in the erploges perasme Joder Fatient 1 Fatient 2 Fatient 3 Fatient 4 Fatient 5
Tk hasemed MRN
Hirk e puatian 9t culetly toe & peviod at Fet (5 1 8P Date
o Uhan flcust anel bnch supppoortid. Tabies Cve BF at U wnd of the roo Sacond BP Taken & tez /Mo vaz /Mo ez / No vaz [ N ez [ No
Mo ot L peit. Documented
‘hsks pathent I thary have bween eatiog, smoking. had caffe Tomments

Follow up ness

0 o foliow up nassed
D) Follow up nezded in
O Improvement nesds include:

to nszezs improvement

ok [ART] over the bra
a1

Azzesement Obzervation

» Observe one patient Dete of Observation;,

v w sl sorTace o hed Seady by el
ol the eull &t 4

Task Bssessed Meets | Needs Improvement | Comments

wil
Vs unestssed and witheest talkirg o e

that will prisi
struets e path
[ERp—
ok eiyage s palbinl cirerial

et Fraou ages patient 1 elas al
ot obitain airy addliinal vilal siges doicy

Initistes 8P measur=ment st =nd of reoming
process using Omron monitor after patient has
Fad & period of rest. |3 minutes is best practice]

Menrures BF folowing estanlishad procacure:

Damron SINGLE BP
Pty ON/OFF bution
Sabeces MODE: SINGLE

5 in levwed]) b AUTO (st hear slick when ALITD is selevied

dble for 5 miwetes. O

3
tiske the BP usivg the O

- Fest support fiat an the fisar

» Back supportes

- Clothing remaved whare cuffis places

- Selects sppropriate culf size

» Secures Cuff 5o that 2 fingers can beinsarted
Detwean cuft anc arm

= Arm is supported and leved with heart

- Remsinz quiet during massuremant

Fevt s [isl rmading.

ACcurstely records B7

e als & BF mess s ement ale S min

W Ehe Fatial B7 3 140790 o i eats
weaitirng, Lise sings sosuiar s

FRepests 8F measur=ment if initis reading is
14090 0r greater. Has patient wait quiethy for at

Feror s the o

Izt S minutes bafore retaking & records second

OMRON MANLIAL BF
P OM/OFF bismion

Sebect MODE: MANL

Sat P-SET [indflation leved) o AUTO (Must heor click whes AUTD & selected)

Pt START. Thoe OMRON will sstoenatically il T 1 e gt

4 boeggies ceflativg. Using bell of stethoscape, [’

el thie last sesemsd hieard | diastol)

messuremant in “Hew Vitsis"

Follow up ness
O No foliow up nassed
0 Foliow up neeged in
O Improvement nesds include:

to mszess improvement

Saiewer Sigrature:

e, eviEers wirl de e et

Pan of Action for Improvessent Neods

Reviower Signatues

Measure Up Pressure Dawn
O IMPECVT HYPERTENSICN COMTACE

TO IMPECVE HYPERTENS 10N CONTROS.

TO MRV WYPERTINEION COMTRCL
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How Does a Protocol Improve Control?

« Qutlines process for management of

- i | imetitite
. . ult ypertensmn
NNT CVA? = 63
NNTMP = 86
BLODD PRESSURE (BP) GOAL NNT CVA or M = 36
=139 nim Hg - All Adult Hypertension
Lisinopril § HCTZ
(Advance as needed)
20/ 25 mg X % daily B HCTZ 25 mg + 50 mg
20/25mg X 1 daily If pregnancy oR
n n I 99 20/ 25 mg X 2 daily patential Chilorthalidone 12.5 mg + 25mg
 Raises patient and team “radar” about
p Ut 2064 IADA‘J( inical Proctioe (ruidel) o Th l
il af Hyprtensiion i Primary C
.
[* 10 mg daily
ypertension . B
Bodule B: Management of Elevated Blood Pressure
e ND K < 45
L] I 3 daily
e . .
Q\\ - Himat :-_nx; ard %;o
. [ kart rate = 55)
u CECLIET I
: -,
[ ] - [ [ ] [ ] [ / wz L] f—‘—l‘
", GO £50mk ONT
 Reduces variation in clinical practlce i
Lt tac v e 31
H cuut fa1ut axgars s (TOL ardis
o ited chmicdl condiien ch (2 UrnabmiLa)
W ...
Glaod 4 B
‘IE'I'W' fone 25 mg plus lisinopril
n 1 TREATMENT OF Blared celeim ebivnaly rpine, minaxidil].
HYPERTENSION IN ADULTS ping heart rate > 55.
-— BP Goal: < 140/90 | oot & Taraet abows for 1| locker.
[ PRESCRIBE HEALTHY LIFESTYLE CHANGES FOR ] m_.mu Lo - bradycardia over time.
ALL PATIENTS WITH HYPERTENSION (Table 1) ae e
. This algarithm is NOT P e il 50
I I . . . [COMPELIJNG INDICATION? (Table 2) =} applicable (See suggested e omer
all patients with hypertension : : O
What Is the blood pressure? Hypertension Diagnosis and Treatment
TA0-159 systolic or 90.99 diastolic [ = 160 o5 g - 3
« Prescribe haaithy [ifastyle chan = Prascribe Lisinof | et W‘:_w gelevand ) (lassification of Blood B
+ Reassessin  months (Cne month if multiple 5 mg daity? AN I
CVD risk factors) - Check TF Classificatan____STF =i
» Reassess BP and 3 e oim
e = Titrate doses to
15 BP < 140/907 | ™o RrEee A iz
- Presuibe HCTZ 12.5 mg daily contralled and If e
» Check Chem-7 tvo ws after starting/changing dose * ELSCDE‘;"C“E “C‘EE F— ﬂb__-h__ _ i3mqm
= Reassess BP and Rx tol in 2 wiks = ;
e I B oo 53 mo)n 6w —ﬁL e S mamiees
e | Is Staps T bypeemion =100
——— Is BP < 140/907 | o TRad Amidin] ——
—— = o | * Reassess BP a _
* Add Lisinopril 5-10 mg daily? or || - Monitor for taf Textin bine
Enalapril 5 mg daily? « Titrate dose & indicates 2 |
+ Check Chem-7 two wks after starting/changing dosa? in &6 wis .
» Reassess BF and Rx tolerance In 2 wks anncRaticn.
« Titrate dose to trget BP or to max (40 ma)
+ Change to ACE-VHCTZ combination pill when BP
. I I ” . controlied and If dasing allows In 4-6 wks
o 1 Discontinue ACE- If creatinine rises by > 30% ar K+
] l O r] = 5.4 despite dist counseling
Table 1. Healthy Lifestyle Table 2. Compelling Ind»ahm Tal
Changes » Cerebrovascular dis Sty
* Quit smoking = Cironic adney disease/GFR < &0 -
 DASHow secfium diet « Congestive heart failure -
= P"‘ﬁ'G| mmty = Coronary Artery Disease -q
[ « Pregnancy .
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Trends in Factors That Promote Adherence to Antihypertensive
Medication (AHM), 2009 vs. 2014, IMS Health

Improving; Satisfactory
need more from progress.
commercial

1':“:] TEiErEETEIErEETETEFEETETIEFEETEIET

Gradualhy payers.

improving; N
opportunities [T
to accelerate?

Wrong direction;
40 |--1 continue to
promote.

Eﬂ MEaELEEMEJELEEEEJELEEEBJ4ELEEE

0
Fills with fixed-dose Average days’ Fills with low or no Fills that were for
AHM combinations supply per fill copay” (%) generic AHMs (%)
(a) (days)
B 2009 B 2014

illion
d Heart5® Source: https://millionhearts.hhs.gov/files/MH SnapshotsProgress MedAdher.pdf. Go to

https://millionhearts.hhs.gov/tools-protocols/medication-adherence.html| for more information.



https://millionhearts.hhs.gov/files/MH_SnapshotsProgress_MedAdher.pdf
https://millionhearts.hhs.gov/tools-protocols/medication-adherence.html
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Self-Measured Blood Pressure Monitoring
(SMBP): Action Steps for Clinicians

o Guidance for clinicians on SMBP
* Prepare Care Teams to Support SMBP

= Select and Incorporate Clinical Support
Systems for SMBP @ﬂﬁa‘?{;@
= Empower Patients to Use SMBP
* Encourage Coverage for SMBP Plus
Additional Clinical Support
a0 Teach patients to use monitors

a Check home machines for accuracy Self-Measured
Blood Pressure

QO Suggested protocol for home Monitoring
monitoring ACTION STEPS

for Clinicians

illion
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Barriers to Implementation

* Coverage/reimbursement

« Uptake by clinical community
— Training Issues
— Capacity
— Confidence In patients’ readings
— Reimbursement for the time
* Inclusion of SMBP values

— Into patient portals and EHRs for use in HTN
management

— Into clinical quality measures
* New technologies (e.g. cuff-less smart phone apps)

illion
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Wisconsin Hypertension Control

Champions
. 2012 Y
— Ellsworth Medlcal CIInIC’ o | f‘ - | | lo Elsworth Medical Clinic, a Division of
Ellsworth | R T\
« 2013

— River Falls Medical
Clinic, River Falls

— ThedaCare, Appleton

illion
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Actions that Improve Hypertension Control
Evidence-based, Team-Delivered
Untreated / Not on Meds

11.5MU+U and 7.0M Aand U

* Find the Undiagnosed
» Diagnostic protocol — close the loop
» Standardized treatment protocol

illion
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Most People with Uncontrolled HTN are Insured and

e Seen Reqgularly

20 89% 85%

[
r 1

25 -

20 -

Millions

15 -

10 -

5 —

O - Yes No Yes No >2/ 1 None

1 Usual Source of  Health Insurance # Times Received
@hga‘?{;@ Care Care in Past Year

Source: National Health and Nutrition Examination Survey 2009-2012.



Finding Undx
Hypertension:
4-Step Process

Dl _

FINDING
UNDIAGNOSED
PATIENTS
WITH HTN

» a2

Source: Wall HK, Hannan JA,
Wright JS. Patients with
Undiagnosed Hypertension:
Hiding in Plain Sight. JAMA.
2014;312(19):1973-74.
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Finding Undiagnosed Hypertensive Patients
“Hiding in Plain Sight”

11,000/120,000 CHC patients had high BP measurements, but no

HTN dx
10054
E=ta b0
BO%
T
&0 s Undx Cohort
s Patients wy Follow-up wist
s Patients with Di sgnosis
405 Approx. PPV
2073 31.9%
20%
10%
0% o8
lan-15 Jun-15 I3 n-1E Jun-15

I”IDF\@ NACHC Undiagnosed Hypertension Change Package at
Hearts®  nhttp:/mylearning.nachc.com/diweb/fs/file/id/229350



http://mylearning.nachc.com/diweb/fs/file/id/229350
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Hiding in Plain Sight:
Resources to Help Find the Undiagnosed

a Hypertension Prevalence Estimator — For
oractices/health systems to use to estimate their expected
nypertension prevalence among their patient population

0 Whiteboard animation — a creative depiction of the “hiding

In plain sight” phenomenon and what clinical settings can
do

o National Association of Community Health Centers —
Consolidated Change Package - leveraging health IT, Ql,

and primary care teams to identify hypertensive patients
hiding in plain sight
o millionhearts.hhs.gov/tools-protocols/hiding-plain-sight/index.html

/i] lio n, 2 P (’
Hearts - mem (CMS



http://millionhearts.hhs.gov/tools-protocols/hiding-plain-sight/index.html
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Tools you can use and other

RESOURCES
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Million Hearts® Microsite

Now LIVE at https://tools.cdc.gov/imedialibrary/index.aspx#/microsite/id/279017

Million Hearts® for Clinicians

] ] ]
* Includes Million Hearts® evidence-
’ g , About Million Hearis
Co-led by the Centers for Disease Control and Prevention and the Centers for Medicare & Protocols
Medicaid Services, Million Hearts® is a national initiative with an ambitious goal to prevent 1 million
heart attacks and strokes by 2017
Action Guides

Protocols

il lio n In This Collection
Hearts® Million Hearts Home

About Million Hearts

Find treatment protocols, action guides, and other t00ls to help educs =
(o[ ™ "
Action Guides e'\':%”@ http://www.healthcarecom... 0 ~ & H & Million Hearts for Clinicians | | IOARLE

The Million Hearts® Action Guide series provides clinicians, employer
ith evidence-based strategies for improving cardiovasc

« Syndicates Million Hearts® content

sight"?

oS a Suggested Sites + a Web Slice Gallery +

Data & Reports

through your website for your clinical oo

Explore heart disease and stroke risks, consequences, and tips for pi

&-lpdales << Back o Tazk 5 -
e-Updates Back to Tazk 5.1 Home Fap

]
These bimonthly e-newsletters will keep you up to date on all the late
activities

Butions & Badges &
Post badges on your blog, website, or social media a
Hearts®.

Million Hearts® for Clinicians

llion
/ 'iéalis‘ﬁ Mulion Heartc Home

A small amount of code - customizable
by color and responsive to layouts and
screen sizes - Is needed to embed
microsite.

« Content is cleared and continuously
maintained by CDC

illion
| Hearts® Go to CDC'’s Public Health Media Library for more information: https://tools.cdc.gov/



https://tools.cdc.gov/medialibrary/index.aspx#/microsite/id/279017
https://tools.cdc.gov/

Be one in a Million Hearts® millionhearts.hhs.gov

Benefits of Using the Million Hearts® Microsite

« Syndicated content is updated automatically

— Ends the need to manually cut and paste static information and links into
your site.

— Requires little to no maintenance

 Ensures you have the latest scientifically sound and credible
Million Hearts® resources on your website for your clinical
audience

* Extends the reach of key Million Hearts® messages and tools to
targeted users

+ Aligns Million Hearts® messaging for maximum impact

illion
/ Hearts®
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Million Hearts Partners at Work on Hypertension
Control

» 50 State Health Departments and District of Columbia
 AHRQ Evidence Now (2018)

« CMMI Million Hearts Risk Reduction Model (2021)

« CMS’ QIN-QIOs focus on the ABCS (2019)

« CDC 2016 Champions Program (2017)

« CMS Transforming Clinical Practice Initiative

 CDC HTN project with Y, NACHC, ASTHO (2018)

* NINDS Mind Your Risk campaign on Brain Health (2018)
-%iﬂlllion Hearts Cardiac Rehab Collaborative (2021)

Ion
) Hearts®
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@illion CARDIAC REHABILITATION

Hearts®

SAVING LIVES @ RESTORING HEALTH QP PREVENTING DISEASE

BENEFITS OF CARDIAC REHABILITATION
Benefits to People Benefits to Health Systems

Those who attend
36 sessions

Costs per year of life

have a SUPERVISED save
47% EXCERCISE range from
: T = l $4,950 10 $9,200
lower n:rl:dof death 1 36 ONE HOUR ESSIONS ,A oF BETsGL
31% o Cardiac rehab
lower risk of heart attack ~ EDUCATION participation also
reduces

than those who attend

only one session hospital readmissions.
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REFERRAL

' We Know What Works

Many People Who Can Benefit
To Improve Referral Rates

Are Not Being Referred

~

R
p 1

$
i 4

Minority status predicts lower
referral and participation rates.

Women, minorities, older people
and those with other medical
conditions are under-referred

to cardiac rehab

One of the best predictors of
cardiac rehab referral is if the
eligible person speaks English.

Asian Americans are 18 times
more likely to have limited
English, compared to whites.

Black women are 60% less likely to
be referred and enroll in cardiac
rehab programs, compared to
white women,

ONLY  OF ELIGIBLE

20% PATIENTS ARE
REFERRED...

Automatic, systematic referral to cardiac
rehab at discharge can help connect
eligible people with these programs.

Strong coordination between
inpatient, home health, and
outpatient cardiac rehab programs
boosts referral rates, as well as
participation rates and outcomes.

Patients' medical teams -- and
families -- can support and encourage
participation in cardiac rehab
programs.

Awareness campaigns should be
targeted to people and caregivers.

* ... AND ONLY HALF OF
REFERRED PATIENTS

* * ACTUALLY PARTICIPATE



Be one in a Million Hearts® millionhearts.hhs.gov

Changing the Environment:

Reducing Sodium Intake

« Develop and implement efforts to increase public
awareness

* Help reduce sodium in diets
« Adopt sodium standards

« Encourage reductions in amount of sodium in foods
sold or served

« Sodium reduction resources

. HHS and GSA Health and Sustainability Guidelines for Federal
Concessions and Vending Operations

FDA.gov/Food/Guidance Regulation /Guidance
. 2015-2020 Dietary Guidelines for Americans
. CDC: Sodium Reduction Resources for Everyone

. Center for Science in the Public Interest: Healthier Food Choices
for Public Places

illion
) Hearts®



http://www.cdc.gov/chronicdisease/pdf/Guidelines_for_Federal_Concessions_and_Vending_Operations.pdf
http://health.gov/dietaryguidelines/2015/
http://www.cdc.gov/salt/resources.htm
https://www.cspinet.org/nutritionpolicy/foodstandards.html
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Healthy Is Strong

- Target Audience

Focused on patient empowerment and
activation to engage with providers
healthcare systems

‘ // « Healthcare Provider & Healthcare
47 Systems

Focused on connecting the target audience
with health professionals and the systems
that they work within

« Community Partners & Local

HEALTHY Stakeholders

Promoted awareness of HIS campaign by
IS
| STRONG stimulating behavior change among target
audience
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http://millionhearts.hhs.gov/learn-prevent/healthy-is-strong.html
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Million Hearts® Accomplishments*

Changing the Environment

.'.

Reduce Smoking Almost 4 million fewer cigarette smokers

Reduce Sodium
Intake

Voluntary Sodium Guidance to
Industry issued June 1, 2016*

Accomplished: FDA issued the final
determination on artificial trans fat3

Eliminate Trans
Fat Intake

* Note this is a select set of notable Million Hearts® accomplishments.

]I I iO N t National Health Interview Survey, comparing 2011 data to 2014 data.
t http://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatorylnformation/ucm494732.htm

®
) Hearts § http://www.fda.gov/ForConsumers/ConsumerUpdates/ucm372915.htm.
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http://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatoryInformation/ucm494732.htm
http://www.fda.gov/ForConsumers/ConsumerUpdates/ucm372915.htm#top
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Million Hearts® Accomplishments*

4 )

Focus on the

ABCS ﬁ%ﬁ;

Health Tools
and Technology

Innovations in ‘ ¢\
Care Delivery ’j, i
3 ’

N\

Millions of Americans are covered by
health care systems that are recognizing or
rewarding performance in the ABCS"

Over half a million patients have been
identified as potentially having
hypertension using health IT tools*

Millions of dollars in public and private
funds have been leveraged to focus on
improving the ABCSS

* Note this is a select set of notable Million Hearts® accomplishments.
]I I ion t CMS Physician Compare and HRSA Uniform Data Set.
Heart5® ¥ Unpublished data from AMGA/MUPD and NACHC HIPS project.
§ CMS Million Hearts Risk Reduction Model; AHRQ EvidenceNOW; AHA Southwest Affiliate HTN project.

32



Be one in a Million Hearts® millionhearts.hhs.gov

Future of Million Hearts

« CDC and CMS continue to co-lead
« ABCS will remain in

» Sodium will remain in — and we need your
assistance — especially thinking about the power
of procurement

» Clearer emphasis on Priority Populations

illion
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Focusing on Risk

Priority Populations:

African Americans
45-64 year olds
Have had a HA or Stroke
other

illion
) Hearts®

Million Hearts 2.0 Concept

Public Health Actions:
Sodium Reduction
Tobacco Control
Air Quality PM 2.5
Physical Activity

- Healthcare Actions:

Teams
Technology
Innovative Care Delivery
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