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Cardiovascular disease is the leading cause of death in the United States with over ‘ .-"
850,000 deaths in 2019. The CDC-funded DP18-1815 cooperative agreement

»

supports all 51 state health departments (including Washington DC) to strengthen ‘v “"

prevention and management of cardiovascular disease.
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State health departments (recipients) are working with health care systems and community partners to enhance
the effective use of health information and clinical quality measures to improve diagnosis and tracking of
patients with high blood pressure and high blood cholesterol, institutionalize the use of team-based care

approaches to better manage these diagnosed patients, and strengthen community-clinical linkages to
connect them with the resources they need to manage their health.

This snapshot reflects cumulative performance measures progress reported by recipients from Baseline (2018)
to Year 3 (2021) and outcomes specific to the selected health care systems recipients worked with in Year 3.

Improve diagnosis and monitoring of high blood pressure and high blood cholesterol

DP18-1815 recipients have engaged health care systems to enhance the collection and tracking of standard,
evidence-based cardiovascular disease (CVD) clinical quality measures (CQMs) within their electronic health
records. Recipients then work with providers to use these measures to identify patients within priority
populations with high blood pressure and high blood cholesterol, recommend appropriate interventions, refer
them to lifestyle programs, and monitor patients through the care cycle.
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Strengthen team-based care and community-clinical linkages

DP]8-1815 recipients are working with health care systems and community organizations to strengthen policies
and processes to increase engagement of non-physicians (including community health workers, and pharmacists)
in caring for patients with high blood pressure (HBP) and high blood cholesterol (HBC).
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These efforts have ultimately reduced cardiovascular disease risks among adults with
known high blood pressure and high blood cholesterol.
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