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Cardiovascular Disease Prevention and Management
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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 “"

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 2 (2020) and outcomes specific to the selected health care systems recipients worked with in Year 2.

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.

caMs Qno 1010010100101111100111101010117 7,

(011010010100101111100101011 j} CQMs

\7
%
[T
TN
] f

Number (percentage) of clinics and health care system sites using standardized CQMs to track
differences between priority and overall populations for....
Blood pressure control

(2.7 fold increase from 2018 in ﬂ ﬂ ﬂ ﬂ ﬂ ﬂ @ ﬂ E '7‘98 (87%)

: | 2023 Target
systems using CQMs to track o o . g
blood pressure control) 127 (22 A) 341(38%)
= e Btk otk kT erar
12023 Target
| 128 | |
0% (21%) 50% 100%

Number of patients within health care
systems that have systems to report e © o © o ©o o o o o

wncondined Cors o ey, mamcse, MMMMMMMRME BB A AR

9,200,997
and treat patients with hypertension

2023 Target

(48% increase in patients from 2018) 5,135,249 7,616,083
kM 2018 value 33 53 % Increase from 2018 #4 2023 Target

Note: Based on recipient reported data from July 1, 2019 to June 30, 2020; the number of recipients reporting differs for each

measure. Data represents proportional progress achieved to date with respect to total population each recipient aims to engage
bv taraet vear 2023


https://www.google.com/url?sa=i&url=https%3A%2F%2Fwww.onlinewebfonts.com%2Ficon%2F116212&psig=AOvVaw0NG9JSADbAEC02MhHLC1K8&ust=1581541604705000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCIjAkNuzyucCFQAAAAAdAAAAABAO

DP18-1815 | 2018 — 2020 Performance Measures Snapshot

Improving the Health of Americans Through Prevention and
Management of Diabetes and Heart Disease and Stroke

Strengthen team-based care and community-clinical linkages

DP18-1815 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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