
Advancing Million Hearts®:
AHA and State Heart Disease and Stroke 
Partners Working Together in Louisiana

September 25, 2019 ς8:30 AM to 3:00 PM Central
Louisiana State University ςLod Cook Alumni Center

3838 West Lakeshore Drive
Baton Rouge, Louisiana

8:30 am ςNetworking

9:00 am ςMeeting Starts
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Million Hearts®in Action (2013-2019)



Purpose and Outcomes

Meeting Purpose:
Connecting staff from AHA Affiliates, state health departments and 
other state and local heart disease and stroke prevention partners to 
establish and engage in meaningful relationships around Million 
Hearts® efforts and identify strategies for Million Hearts® priorities.

Meeting Outcomes:
Attendees will have expanded their knowledge of evidence-based 
programs, collaboration strategies, tools, resources and connections 
to align programs and new initiatives that support Million Hearts®.



Agenda
ÅWelcome & Overview of the Day
ÅIntroductions
ÅMillion Hearts® 2022 Update
ÅLouisiana Department of Health Hypertension Initiatives
ÅQuality Insights, Quality Innovation Network
ÅAmerican Heart Association Hypertension Initiatives

ÅLouisiana Partner Hypertension Initiatives
ÅPartnering with providers to implement sustainable systems changes 
ÅBogalusa Heart Study and Hypertension
ÅLouisiana Perinatal Quality Collaborative
ÅSankofa Community Development Corporation
ÅRural Health Center Hypertension Programs  

ÅLunch @ 12:00 noon

ÅFacilitated Discussions / Breakouts (x3)

ÅGroup Report Outs and Next Steps
ÅEvaluation and Feedback Process
ÅWrap up / Adjourn



JOHNBARTKUS

Principal Program Manager
Pensivia

Introductions



Alignment

ÅñWeôre all Arrowsò

ÅLook around the room.
Identify something to focus on.

ÅClose your eyes.

ÅFully extend your arm to point at it.
(Watch out for your neighbors)



Outcome?



Alignment

Coordination of 
Purpose, Focus and Energy



Higher Impact on the target

Alignment

Coordination of 
Purpose, Focus and Energy



One of the sheets in your packet is
άaȅ !ƭƛƎƴƳŜƴǘ bƻǘŜǎέ

Opportunities I found to:
ϝ !ƭƛƎƴ ǿƛǘƘ aȅ hǊƎŀƴƛȊŀǘƛƻƴΩǎ ǿƻǊƪ
ϝ !ƭƛƎƴ ǿƛǘƘ hǘƘŜǊǎΩ ǿƻǊƪ

Alignment and Connections



Alignment and Connections

Leverage your 

Partner Profiles
which came from the pre-
meeting questionnaire.



15 Second Introductions

Name & Organization

άhƴŜ ǘƘƛƴƎ L ǿŀƴǘ ŦǊƻƳ ǘƻŘŀȅ ƛǎ Χέ 
(One Sentence)



Million Hearts®2022
Overview and Update

TIFFANYFELL
Deputy to Associate Director

Policy, External Relations, and Communications Office

Division for Heart Disease and Stroke Prevention

National Center for Chronic Disease Prevention and Health Promotion

Centers for Disease Control and Prevention



Preventing 1 Million Heart 
Attacks and Strokes by 2022

Tiffany Fell

Deputy Associate Director, PERC

Division for Heart Disease and Stroke Prevention

Centers for Disease Control and Prevention



Million Hearts® 2022

ÅAim: Prevent 1 millionðor moreðheart attacks and strokes by 
2022

ÅNational initiative co-led by:
ÅCenters for Disease Control and Prevention (CDC)

ÅCenters for Medicare & Medicaid Services (CMS)

ÅPartners across federal and state agencies and private 
organizations



Heart Disease and Stroke in the U.S.

ÅMore than 1.5 million people in the U.S. suffer 
from heart attacks and strokes per year1

ÅMore than 800,000 deaths per year in the U.S. 
from cardiovascular disease (CVD)1

ÅCVD costs the U.S. hundreds of billions of 
dollars per year1

ÅCVD is the greatest contributor to racial disparities 
in life expectancy2

References

1. Benjamin EJ, Blaha MJ, Chiuve SE, Cushman M, Das SR, Deo R, et al. Heart Disease and Stroke Statisticsτ
2017 Update: A Report From the American Heart Association. Circulation 2017;135(10):e146ï603.

2. Kochanek KD, Arias E, Anderson RN. How did cause of death contribute to racial differences in life expectancy in 

the United States in 2010? NCHS data brief, no. 125. Hyattsville, MD: National Center for Health Statistics. 2013.



Heart Disease and Stroke Trends 
1950ï2015

Mensah GA, Wei GS, Sorlie PD, Fine LJ, Rosenberg Y, Kaufmann PG, et al. Decline in 

cardiovascular mortality: possible causes and implications. Circ Res 2017;120:366ï80. 



Parish-level death rates

Heart disease death 

rates are increasing 

in over two-thirds 

of parishes.



Million Hearts-preventable event rates 
among adults aged Ó18 years by state, 2016

Data Sources: Healthcare Cost and Utilization Project data (2016), National Vital Statistics mortality data (2016);

Ritchey MD, Wall HK, Owens PL, Wright JS. Vital Signs: State-level Variation in Non-fatal and Fatal Heart Disease and Stroke Events Targeted for 

Prevention by Million Hearts 2022.  MMWR. 2018;67(35):974-982.

1523.2



What this means for Louisiana

ÅWe project 279,300ñMillion Hearts preventable eventsò that will 
occur in LA if we do nothing

Å6% reduction of those events = 16,800 events we hope LA will 
prevent 



Million Hearts® 2022
Priorities 

Keeping People Healthy 

Reduce Sodium Intake

Decrease Tobacco Use 

Increase Physical Activity 

Optimizing Care

Improve ABCS*

Increase Use of Cardiac Rehab

Engage Patients in

Heart-Healthy Behaviors

Improving Outcomes for Priority Populations

Blacks/African Americans with hypertension

35- to 64-year-olds

People who have had a heart attack or stroke

People with mental and/or substance use disorders

*Aspirin use when appropriate, Blood pressure control, Cholesterol management, Smoking cessation



Keeping People Healthy

Goals Effective Public Health Strategies

Reduce

Sodium Intake
Target: 20%

ÅEnhance consumersô options for lower sodium foods

ÅInstitute healthy food procurement and nutrition policies

Decrease

Tobacco Use
Target: 20%

ÅEnact smoke-free space policies that include e-cigarettes

ÅUse pricing approaches 

ÅConduct mass media campaigns

Increase

Physical Activity 
Target: 20%

(Reduction of inactivity)

ÅCreate or enhance access to places for physical activity

ÅDesign communities and streets that support physical activity

ÅDevelop and promote peer support programs



Optimizing Care

Goals Effective Health Care Strategies 

Improve ABCS*
Targets: 80% 

High Performers Excel in the Use ofé

ÅTeamsðincluding pharmacists, nurses, community health 

workers, and cardiac rehab professionals

ÅTechnologyðdecision support, patient portals, e- and default 

referrals, registries, and algorithms to find gaps in care

ÅProcessesðtreatment protocols; daily huddles; ABCS 

scorecards; proactive outreach; finding patients with 

undiagnosed high BP, high cholesterol, or tobacco use

ÅPatient and Family Supportsðtraining in home blood 

pressure monitoring; problem-solving in medication adherence; 

counseling on nutrition, physical activity, tobacco use, risks of 

particulate matter; referral to community-based physical activity 

programs and cardiac rehab

Increase Use of 

Cardiac Rehab
Target: 70%

Engage Patients in 

Heart-Healthy 

Behaviors
Targets: TBD

*Aspirin use when appropriate, Blood pressure control, Cholesterol management, Smoking cessation



Improving Outcomes for Priority Populations

Population Intervention Needs Strategies

Blacks/African

Americans with 

hypertension

ÅImproving hypertension

control

ÅTargeted protocols

ÅMedication adherence strategies

35- to 64-year-

olds

ÅImproving HTN control and 

statin use

ÅDecreasing physical inactivity 

ÅTargeted protocols

ÅCommunity-based program 

enrollment 

People who 

have had a heart 

attack or stroke

ÅIncreasing cardiac rehab 

referral and participation

ÅAvoiding exposure to 

particulate matter

ÅAutomated referrals, hospital CR 

liaisons, referrals to convenient 

locations

ÅAir Quality Index tools

People with 

mental and/or 

substance use 

disorders

ÅReducing tobacco use

ÅIntegrating tobacco cessation into 

behavioral health treatment 

ÅTobacco-free mental health and 

substance use treatment campuses

ÅTailored quitline protocols



Million Hearts®

Resources and Tools 

ÅAction GuidesðHypertension control; Self-measured blood 
pressure monitoring (SMBP); Tobacco cessation; Medication 
adherence

ÅProtocolsðHypertension treatment; Tobacco cessation; 
Cholesterol management

ÅToolsðHypertension prevalence estimator; ASCVD risk 
estimator

ÅMessages and ResourcesðUndiagnosed Hypertension, 
Medication Adherence, Health IT, SMBP, Particle Pollution, 
Physical Activity, Tobacco Use

ÅClinical Quality Measures

ÅConsumer Resources and Tools

Million Hearts® 2022 Website: https://millionhearts.hhs.gov/

https://millionhearts.hhs.gov/


Tobacco Cessation Change Package 
(TCCP)

Access the Change Package at: 

https://millionhearts.hhs.gov/files/Tobacco_Cessation_Change_Pkg.pdf

https://millionhearts.hhs.gov/files/Tobacco_Cessation_Change_Pkg.pdf


Million Hearts® in Municipalities 

Toolkit  



Hypertension Control Change 
Package

http://millionhearts.hhs.gov/Docs/HTN_Change_Package.pdf

http://millionhearts.hhs.gov/Docs/HTN_Change_Package.pdf


Recognize hospitals working 
systematically to improve the 
cv health of 
population/communities they 
serve by: 

1. Keeping People Healthy

2. Optimizing Care

3. Improving Outcomes for 
Priority Populations

4. Innovating for Health 

ÅApplicants must 
address a minimum 
of one strategy in at 
least three of the four 
priority areas



Application Process

Applicants can be recognized forð committing, 
implementing, or achievingð for each strategy they 
intend to address

ÅCommittingïno data required other than your 
commitment to implement

ÅImplementingïmust submit the data per strategy 
listed as ñRequired attestation for those 
implementingò

ÅAchievingïmust submit the data per strategy 
listed as ñRecommended outcomes for those 
achieving resultsò



Million Hearts® for Clinicians Microsite 

ÅFeatures Million Hearts®

protocols, action guides, and 
other QI tools

ÅSyndicates LIVE Million Hearts®

on your website for your clinical 
audience

ÅRequires a small amount of 
HTML codeðcustomizable by 
color and responsive to layouts 
and screen sizes

ÅContent is free, cleared, and 
continuously maintained by CDC

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

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


Stay Connected

ÅMillion Hearts® e-Update Newsletter

ÅMillion Hearts® on Facebook and Twitter

ÅMillion Hearts® Website

ÅMillion Hearts® for Clinicians Microsite



Louisiana 
Department of Health 

Hypertension Initiatives

MELISSAR MARTIN, RDN, LDN
Well-Ahead Louisiana Director



Connecting Louisiana Communities to a 
Healthier Future, 

a focus on Heart Disease Prevention and Management 

Louisianaôs Health Initiative 





Connecting Louisiana Residents to a 
Heathier Future 
ÅState Office of Rural Health

ÅMedicare Rural Hospital Flex

ÅSmall Hospital Improvement 
Program

ÅState Loan Repayment

ÅRural Provider Support 
Programs

ÅPrimary Care Office

ÅHPSA Designation

ÅState Refugee Program

ÅEarly Care and School Health 
Promotion

ÅObesity and Management 
Prevention

ÅDiabetes Management and 
Prevention

ÅHeart Disease Management and 
Prevention

ÅOral Health Promotion

ÅTobacco Cessation and Prevention

ÅWellSpot Designation

ÅHealthy Community Design



Louisiana Data



Prevalence of 
High Blood Pressure 

by Parish 
amongst Louisiana 
Adults 18 years and 

older

Source: 
BRFSS 2015, 2017 



38

42.3

35 36 37 38 39 40 41 42 43

WHITE NON HISPANIC

BLACK NON HISPANIC

Prevalence of high blood pressure among adults 
(18yrs and above)



0

17.2

29.3

47.2

55.4

68.2

0 10 20 30 40 50 60 70 80

18-24 YRS

24-34 YRS

35-44 YRS

45-54 YRS

55-64 YRS

65+ YRS 

Prevalence of high blood pressure among adults 
(18yrs and above)



40.4

37.8

36.5 37 37.5 38 38.5 39 39.5 40 40.5 41

MALE

FEMALE

% Population ever told they have high blood pressure



42.8

43.7

41.4

40.3

34.3

0 5 10 15 20 25 30 35 40 45 50

LESS THAN 15,000

15,000-24,999

25,000-34,999

35,000-49,999

>=50,000

% Population ever told they have high blood pressure



46.8

39.9

36.1

0 5 10 15 20 25 30 35 40 45 50

LESS THAN HS GRAD

HS GRAD/GED

SOME COLLEGE

% Population ever told they have high blood pressure



40.4

37.8

36.5 37 37.5 38 38.5 39 39.5 40 40.5 41

MALE

FEMALE

% Population ever told they have high blood pressure



Well-Ahead Heart Disease 
Prevention and Management  



Public Health Approach: 
Policy, System, Environmental Change

ÅPolicy
ÅInterventions that create or amend laws, ordinances, resolutions, 

mandates, regulations, or rules.

ÅSystem
ÅInterventions that impact all elements of an organization, institution, or 

system

ÅEnvironmental
ÅInterventions that involve physical or material changes to the economic, 

social, or physical environment. 



Community Resource Development 
and Healthy Community Coaching 

Barbershop Project 

WellSpot Designation 

Self-Monitoring Blood Pressure 
Programs with Clinical Support 



American Heart Association 

Partnership 

Practice Coaches 
Medication Adherence and 

Therapy Management

Population Health Cohort



Stay Connected 



Bookmark www.walpen.org

http://www.walpen.org/


Subscribe to our WALPEN email list



Follow Us On Social Media 

https://www.youtube.com/watch?v=flrhihsEtXc


Quality Insights, Quality 
Innovation Network

DEBRARUSHING, RN, MBA
Cardiac, Louisiana State Lead



Debra Rushing, RN, MBA

Medicare Projects Director

Partnering With Quality Insights 

Quality Innovation Network



The QIN-QIO Programôs Approach to Clinical Quality

Make care safer

Strengthen person and family engagement

Promote effective communication and 
coordination of care

Promote effective prevention and treatment

Promote best practices

Make care affordable

Aims

Foundational Principles
Å Enable innovation
Å Foster learning organizations
Å Eliminate disparities
Å Strengthen infrastructure and data 

systems



Four Key Roles of QIN-QIOs

ÅFacilitate Learning and Action Networks (LANs)

ï/ǊŜŀǘƛƴƎ ŀƴ άŀƭƭ ǘŜŀŎƘΣ ŀƭƭ ƭŜŀǊƴέ ŜƴǾƛǊƻƴƳŜƴǘ 

ÅTeach and advise as technical experts

ïTeach so learning is never lost

ÅChampion local-level, results-oriented change 

ïImprove data

ïActive engagement of patients; convene community partners

ï{ǇǊŜŀŘ ƛƴƴƻǾŀǘƛƻƴ ŀƴŘ ōŜǎǘ ǇǊŀŎǘƛŎŜǎ ǘƘŀǘ άǎǘƛŎƪέ

ÅCommunicate effectively

ïSustain clinician, provider and patient/family behavior change



CMS 2014-2019 Medicare Quality Improvement Projects

ÅCardiovascular Health

ÅNursing Home Quality

ÅQuality Reporting and Payment 
Programs

ÅReadmissions

ÅAdult Immunizations

ÅPalliative Care and Hospice Referrals 
for Heart Failure Patients

ÅQuality Improvement in LTACHs

ÅTransforming Clinical Practice

ÅAntibiotic Stewardship

ÅPreventing Adverse Drug Events

ÅEveryone with Diabetes Counts

ÅOpioids

ÅAnnual Wellness Visit



Hypertension focus

ÅCardiovascular Health

ÅDirectives - Stroke prevention, HTN and smoking cessation 

ÅPromoted Million Hearts website, best practices, resources

ÅEncouraged/increased use of BP protocols in practices and HHAs

ÅtǊƻƳƻǘŜŘ ǳǎŜ ƻŦ IIvLΩǎ ŎŀǊŘƛƻǾŀǎŎǳƭŀǊ Řŀǘŀ ǊŜƎƛǎǘǊȅ ƛƴ ƘƻƳŜ ƘŜŀƭǘƘ 
setting

ÅDeveloped/promoted Quality Insights resources specific to stroke & BP

ÅInnovative resource distribution to beneficiaries through food 
commodity boxes in rural areas, Meals on Wheels



Hypertension focus

Diabetes Self Management Program

ÅTaught DEEP curriculum that included:

ïCardiac overview

ïBP normal and HTN parameters

ïNutrition and exercise effects on BP

ïProper BP cuff placement

ïTips for BP home readings, monitoring, reporting

ïWhen to call your health care provider

ïMedication adherence and reconciliation



CMS Medicare Quality Improvement Projects on the 

Horizon
5 Broad Aims

1. Improve Behavioral Health Outcomes, focusing on Decreased Opioid 
Misuse:

ïDecrease opioid related deaths and adverse drug events by 7% nationally

ïDecrease opioid prescribing for Rx >/90mme daily

ïProvide community education regarding HHS Opioid Strategies

2. Increase Patient Safety

ïReduce ADEs in all settings by 6.5% nationally

ïReduce ADEs in NH by 13% nationally



CMS Medicare Quality Improvement Projects on the 

Horizon
3. Increase Chronic Disease Self-Management 

ïCardiac and Vascular Health

ïDiabetes

ïSlowing and preventing ESRD

4. Increase Quality of Care Transitions

ïDecrease ED super utilizers by 12.24%

5. Improve Nursing Home Quality

ïReduce ADE by 15.2%

ïImprove mean total quality scores by 11%



Questions



www.qualityinsights-qin.org



CORETTALAGARDE
Vice President, 

Health Strategies
Louisiana

ASHLEYHEBERT, MPA

Government Relations Director
Louisiana

American Heart Association 
Hypertension Initiatives



Programs and 
Resources that Align 
with Million Hearts
American Heart Association

Coretta LaGarde 
Vice President, Health Strategies 
Louisiana

Ashley Hebert 
Director, Government Relations 
Louisiana 



Our Mission

The American Heart Association/ 
American Stroke Association is not 
just a charity. We are crusaders, 
innovators, scientists and partners.

Who we are

To be a relentless force for a world 
of longer, healthier lives.

70



Education & awareness
Research management
Quality & science
Advocacy agenda
Strategic partnerships & alliances

National ðDallas HQ

Activate advocacy
State and affiliate education
Quality improvement
Regional projects

5 regions

Grassroots advocacy
Fundraising & education
Building partnerships
Recruiting volunteers
Community health

Local

71

Our levels of work



Trends in health improvements

72

Å Part of the 2020 impact goal is to improve health by 
20% -ŀƴŘ ǿŜΩǊŜ ŎǳǊǊŜƴǘƭȅ ŀǘ оΦун҈Φ

Å In adults, we are seeing improvements in smoking 
rates, healthy diet, physical activity, blood pressure, 
cholesterol and blood pressure.

Å In kids, we see improvements in smoking rates, healthy 
diet, blood pressure and cholesterol.

Å Our work in these areas is being offset by issues such as 
BMI and blood glucose.

Compared to NHANES 2007-2008 (Baseline).  NHANES (2015-2016) .



Building a 
culture of health 
in the community

Workplace Health 
Solutions

73


