Advancing Million Hearts

AHA and State Heart Disease and Stroke
Partners Working Together in Louisiana

September 25, 2019 8:30 AM to 3:00 PM Central
Louisiana State Universiglod Cook Alumni Center
3838 West Lakeshore Drive
Baton Rouge, Louisiana

8:30 amg Networking

9:00 am¢ Meeting Starts
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Welcome and
Opening Remarks

JOHNCOLYMER

Executive Director
National Forum for Heart Disease and Stroke Preventio

Co-chair, Million Hearts® Collaboration
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Welcome and
Opening Remarks

JULIEHARVILL JOHNCOLYMER

Operations Manager Executive Director
Million Hearts® Collaboratio National Forum for Heart

American Heart Association Dis€ase and Stroke Prevent
Cochair, Million Hearts®
Hearts’ Collaboration
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Overview of the Day

JULIEHARVILL

Operations Manager, Million Hearts® Collaboration
American Heart Association
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Million Heartsein Action (20132019)
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Purpose and Outcomes

Meeting Purpose.:

Connecting staff from AHA Affiliates, state health departments anc
other state and local heart disease and stroke prevention partners
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 evidebased
programs, collaboration strategies, tools, resources and connectic
to align programs and new Initiatives that support Million Hearts®.




A Welcome & Overview of the Day

A Introductions

A Million Hearts® 2022 Update

A Louisiana Department of Health Hypertension Initiatives
A Quality Insights, Quality Innovation Network

A American Heart Association Hypertension Initiatives

A Louisiana Partner Hypertension Initiatives
A Partnering with providers to implement sustainable systems changes
A Bogalusa Heart Study and Hypertension
A Louisiana Perinatal Quality Collaborative
A Sankofa Community Development Corporation
A Rural Health Center Hypertension Programs

A Lunch @ 12:00 noon

A Facilitated Discussions / Breakouts (x3)

A Group Report Outs and Next Steps
A Evaluation and Feedback Process
A Wrap up / Adjourn



Introductions

JOHNBARTKUS
Principal Program Manager

Pensivia
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Alignment

AdWeodre all Arr ows©o

A Look around the room.
ldentify something to focus on.

A Close your eyes.

A Fully extend your arm to point at it.
(Watch out for your neighbors)
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Alignment

Coordination of

Purpose, Focus iElergy/
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Alignment

Coordination of
Purpose, Focus and Energy

Higher Impact on the target



Alignment and Connections

Sion
N

One of the sheets In your packet Is
Ggaé ! ftAIYYSYI b3:

Opportunities | found to:
ol EAIY GAGK aeé
F ' fATY GA0K hiOK
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Alignment and Connections

o,
s W
Catsg o Hon Moany,

Leverage your

Partner Profiles

which came from the pre

meeting questionnaire.
T

A i,
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Introductions

Name &Organization

ahyS OKAYy3I L 61 vyid TN

(One Sentence)
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Million Hearts®2022
Overview and Update

TIFFANYHELL

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 Promotic
o 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
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Million Hearts® 2022

AAim: Prevent 1 milliond or mored heart attacks and strokes by
2022

ANational initiative co-led by:
ACenters for Disease Control and Prevention (CDC)
ACenters for Medicare & Medicaid Services (CMS)

A Partners across federal and state agencies and private
organizations
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Heart Disease and Stroke in the U.S.

AMore than 1.5 million people in the U.S. suffer
from heart attacks and strokes per year?!

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

ACVD costs the U.S. hundreds of billions of
dollars per year?!

ACVD is the greatest contributor to racial disparities
In life expectancy?

i I I ion References

1. Benjamin EJ, Blaha MJ, Chiuve SE, Cushman M, Das SR, Deo R, et al. Heart Disease and Stroke Statisticst
H ea r t S® 2017 Update: A Report From the American Heart Association. Circulation 2017;135(10):e1467 603.

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
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Parish-level death rates

County-level total percent change in heart disease
death rates, Louisiana, ages 35-64, 2010-2017
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Percent change

. Decrease of 10.0 or greater (1.6%)
. Decrease of 2.0t0 10.1 (18.8%)
|:| Decrease of 0.0 to 2.1 (9.4%)

|:| Increase of 0.1 t0 2.0 (9.4%)

. Increase of 2.1 to 10.0 (21.9%)
. Increase of 10.1 or greater (39.1%)

Heart disease death
rates are increasing
In over two-thirds
of parishes.




Million Hearts-preventable event rates
among adults aged O0O18

Overall Rate

(per 100,000 population)
767 - 950

951 -1108

1109 - 1338

1339 - 2048

ED data not available,

ot g
o
0
N

“ENN | |

estimated
/ - ' ED and hospitalization data
“Seg not available, estimated
®
>
I AK HE
l 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.



What this means for Louisiana

AWe project 279,300fiMi | | i on Hearts preven
occur in LA if we do nothing

A6% reduction of those events = 16,800 events we hope LA will
prevent
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Million Hearts® 2022

Priorities
Keeping People Healthy Optimizing Care
Reduce Sodium Intake Improve ABCS*
Decrease Tobacco Use Increase Use of Cardiac Rehab

Engage Patients in
Heart-Healthy Behaviors

Improving Outcomes for Priority Populations

Blacks/African Americans with hypertension

Increase Physical Activity

35- to 64-year-olds
People who have had a heart attack or stroke

People with mental and/or substance use disorders

i I I ion *Aspirin use when appropriate, Blood pressure control, Cholesterol management, Smoking cessation
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Keeping People Healthy

Effective Public Health Strategies

Reduce

Sodium Intake
Target: 20%

AEnhanceconsumer sé options for | ower sodiur
A Institute healthy food procurement and nutrition policies

Decrease A Enact smoke-free space policies that include e-cigarettes
Tobacco Use A Use pricing approaches

Target: 20% A Conduct mass media campaigns

Increase A Create or enhance access to places for physical activity

Physical Activity | A pesign communities and streets that support physical activity

Target: 20%
(Reduction of inactivity) A Develop and promote peer support programs
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Optimizing Care

Effective Health Care Strategies

Hi gh Performers Excel i nl the Use o
Improve ABCS* | A Teamsd including pharmacists, nurses, community health
Targets: 80% workers, and cardiac rehab professionals
A Technologyd decision support, patient portals, e- and default
referrals, registries, and algorithms to find gaps in care
Increase Use of A Processesd treatment protocols; daily huddles; ABCS
Cardiac Rehab scorecards; proactive outreach; finding patients with
Target: 70% undiagnosed high BP, high cholesterol, or tobacco use
A Patient and Family Supportsd training in home blood
pressure monitoring; problem-solving in medication adherence;
Heart-Healthy counseling on nutrition, physical activi_ty, tobacco use, risks of
Behaviors particulate matter; referral to community-based physical activity
Targets: TBD programs and cardiac rehab

Engage Patients in

*Aspirin use when appropriate, Blood pressure control, Cholesterol management, Smoking cessation
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Improving Outcomes for Priority Populations

Population Intervention Needs Strategies

Blacks/African
Americans with
hypertension

A lmproving hypertension A Targeted protocols
control A Medication adherence strategies

Almproving HTN control and | A Targeted protocols

35- to 64-year- statin use A Community-based program

olds A Decreasing physical inactivity | enrollment
Peonle who A Increasing cardiac rehab A Automated referrals, hospital CR
P referral and participation liaisons, referrals to convenient
have had a heart - :
A Avoiding exposure to locations
attack or stroke : : :
particulate matter A Air Quality Index tools

A Integrating tobacco cessation into
behavioral health treatment
A Reducing tobacco use A Tobacco-free mental health and
substance use treatment campuses
A Tailored quitline protocols

People with
mental and/or
substance use
disorders
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Million Hearts®

Resources and Tools

A Action Guides® Hypertension control; Self-measured blood
pressure monitoring (SMBP); Tobacco cessation; Medication
adherence

A Protocolsd Hypertension treatment; Tobacco cessation;
Cholesterol management

A Tools® Hypertension prevalence estimator; ASCVD risk
estimator

A Messages and Resourcesd Undiagnosed Hypertension,
Medication Adherence, Health IT, SMBP, Particle Pollution,
Physical Activity, Tobacco Use

A Clinical Quality Measures

A Consumer Resources and Tools

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



https://millionhearts.hhs.gov/

Tobacco Cessation Change Package

‘ Table 1. Key Foundations

0
Change Concept Change Idea Tools and Resources Settings II I Ion

Center of Excellence for Health Systems H ®
Improvement for a Tobacco-Free NY — Supporting 0 A o earts
Evidence-Based Tobacco Dependence Screening &

Treatment (p. 155)

ICS1 — Tobacco Health Systems Change Starter
Toolkit for Clinics [pp. 5-6) O A | O

UW Health, UW-Madison SMPH, and UW-CTRI

Identify one or two — Quit Connect Health: A Specialty Staff Protacol 0 A O
key champions to Improve Referrals to Tebacco Quit Lines.

and assemble a (pp.12-13)

multidisciplinary team UW-CTRI — Treating Tobacco Use and Dependence A

in Hospitalized Patients: A Practical Guide (p. 9)

C sem ]

Change Concept Change Idea Tools and Resources Settings
Million Hearts® — Protocol for Identifying and
Make Tobacco Treating Patients Who Use Tobacco o A D
a i NYC DOHMH and HealthyHearts NYC — ABCS O
and System Priority Toolkit for the Practice Facilitator (p. 84)

UW Health, UW-Madison SMPH, and UW-CTRI —
Quit Connect Health: A Specialty Staff Protocol to (@]

Adopt a tobacco use Improve Referrals to Tobacco Quit Lines (p. 10)

screening protocol

As a multidiscipl UW-CTRI — Treating Tobacco Use and Dependence
group, condu;( E in Hospitalized Patients: A Practical Guide (pp. 8,
assessment of . 3-14) A MILLION HEARTS® ACTION GUIDE

clinic/system an
develop an actio)
plan to address

UCSF SCLC — Destination Tobacco Free: A Practical
Tool for Hospitals and Health Systems (pp. 6-7,

and documentation

current gaps AppendixN)
B Center of Excellence for Health Systems
(continued on Make Tobacco Use Improvement for a Tobacco-Free NY — Supporting A
next page) aVital Sign: Screen Evidence-Based Tobacco Dependence Screening &
BSIT | caihaokton | etmanion 10-35h Tobacco
Tobacco Use at a"l‘j determine roles for |y Pl pelth Systems Change Starter .
Every Visit tobacco use screening Toolkit for Clinics (pp. 24-26) ‘ eSS at I O n

CU Anschutz Medical Campus — A Patient-
Centered Tobacco Cessation Workflow for
Healthcare Clinics (pp. 2-4)

CA Quits — CA Quits Toolkit (pp. 7-8)

NYC Health & Hospitals — EHR Screenshots (Epic):
Embed a tobacco use Ambulatory Tobacco Screening and Treatment
status prompt in the Workflow (pp. 1-5)

fizﬂﬁ;:;:n";‘s‘jg;m UW Health, UW-Madison SMPH, and UW-CTRI
- Quit Connect Health: A Spedialty Staff Protocol to
(continued on Improve Refarrals to Tobacco Quit Lines
next page) (pp-14-28)
- Quit Connect Health Overview and Staff
Instructions (p. 11)

© 00 O O
Om@E @ e

o]
B>
O

Access the Change Package at:
I' https://millionhearts.hhs.gov/files/Tobacco Cessation Change Pkqg.pdf



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

Million Hearts® in Municipalities

Toolkit

MODULE 1: OVERVIEW

MODULE 2: SETTING GOALS
MODULE 3: PARTNERSHIPS
MODULE 4: COMMUNICATION

MODULE 5: EVALUATION & MONITORING

Hearis NACCHO

of County & City Health Officials
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Hypertension Control Change

Package

Table 1
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/ Hearts®

A NLLION NEARTS" ACTION QUIDE

Change Concepts

Yl

pertension Control

Change Ideas

ge Package—Key Foundations (continued)

Tools and Resources

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

fuate

are Staff
Accurate BP

Measurement and

Recording

Develop HTN control policy
and procedures

Every Primary Care or Cardiology Visit: hiip/Za

« Kaiser Permanente. Blood Pressure Ch
http//bitly/TngETW*

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

(P&

Develop a flg d

how

€asuring BP

Fguida

- Washingten State Da
Prevention, ag
for Clinjcd

+ American Medical Group Foundation. Provider Toolkit tg
Hypertension Control. BP Addressed for Every Hypa

_-—Population Health Management

Tools and Resources

- American Medical Group Association. Registry Used to Track Hypertension
Patients: 2 -

s with
BP yet without a
diagnosis; diagnose
TN as appropriate

- Health Center Network of New York. Undiagnosed Hypertension Registry:
" oG

http. ImOPG

Use a defined process
for outreach (e.g., via
phone, mail, emall, text
message) to patients with
uncontrolled HTN and
those otherwise needing
follow-up

- Redwood Community Health Coalition. Hypertension Recall Instructions:
see Appendix B.

- The Office of the National Coordinator for Health Information Technology.
Quality Improvement in a Primary Care Practice: hitp-7/bit.ly/TigdXdO

= American Heart Assoclation. Heart360. An Online Tool for Patients t
and Manage Thelr Heart Health and Share Information: hrtp-//bit )

Use Clinician-
Managed Protocols
for Medication
Adjustments

Assess adherel
BP measurem

and Lifestyle
Recommendations

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

« Minnesota Board of Nursing. FAQ: Use of Condition-Specific Protocols:
Attp/bit.ly/ TwFw8YD

« Kalser Permanente. Protocol for Uncomplicated Hypertension: Registered
Nurse Titration of Lisinopril, Hydrochlorothiazide, Atenolol, and
Amledipine: hiip/bit.ly/1u85558

« UNC Health Care Center. Standing Order: Antihypertensive Initiation and
Titration: hitp/bit.ly/ TthiE

« Agency for Healthcare Research and Quality. Blood Pressure Titration
Protocol for Diabetes Planned Visit: hi{px71.usa.gov/ TrABLmk

- Mercy Clinics, Inc. Hypertension Standing Orders: hitp//bit.ly/1032ems*

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
ic Practice Teams: Measurement Worksheet (pp.12-15):

Regularly provide a
dashboard with BP goals,

- New York City Department of Health. Provider Dashboards:

hitpA/bitly/ IwFBAo

- New York City Department of Health. John Doe Dashboard:

hitpA/bit.ly/12KuSsx

= More detailed information: Your Practice Hypertension Panel Summary
(http2//bit DTy and Hypertension Panel Management Patient List

http://millionhearts.hhs.gov/IDocs/HTN Change Package.pdf



http://millionhearts.hhs.gov/Docs/HTN_Change_Package.pdf
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Hospitals & Health Systems

Recognize hospitals working .
systematically to improve the AApplicants must

cv health of address a minimum
population/communities they of one strategy in at
serve by: least three of the four

1. Keeping People Healthy

2. Optimizing Care

3. Improving Outcomes for
Priority Populations

4. Innovating for Health

priority areas
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Application Process

Applicants can be recognized fordo committing,
Implementing, or achieving & for each strategy they
Intend to address

ACommitting i no data required other than your
commitment to implement

Almplementing i must submit the data per strategy
|l 1T sted as NRequired attestatic
| mpl ementi ngo

AAchieving i must submit the data per strategy
|l 1T sted as NRecommended out come
achieving resultso
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Million Hearts® for Clinicians Microsite

A Features Million Hearts®
protocols, action guides, and
other QI tools

A Syndicates LIVE Million Hearts®
on your website for your clinical
audience

A Requires a small amount of
HTML coded customizable by
color and responsive to layouts
and screen sizes

A Content is free, cleared, and
continuously maintained by CDC

illion
H ea rt S Available at https://tools.cdc.gov/medialibrary/index.aspx#/microsite/id/279017



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

AMilli

AMi
AMi
AMi

lon
lon
lon
lon

Stay Connected

earts® e-Update Newsletter
earts® on Facebook and Twitter
earts® Website

earts® for Clinicians Microsite
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| ouisiana

Department of Health
Hypertension Initiatives

MELISSAR |\/IARTII\I RDN, LDN
WellFAhead Louisiana Director
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WELL-AHEAD

WELLAHEADLA.COM

Connecting Louisiana Communities to a
Healthier Future,

a focus on Heart Disease Prevention and Management

Loul si anaos Heal






Connecting Louisiana Residents to a

Heathier Future

AState Office of Rural Health KEarIy Care and School Health
Promotion

AMedicare Rural Hospital Flex

ASmall Hospital Improvement
Program

AState Loan Repayment

ARural Provider Support
Programs

APrimary Care Office
AHPSA Designation
AState Refugee Program

AObesity and Management
Prevention

ADiabetes Management and
Prevention

AHeart Disease Management and
Prevention

AOral Health Promotion

ATobacco Cessation and Prevention
AWellSpot Designation

AHealthy Community Design




L ouisiana Data



Hypertension (%)
22.0-331

Prevalence of

High Blood Pressure o
by Parish 614

-764

amongst Louisiana
Adults 18 years and
older

Source:
BRFSS 2015, 2017





















Well-Ahead Heart Disease
Prevention and Management



Public Health Approach:
Policy, System, Environmental Change

APolicy
Alnterventions that create or amend laws, ordinances, resolutions,
mandates, regulations, or rules.
ASystem
Alnterventions that impact all elements of an organization, institution, or
system
AEnvironmental

Alnterventions that involve physical or material changes to the economic,
social, or physical environment.




Community Resource pevelopment SelfMonitoring Blood Pressure
and Healthy Community Coaching Programs with Clinical Support

WellSpot Designation

Barbershop Project ou éT
WELLAHEADS comsry LIRSS

WELLAHEADLA.COM

1.800.QUIT.NOW

QuitWithUsLa.Org




WELL-AHEADSS it

WELLAHEADLA.COM

Population Health Cohort

American Heart Association
Partnership

Medication Adherence and

Practice Coaches Therapy Management




Stay Connected



Bookmark www.walpen.org

WEl HEAU) About WALPEN ~ Population Cohort WellSpot Designation

Well-Ahead Louisiana Provider Education

Well-Ahead Louisiana Provider Education Network

Connecting Providers with the Communities of Louisiana

Louisiana Healthcare
Providers

Louisiana Healthcare Providers

o PR R

— b " [ ]



http://www.walpen.org/

Provider Education Network

Pharmacist-Provided Medication Therapy
Management: A Patient's Ally Against Chronic
Disease Well-Ahead Louisiana is proud to recognize three recipients of the National
Organization of State Offices of Rural Health’s prestigious Community Star Award.
Thanks for helping us move Louisiana's health forward!

The webinar will provide an overview of the application of Medication
Therapy Management in managing a patient with chronic disease,

STAR

such as hypertension or diabetes. CELEBRATING A huRAL HEALTH LEADER 3 Tobacco quit rates increase when healthcare providers consistently identify and treat
: tobacco use. Cessation advice should be offered to every patient!

' ! | powerofrural.org S5 21.9% of Louisiana adults smoke. The majority of those who smoke are interested in
MMUNITY quitting, but rarely receive quit assistance.
|

In this webinar, you will:

« Learn about Medication Therapy Management (MTM) and its : As a healthcare provider, you have a great opporfunity to make tobacco use screening and
components. L 3 cessation service refemral a standard of care among your healthcare team.

» Learn about opportunities to sustain your MTM services. 3

» Learn about strategies to promote your MTM services. i ’ J R / Over 100 - rfiednated s oF - " B an't

[ ¥ READ FULL STORY i 2 5 Over 100 pr > have pa ated in our Brief Tobacco Intervention Training! Don

- i A G 4 miss out! In the training you wi




Follow Us On Social Media

Well-Ahead Louisiana N
wellaheadlouisiana  editeroie {3

AP Well-Ahead Louisiana
Wi ALY
Published by Sprout Social [?] - April 17 - Q@ Published by Hillary Simpson Sutton [?] - April 19 at 10:00am - @
174 t: 534 folls 421 followii

Want to make a difference this Spring Break? Then join us April 23rd for a : 3 : : ; 235vi WEL-AHEAD pose oower erowng
free Building Your Diabetes Education Program! The trick to staying healthy thh high blood presgure is monitoring your sait WellAheadLouisiana Well-Ahead Lovisiana encourages people & groups to make

intake. When grocery ShOppIng, choose low-sodium or no salt added small healthy lifestyle changes so we can all enjoy our great state for many years to

come. www.facebook.com/WellAheadLA

Wednesday, April 17th, is the last day to register. But don't worry you can do
it right now by clicking this link:
https://www.myaadenetwork.org/p/cm/Id/&fid=7174 ¢

options.

-
’

s |
\\ /'
WEL-AHEAD

W

n_

1 @WellAheadLA @WellAheadlA - Apr 8
W Focusing on the fight against #HeartDisease and #stroke is one of the best ways
you can make a difference in your #community. Here's how! @ @ @

QUITTING

Well-Ahead Louisiana
S OFF

WELMED3 40 followers
1 5 1 % INMANY WAYS.
n pomk

3w
F =) Providers -- Help your patients quit tobacco! &) In less than three minutes, you can
complete our brief Tobacco Intervention Provider Training course online. Learn SURSHOTE ST

more: http://bit.ly/2xxYE9T H OW T 0 B E c U M E A

SPOTQLA

(It's really, really easy)

v

#HealthyHearts #BeAleader

#HealthyAir

1,474 views j]
. - o

Q1 n a Q a2 ]

A

» >l o) 0007020



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

Quality Insights, Quality

Innovation Network

DEBRARUSHINGRN, MBA
Cardiac, Louisiana State Lead
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J Quality -
In

N 1sights B

Partnering With Quality Insights
Quality Innovation Network

Debra Rushing, RN, MBA
] . ) Quality Improvement Qual |t
Medicare Projects Director ¢ ogt ?) ms,ghts




The QIQI O ProgramoO0s Apprt

Aims

* $ Make care safer
Strengthen person and family engagement

Promote effective communication and
coordination of care

Foundational Principles Promote effective prevention and treatment
A Enable innovation
A Foster learning organizations :
A Eliminate disparities PR (9250 B CIECE
A Strengthen infrastructure and data
systems Make care affordable

Sharing Knowledge. Improving Health Care.
CENTERS FOR MEDICARE & MEDICAID SERVICES

Quality Improvement
‘, Organ%lzations 1, |(?‘|LSJ|ag|}‘|]J‘[[S



Four Key Roles of QINDs

Facilitate Learning and Action Networks (LANS)

i/ NBFGAY3I Iy alft GSFOKZ | ¢ff
Teach and advise as technical experts

I Teach so learning is never lost

Champion localevel, resultsoriented change

I Improve data

I Active engagement of patients; convene community partners
i {LINBIFIR AYyYy20FiA2Y FTYR 0Sai LN} OOUAOSa& (K
Communicate effectively

I Sustain clinician, provider and patient/family behavior change

Quality Improvement Q ual |t

< Organizations 7
‘ Sharing Knowledge. Improving Health Care. | n S |g h tS
CENTERS FOR MEDICARE & MEDICAID SERVICES



CMS 2012019 Medicare Quality Improvement Proje

Cardiovascular Health
Nursing Home Quality

Quality Reporting and Payment
Programs

Readmissions
Adult Immunizations

Palliative Care and Hospice Referrals
for Heart Failure Patients

Quality Improvement in LTACHSs

Transforming Clinical Practice
Antibiotic Stewardship
Preventing Adverse Drug Events
Everyone with Diabetes Counts
Opioids

Annual Wellness Visit

Quality Improvement Q ua | |t
. Organlzatlons
.................................... | nsi ghts



Hypertension focus

Cardiovascular Health
Directives- Stroke prevention, HTN and smoking cessation

Promoted Million Hearts website, best practices, resources
Encouraged/increased use of BP protocols in practices and HHAS

t NEY20GSR dzaS 2F 1 1vLQa O NRAZ2GI 3
setting

Developed/promoted Quality Insights resources specific to stroke & BP

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

Quality Improvement Q ua | |t
. Organlzatlons
.................................... | nsi ghts



Hypertension focus

Diabetes Self Management Program

Taught DEEP curriculum that included:

| Cardiac overview

I BP normal and HTN parameters

I Nutrition and exercise effects on BP

I Proper BP cuff placement

I Tips for BP home readings, monitoring, reporting
I When to call your health care provider

| Medication adherence and reconciliation

Quality Improvement Q ua | |t
< Organizations
Sharing Knowledge. Improving Health Care. | n S |g h tS
CENTERS FOR MEDICARE & MEDICAID SERVICES



CMS Medicare Quality Improvement Projects on th
Horizon

5 Broad Aims

Improve Behavioral Health Outcomes, focusing on Decreased Opioid
Misuse:

I Decrease opioid related deaths and adverse drug events by 7% nationally
I Decrease opioid prescribing for Rx >/90mme dalily

I Provide community education regarding HHS Opioid Strategies

Increase Patient Safety

I Reduce ADEs In all settings by 6.5% nationally
I Reduce ADEs in NH by 13% nationally

Quality Improvement
‘, Organizations 7) Q ual |t

‘ Sharing Knowledge. Improving Health Care | n S |g h tS
CENTERS FOR MEDICARE & MEDICAID SERVICES



CMS Medicare Quality Improvement Projects on th
Horizon

Increase Chronic Disease Sé¢Hdnagement
| Cardiac and Vascular Health

I Diabetes

I Slowing and preventing ESRD

Increase Quality of Care Transitions

I Decrease ED super utilizers by 12.24%
Improve Nursing Home Quality

i Reduce ADE by 15.2% y
I Improve mean total quality scores by 11%

f alAY TUNED!
k.

Quality Improvement Q ua | |t
< Organizations

Sharing Knowledge. Improving Health Care. | n S |g h tS

CENTERS FOR MEDICARE & MEDICAID SERVICES




Questions

Quality Improvement '
. Organizations 1 ‘ Q Ua | lty
Sharing Knowledge. Improving Health Care. L J | n S |g h tS

CENTERS FOR MEDICARE & MEDICAID SERVICES



Quality Improvement
Organizations

Sharing Knowledge. Improving Health Care.
CENTERS FOR MEDICARE & MEDICAID SERVICES

- Quality
INSights
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American
Heart
Association.

Who we are

The American Heart Association/
American Stroke Associationnet
justacharity. Weare crusaders,
Innovators,scientists angartners.

Our Mission

To be a relentless force for a world
of longer, healthierlives.
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Our levels of work

Nationé@lDallas HO

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

5 regions

Activate advocacy
State and affiliate education

LT

Quality improvement
Regional projects

Local

Grassroots advocacy
Fundraising & education
Building partnerships
Recruiting volunteers
Community health
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A Our work in these areas is being offset by issues suchf@s
BMI and blood glucose.

Compared to NHANES 202308 (Baseline). NHANES (2@D36) .




Workplace Health
Solutions

Building a
culture of health
IN the communit




