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Housekeeping Notes
• All attendee lines are muted.

• Please submit your questions to our 
panelists via the Q&A feature.

• Questions will be addressed at the 
end of the session as time permits. 



Quality Insights Overview
• A non-profit organization focused on data-

driven community solutions to improve 
health care quality in pursuit of better 
care, smarter spending, and healthier 
people.

• Change agent, trusted partner and 
integrator of organizations collaborating 
to improve care.



Learning Objectives 
• Explore patient-centered approaches to enhancing 

engagement and education.
• Recognize the invaluable role of CHWs in team-based 

care.
• Acquire practical insights on seamlessly integrating 

support services for managing CVD within the care 
team.

• Learn the referral process for the HHA-BPSM program.



Purpose
• Overview of evidence-based 

information 
– Cardiovascular health prevention and 

management 
• Awareness
• Assessment
• Action



Awareness: The Impact of 
Cardiovascular Disease 

Cardiovascular Disease
Awareness

Assessment

Action

Cardiovascular Disease Management



Cardiovascular Disease (CVD) 

Stroke
• Fifth leading cause of 

death in the U.S.1

• Fifth leading cause of 
death in Delaware2

Heart Disease
• Leading cause of death in 

the U.S.1

• Leading cause of death in 
Delaware2

Sources: 1Xu et al., 2022; 2CDC, 2023.

https://www.cdc.gov/nchs/data/databriefs/db456.pdf
https://www.cdc.gov/nchs/pressroom/states/delaware/de.htm


Hypertension Prevalence

Sources: DHSS, 2022.

Delaware: 36.2%
% of all DE adults reported 
being told they had high 
blood pressure

https://dhss.delaware.gov/dph/dpc/hypertensionupdate.html:%7E:text=In%202021%2C%2036.2%20percent%20(about,pushing%20against%20the%20artery%20walls.


Assessment:
Using the Tools for Hypertension

Cardiovascular Disease Management
Awareness

Assessment

Action



Self-Measured Blood Pressure (SMBP)



Million Hearts®

• Hypertension Control Change 
Package (HCCP), Second Edition

The HCCP is broken down into four main focus areas:

https://millionhearts.hhs.gov/tools-protocols/action-guides/htn-change-package/index.html
https://millionhearts.hhs.gov/files/HTN_Change_Package.pdf


Cholesterol Management Change Package

• Cholesterol screening – non-fasting
• Statin and non-statin therapies 
• “Hiding in plain sight”
• Familial hypercholesterolemia 
• Shared decision making
• Social drivers of health 

Download the Cholesterol Management Change Package.

https://millionhearts.hhs.gov/files/cholesterol-mgmt-change-package-508.pdf
https://millionhearts.hhs.gov/files/cholesterol-mgmt-change-package-508.pdf


Clinical Support: Key 
to Sustained Success
• Strong evidence for SMBP when 

combined with clinical support.

• Significant improvements in BP 
compared to usual care.

• Sustained up to 12 months.

Source: Community Preventive Task Force, 2017.

https://www.thecommunityguide.org/media/pdf/cvd-ajpm-rec-smbp.pdf


Action: Team Based Care to 
Improve Outcomes

Cardiovascular Disease Management  
Awareness

Assessment

Action

Cardiovascular Disease Management



Delaware Cardiovascular 
Health Learning Collaborative 
For more information contact:
• Diabetes and Heart Disease Prevention and Control
• 302-744-1035
• DHSS_CVD_LC@delaware.gov

Download the flyer:
• Link: https://qualityinsights.info/3xfc1v0
• QR code:

mailto:DHSS_CVD_LC@delaware.gov
https://qualityinsights.info/3xfc1v0


Team-Based Care Approach 
Team responsibilities include: 

• Medication management
• Adherence
• Patient follow-up
• Self-management support

Source: CPSTF, 2023.

https://www.thecommunityguide.org/news/team-based-care-improves-blood-pressure-control-and-cost-effective.html


Cindy Biederman, MSN, RN 
Project Lead, Community Initiatives

Quality Insights 



Community Health Workers:  
Empowering Care Teams - Supporting Patients



Quality Insights Community Team
• Community connections
• Diverse backgrounds and experiences
• Work throughout Delaware
• Assess and address unmet health-

related social needs
• Dedicated to improving individual and 

community health



CHW Training and Credentials

Download the Training Manual.

https://stacks.cdc.gov/view/cdc/25883


Reaching the Community



Social Determinants of Health (SDOH)

Quality Insights is 
a Healthy People 
2030 Champion



SDOH in Delaware
Strengths Challenges

Low prevalence of uninsured individuals High prevalence of residential 
black/white segregation

Low instances of drinking water 
violations Low public health funding

Above average high school completion 
rates

High prevalence of housing with lead 
risk 

In 2023, AHR ranked Delaware 18th among U.S. states for overall health.
Source: America’s Health Rankings (AHR), 2023.

https://www.americashealthrankings.org/explore/states/DE


Value of Addressing SDOH
“Research has shown that 
improvements in health equity 
can provide tremendous value 
to patients, hospitals and the 
health care delivery system.” 

Source: AHA, 2018

Potentially avoidable 
30-day readmissions

Health disparities

Health outcomes

https://www.aha.org/issue-brief/2018-11-20-value-initiative-issue-brief-3-connecting-dots-value-and-health-equity


Pathways to Heart Health



Connect to a CHW

Email: cbiederman@qualityinsights.org
Phone: 302-416-0562

Cindy Biederman MSN RN

Quality Insights website:
www.qualityinsights.org/stateservices

Social Media:

http://www.qualityinsights.org/stateservices
https://www.facebook.com/qualityinsights1973
https://twitter.com/QualityInsights
https://www.youtube.com/user/qualityinsightsqin
https://www.instagram.com/accounts/login/?next=https%3A%2F%2Fwww.instagram.com%2Fqualityinsights%2F
https://www.linkedin.com/company-beta/1259377/


Natalie Andrews, Trainer/Educator 
Diabetes and Heart Disease Prevention and Control
Delaware Department of Health and Social Services



HHA-BPSM Program
• No cost
• Evidence-based
• Empowers adults with high 

blood pressure to take control 
of their blood pressure

• Focuses on management of high blood pressure through 
regular self-monitoring and heart-healthy lifestyles



Program Eligibility 
• 18 years or older
• Diagnosis of hypertension or prescribed medication 

for high BP
• No cardiac event in the previous one year
• Not have atrial fibrillation or other arrhythmias
• Not diagnosed or at-risk for lymphedema



Participant Benefits
• Four months of personalized 

support
• Blood pressure monitor (if needed)
• Bi-weekly virtual coaching sessions
• Monthly virtual nutrition sessions
• Monthly virtual cooking classes



Home Blood Pressure Monitor
• Validated Bluetooth blood 

pressure cuff
• No cost
• Training on how to measure 

and track blood pressure at 
home



Session Information
• Held virtually via ZOOM
• Personalized consultations 

with program facilitators
• Weekly check-ins by phone, 

email, or text
• Goal setting, action 

planning, and BP tracking



Key Takeaways from the HHA-BPSM Program
• Simple and proven ways to:

– Manage and understand blood pressure
– Measure and track blood pressure
– Set and achieve health goals
– Identify and control triggers that can raise 

blood pressure
– Adopt healthier eating and lifestyle habits
– Increase physical activity



Program Effectiveness
• Self-monitoring blood 

pressure has been proven to 
successfully decrease systolic 
and diastolic numbers

• Educational interventions 
cause a significant decrease 
in blood pressure numbers 



Nutrition Educational Sessions
1. Dietary Approaches to Stop Hypertension (DASH) Meal Plan

– Add-on: Introduction and Overview of Walk with Ease Program (Walk with 
Ease book provided).

2. Reducing Sodium Intake 
– Add-on: Introduce Know Your Numbers (BP, Chol, TG, and BMI)

3. Shopping, Preparing, and Cooking for Heart Healthy Meals
– Add-on: Medication Therapy Management 

4. Heart-Healthy Eating for Life 
– Add-on: Evidence-Based Community Programs and Resources 



Cooking Demonstrations
• Based on the American Heart 

Association’s Simple Cooking 
with Heart
– In collaboration with the 

University of Delaware 
Cooperative Extension

• Heart Healthy Lessons:
– Meat: Cuts, Braising, Slow Cookery
– Salads: Buying, Storing, Preparing Fruits and Vegetables
– Fish and Shellfish: Varieties, Cooking Methods



Participant Materials and “Graduation Box”
Upon completion of the program, participants will receive a
Healthy Heart Graduation Kit containing:

• Measuring cups
• Measuring spoons 
• Apron 
• Tape measure keychain
• Food scale
• The New American Heart Association Cookbook
• Certification of completion 



Referral Pathways
• To enroll or for more details, contact the 

Delaware Division of Public Health by phone at 
302-208-9097 or via email at 
DHSS_DPH_HHA@Delaware.gov

• To register online, scan the QR code or visit: 
https://www.healthydelaware.org/Individuals/
Heart/Healthy-Heart-Ambassador-
Program#enroll

mailto:DHSS_DPH_HHA@Delaware.gov
https://www.healthydelaware.org/Individuals/Heart/Healthy-Heart-Ambassador-Program#enroll


Provider Referral Pathways

• HHA-BPSM Fax Referral Form
• Referral letter
• Unite Us (Unite DE)
• Find Help 

https://beacon.by/quality-insights/hha-bpsm-fax-enrollment-2023-oca-508pdf


Provider Referral Pathways (cont.) 
• Quality Insights can assist with: 

– Referral campaigns:
• Patient portal messages
• Text messages

– EHR chart reminders  
– Add HHA-BPSM as a structured field 

for referrals/closed-loop referral

• Provider Feedback Form 

https://beacon.by/quality-insights/hha-bpsm-provider-feedback-form


HHA-BPSM Program
• Who is eligible?
• How does the program 

work?
• How can people get 

connected?
• Download the program flyer.

https://beacon.by/quality-insights/hha-bpsm-patient-facing-flyer-2023-oca-508pdf


HHA-BPSM Facilitator Opportunities 
Volunteer Facilitator Benefits:
• Eight hours of free training – will be provided 

based on your schedule 
• Hands-on patient engagement experiences -

perfect for CNAs, retirees, and clinical quality 
team

• Program support materials
• Contributing to improved health in your 

membership
• Download the Volunteer Program Facilitator 

flyer

https://beacon.by/quality-insights/hha-bpsm-facilitator-volunteer-recruitment-flyer-oca-508pdf


Questions?



Leveraging Care Teams for Optimal Outcomes

• Create a clear clinical 
workflow that incorporates 
the entire care team.

• Contact your Quality 
Insights Practice 
Transformation Specialist 
for assistance.



Workflow Modifications: EHR Actions
• Tips for Improved CVD Management

1. Mind your measures.
• CMS 165: Controlling High Blood Pressure
• CMS 347: Statin Therapy for the Prevention and 

Treatment of Cardiovascular Disease

2. Document provider recommendations in 
structured data fields within the patient chart. 
• Referring patients to the HHA-BPSM program 

3. Utilize EHR alerts.
• Clinical decision support (CDS) reminders 



Contact Quality Insights

Email: bmccauley@qualityinsights.org
Phone: 1.800.642.8686, Ext. 131

Brittany McCauley, RD, LDN

Quality Insights website:
www.qualityinsights.org/stateservices

Social Media:

mailto:bmccauley@qualityinsights.org
http://www.qualityinsights.org/stateservices
https://www.facebook.com/qualityinsights1973
https://twitter.com/QualityInsights
https://www.youtube.com/user/qualityinsightsqin
https://www.instagram.com/accounts/login/?next=https://www.instagram.com/qualityinsights/
https://www.linkedin.com/company-beta/1259377/


Evaluation
• Please complete this brief evaluation to provide 

Quality Insights with feedback about this 
session. 

• You will be automatically directed to the 
evaluation when you close out of today’s 
webinar.
– Link: https://www.surveymonkey.com/r/N3Z9MFK
– QR code:

https://www.surveymonkey.com/r/N3Z9MFK


THANK YOU!

This publication was supported by Cooperative Agreement Number NU58DP007429 from the Centers for Disease Control and Prevention as part of the National 
Cardiovascular Health Program (CDC-RFA-DP-23-0004). Its contents are solely the responsibility of the authors and do not necessarily represent the official views 

of the Centers for Disease Control and Prevention. Publication number DEDPH-CV-060524
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