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While we're waiting, please:
Rename yourself

R >

Click the Hover over your Type your first and Click OK
Participants icon name & click last name,

Rename organization name

If you ConneCte_d * Find your participant ID; it should be at the top of your Zoom window
to the audio using * Once you find your participant ID, press: #number# (e.g., #24321#)
your phone * The following message should briefly pop-up: “You are now using your audio for your meeting”




Final Virtual Convening

Inspi preciation:
Our Work for Heart Healthy Communities
March 23, 2021
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Housekeeping Reminders

[

Mute Chat Tech Heads up!
Box Issues

Please mute when Use the chat box Private chat CClI team is adding your
not speaking. to ask questions Meaghan breakout group # to your zoom
Please don’t put and participate for assistance name — don’t be alarmed when
the call on hold! in activities you see it change!

CENTER FOR CARE INNOVATIONS




Our Program Team

Juliane Tomlin Meaghan Copeland Denise Armstorff

Senior Manager Senior Program PHASE + TC3
Coordinator Coach

CENTER FOR CARE INNOVATIONS | 4



Welcome PHASE & TC3 | - NEle

|
{

* Preventing Heart Attacks and Strokes Everyday (PHASE)
and Transforming Cardiovascular Care in Our
Communities (TC3) both focus on caring for patients
with or at risk for cardiovascular disease.

« Participants consist of: 14 PHASE teams and 3 TC3

teams: | \
- : CALIFORNIA §, , DeathValley
= 5 clinic consortia -7 National Park{
= 6 hospitals/hospital systems

= 6 community health centers

\ Bakersfield
\ : (o]
Los 'Ies 9

oAnaheum

CENTER FOR CARE INNOVATIONS | 5



Convening Objectives

* Showcase and celebrate accomplishments of PHASE & TC3
program and participating teams to improve care for patients
with and at risk for cardiovascular disease

» Outline plans for sustainability with organizational leadership

* Acknowledge the people who have contributed to the success of
PHASE and TC3 and inspire work moving forward

CENTER FOR CARE INNOVATIONS | 6



Keynote: “Our Journey to Heart Healthy Communities”
Dr. Marc Jaffe
Guideline Director, Kaiser Permanente Northern California Region | Chief of Endocrinology, San Francisco Medical Center

Telling Your Story: Team Pitches to Leadership
Breakouts

Keynote: “Stepping Forward into a New Era of Population Health”

Dr. Timothy Ho

Regional Assistant Medical Director for Quality & Complete Care Southern California Permanente Medical Group

Reflections & Appreciation

9:10
9:40 9
=
10:45 >€
10:55
11:25 =
IIIIIIIIIIIIIIIIIIIII a
11:50

A

Next Steps and Closing

CENTER FOR CARE INNOVATIONS
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Where we started in 2020...

PHASE 2020 TC32019-2020

Goals for PHASE 2020 TC3 Initiative Goals
. ” o . - =

1. Manage chronic conditions of high-risk populations to L E .
decrease their risk of cardiovascular disease (CVD) - ==
and/or cardiovascular events. = [ ERSREy

2. Improve ability to screen for key CVD risk factors as well " adoption strategies that ,  Strengthen capabilities of
as the ability to follow-up with patients who have those CVD risk for safety net patients safety net organizations
risk factors.

3. Advance health equity by achieving high performance w’ W S
for all populations on measures impacting = —

cardiovascular health.

Improve ability to report &  Improve the capacity to support
use data to drive performance Population health management

Program
Roadmap 202 2021 TC3
CIC ] I CE Y C CIT Y 2020- s

Action period 5: Spread & Sustain

2021 [ son | st | Avg | sept | oct | Wov | ec | tan [ feo | war |

Learning Session { Leatning Session | 2Pt Losming Sile Leatning Session | Rapid Testing Action Period: Implementlng, Spreading &
Comesig 1351 Comvesag2TED) s Convening3 T80) Roadmap i
. . .". . KP Improvement Institute PHASE Learning Session  peoramming TC3 Learning TC3 Learning
In-Person Learning March 10-12%, April 14-16* in Bay Area (luly 16) Site Visits session (TBD) Session (TBD)
Hick Ot Share B Leatn Wiseside Chat Chsical SkarebLearn ... . _....
Wakasar (2/7) Webina ‘Webina (TBD) Webina
Share and Learn &
B Wireside Chat M
AT - Webinars *
ST e 000000000000
5i it} F
Coaching * (Includ

maonthly calls, 1 on- &=
site visit)

Additional TA: Virtual
Resources, Trainings,
Comms of Practice

Praject Charles Storybaard Dradt 1 Fimal Storghoard Virtual Resources
Grantee Deliverables* L 3 ® L ]
Project Charter Draft Storyboard Draft Storyboard Final Storyboard
Grantee
. Deliverables® ’ . . .
. Required of all grantees

CENTER FOR CARE INNOVATIONS | 8




LifeLong Medical Care

CENTER FOR CARE INNOVATIONS | 9
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PERMANENTE MEDICINE.

The Permanente Medical Group

Our Journey to Heart
Healthy Communities

Presenter:

Marc G. Jaffe, MD

The Permanente Medical Group, Northern California
Chief of Endocrinology

Kaiser San Francisco Medical Center

© 2021 The Permanente Medical Group é\% KAISER PERMANENTE.




Outline for Today..

1. The Past *PHASE >

2. The Present

3. The Future

PERMANENTE MEDICINE.
13 © 2021 The Permanente Medical Group The Permanente Medical Group



The Past

“Heart disease and stroke are the leading
causes of death in the United States.
Although most cardiovascular disease
(CVD) Is preventable, proven prevention
approaches are not being adequately
applied in clinical practice.”

— Elias Zerhouni, MD, Director, National Institutes of Health
April 2004

PERMANENTE MEDICINE.
14 © 2021 The Permanente Medical Group . ThePermanente Me dical Group



The Past

The NEW ENGLAND JOURNAL of MEDICINE

SHATTUCK LECTURE

Clinical Research to Clinical Practice —
Lost in Translation?

Claude Lenfant, M.D.

N ENGL ] MED 349;9 WWW.NEJM.ORG AUGUST 28, 2003

Director of the National Heart Lung Blood Institute (NHLBI)
Branch of the National Institute of Health (NIH)

15 © 2021 The Permanente Medical Group
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Quote from the most respected CV Implementor on the planet

“The [cardiovascular risk reduction] practices no longer
require research to demonstrate efficacy and
effectiveness; as a practical matter, everything that
needs to be known is already known. ...Yet their
application in the real world is not what it should be,
and we need to find out why and to try new approaches
to change this situation.”

Lenfant C. Shattuck Lecture: clinical research to clinical practice -- lost in translation? N Engl J
Med 2003;349:868-874

PERMANENTE MEDICINE.
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The Past ("How health systems used to provide cardiovascular care”)

 Fragmented delivery of care

 Consensus guidelines

* Reactive care

* Lack of reliable metrics for quality assessment
 Compensation for services but not outcomes/quality

 MD-centered approach

PERMANENTE MEDICINE.
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Key Components of USA-Based Successful Hypertension Programs

Organization Identified Key Components

Kaiser Patient registry Med. assistant Performance Evidence-based Single pill drug
Permanente NCal BP checks feedback drug protocol combination

Finger Lakes, Development of Community Performance Underserved Practice imp.
Upstate NY registries collaborative data sharing engagement assistance

San Francisco Patient registry Pharmacistand Performance Standardized BP Evidence-based

Safety Net and reports nurse support metrics by race measurement drug protocol

Veterans EHR and Team care with  Free home BP Frequent follow  “Very little” cost
Administration reminders RN, PA, Pharm  monitors up until control for services

Greenville, SC Partnering with  Monthly data on  Training for BP
Health System patients performance measurement

Jaffe MG, Young JD. J Clin Hypertens 2016; 18: 260-1
Fortuna RJ, Rocco TA, Freeman J, et al. J Clin Hypertens. 2019;21:196-203
Fontil V, Bibbins-Domingo K, et al. Circ Cardiovasc Qual Outcomes. 2018; 11:e004386
Fletcher RD, Amdur RL, Kolodner R, et al. Circulation. 2012 May 22;125(20):2462-8
Egan BM, Sutherland SE, Rakotz M, et al. Hypertension. 2018;72(6):1320-1327
PERMANENTE MEDICINE.
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Key Components of Global Hypertension Program Technical Packages

Organization ldentified Key Components

WHO Global Healthy Evidence- Access to Risk-based Team-based  Systems for
Hearts lifestyle based meds and CVvD care monitoring
Package counseling protocols technology management

Million Hearts Making Equipping Population Individual
Control hypertension care teams health patient
Package a priority management support

Resolve To Simple, Community Ensure supply Patient Information
Save Lives proven care and task of centered care systems
Package protocols sharing medications

https://www.who.int/cardiovascular_diseases/hearts/en/
https://millionhearts.hhs.gov/tools-protocols/action-guides/htn-change-package/index.html
https://resolvetosavelives.org/cardiovascular-health/hypertension

PERMANENTE MEDICINE.
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The Present (roughly 2003 through the end of this presentation in 15 minutes)

* QOrganized delivery of care

 Evidence Based and Simple Guidelines

* Proactive care

* Access to reliable metrics for quality assessment
 Compensation for quality outcomes

 Team based approach

PERMANENTE MEDICINE.
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What does “now” look like for cardiovascular care?

Organized Delivery of Care

* Collaboration ®g W :

|
» Integration \\ ‘i‘
T A b
» Transparency

* Prioritization

PHASE Grantee convening circa 2017

PERMANENTE MEDICINE.
~
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What does “now” look like for cardiovascular care?

Evidence-B

ased and Simple

Guidelines

* Drug and
« Simplified

* Practical i

« Designed

dose specific
and standardized

nstead of perfect

.1
BP Ntli'%adg) Eﬂn;::::anal g Home
Reading

Consider Consider
<129/89 £129/84

Add Spironolactone®

125 2 25mg daily

on thiazide AND eGFRZE0 ANDK<4.5
If Spironolactone eligibility criteria not m

35 10mg dally

Titrate to BP goal. Maintain pulse of 55.or greater

iies if eGFR 2 20 and if LVEF 2 40%.

BP (ADBP) avg. is the avg. of 3 readings
ured with the patient unobserved using an AOBP

Kaiser Permanente

by primary care for primary care

AOBP or

Statin Goals

Atorvastatin 40-80 mg:

+  ASCVD* Age <75 + any LDL
* DM:Age <75+LDL2190
Atorvastatin 10-20 mg:

+ ASCVD Age = 75 + any LDL

+ DM: Age > 40 + LDL 70-189*

Star

rt Statin
Optional:
10yrcv

See CAUTION/INFO risk 2 7.5%
Verify contraception

’
If recommended dose of statin not
tolerated, switch to a different statin

(such
wo
dose.

* For DM w/ LDL <70, see primary prevention guidelines.

hyperten

as rosuvastatin). If that doesn’t
reduce to highest tolerated
[update SIG w/ dosing changes|

Optional: LDL monitoring to ensure

appropriate response

ndependentof their mild anti-

fect, are sometimes indicated for

secondary cardio-protec

Atheros:
(ASCVD),

lerotic Cardiovascular Disease
. including acute coronary syndrome

(ACS), myocardial infarction (MI). stable or
unstablc angin, coronary or other artcrial
cularization, ischemic stroke, transient

&
ischemic attack (TIA), or symptomatic peripheral

-ase (PAD). all of atherosclerotic origin.

Alc Goals <7.9%: 265 yrs or clinical factors®
< 6.9%: < 65 yrs w/o dinical factors

“pmz - Yes,

‘Start Metformin or
Metformin SR®

500mg: % tablet bid <3 1 tablet bid

baseline eGFR <45

Assess risk/benefits: If eGFR o
falls <45 empagliflozin
ST s not tolerated

<7.9: 100-160)

Smg: % tablet bid ¥ 1
aniet bid » 2 tablets bid
e Contraindicated:

10 units SQaths 1 Coere sults alloriy
2units every 2 Titrate every two weeks
days until at target. until at target.

Titrate: /™ 2 units every 4 days until at target_

“Indivicualize ALc goal based on hypagiycemia risk, duration of DM,
ife expectancy, co-marbidities, vascular complications, member
resqurces and support system.

if intolerant to immediate release metformin, strangly consider
sustained release metfarmin

"CKD: GFR 30-60 OR ACR >300 (on ACE-| or ARB); CHF: EF<40

“Sewere Hypoglycemia = Hypoglycemia resulting in / likely to result in
seizures, luss of consciousness, or needing help from others.

Mild ta moderate hypoglycemia = Sxs of neuro-gycopenia such as
hunger or sweating that the patient can effectively self-treat.

» Specialists can contribute but must be outhumbered!

22 © 2021 The Permanente Medical Group
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PHASE on a Page Rev. 34 (11/15)
Alternative Agents®

Add Empaglifiozin
Benefit D,
CHF,

Oral

25 mg, % tab daily

0.7-09% 4 Alc
Avg 1-3 kg loss

sQinjection
06912318
mg 501 daily
11-13% Al

ing
NF, brand co-pay

Add Pioglitazone

- oml

- 15330)45mgqd

- 1-125% LAk
Wt Avg1-3kg gain
isk: CHF ,
Formulary, generic
copay

Add Linagliptin
- oml

5 me daily
06-08% 4 alc
Wt: Neutral
- NFbrandcopay |

*STOPPING PARAMETERS:

If A1Cis above goal after 3
manths despite non-inss
agents, strongly consider
discontinuing ineffective
medication and starting NPH
insulin




What does “now” look like for cardiovascular care?

Proactive Care

 Lists of people with unmet
health needs (registries)

* Qutreach overtakes inreach
* Focus on broad reaching low intensity strategies

* Builds relationship and trust between patients-providers

* Practical instead of perfect

PERMANENTE MEDICINE.
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What does “now” look like for cardiovascular care?

Access to Reliable Metrics for
Quality Assessment ‘

« Data is Power: what matters gets
measured

« Metrics used for Honor and not Shame
« Complaints about the data to be expected and welcomed!

* What's the best metric? One that you can get quickly,
reliably, and broadly

PERMANENTE MEDICINE.
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What does “now” look like for cardiovascular care?

Compensation for Quality OQutcomes

Prepayment/capitation drives innovation
Necessitates internal process metrics
Drives population care public health perspective

Can result in innovative team approaches

25 © 2021 The Permanente Medical Group
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What does “now” look like for cardiovascular care?

Team-Based Approach

* Requires that people
practice at the top of their
scope

« Expands skill sets

« Can create environment for professional growth

 |If done carefully can be cost neutral and improve
qguality

26 © 2021 The Permanente Medical Group The Permanente Medical Group



What does “now” look like for cardiovascular care in 2019-20207

As of Q4 2019, efforts by participants in PHASE resulted In:

« 120,000 people with hypertension had BP at goal
« 89,000 people with diabetes had BP at goal
« 81,000 people with diabetes blood sugar not in poor control

As of Q4 2019, efforts by participants in TC3 resulted In:

« 37,000 people with hypertension had BP at goal

« 28,000 people with diabetes had BP at goal

« 28,000 people with diabetes had blood sugar not in poor control

Courtesy of Center for Community Health and Evaluation, March 2021

PERMANENTE MEDICINE.
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What does “the future” look like for cardiovascular care?

The Future i1Is Now*

*well actually in about 5 minutes when | finish the presentation

PERMANENTE MEDICINE.
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What does “the future” look like for cardiovascular care?

Same Protocol (?), different venue...
Same Protocol (?), different team roles...
Same Protocol (?), different funding source...

Same Protocol (?), more equitable execution!

These are my best guesses...

29 © 2021 The Permanente Medical Group
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Thank you for 15 years of devotion to
Improving the heart health of our
community!

PERMANENTE MEDICINE.
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Articulates a vision and the desired
future state

Describes the achievements to build on
Why and roadblocks to break down

develop a
‘pitch™?

Starts an advocacy process with
leadership and includes a direct ask

Provides the opportunity to gather
feedback from leaders and peers

|dentifies action steps to refine plans,
spread changes and sustain momentum

CENTER FOR CARE INNOVATIONS | 32




As a Presenter... As a Listener...

 Share/advance your own .+ Write down feedback in "I like, I wish, I
slides wonder” format on stickies or paper:
. Keep track of time! « "Iliked/loved..." — What did you enjoy about the
presentation?
e Receive feedback offered « ‘Twish..” - What felt missing? What do you wish
had been included that wasn't?
 Respond to important « ‘"Twonder.."” - What questions do you still have

for the team? What needs further refining or

clarifyin tion tf
ying questions, but focus clarifying in the presentation?

more on listening to

feedback.  After each presentation, there will be 5-
A 8 minutes to share feedback verbally.
. I,;l .. ~ e facilitator will invite the team’s
Q A,_, » leader(s) to share first. Others type in I
) AR &  Like, I Wish, I Wonder into chatbox.

CENTER FOR CARE INNOVATIONS | 33



Breakout Groups

« Community Health Partnership « Community Health Center Network « Riverside University Health System

- Redwood Community Health Coalition « Community Clinic Association of - San Joaquin General Hospital

« San Francisco Community Clinic Los Angeles County « San Mateo Medical Center
Consortium

N
N : : i: Dr. Michael Mulligan
“ &) Maggie Jones Carly Levitz .-
l fs;,,a SA Kushinka

« San Francisco Health Network - One Community Health + Valley Health Team

| Juliane Tomlin e Denise Armstorff r@ Dr. Eric Henley

‘f) Crystal Dinh

CENTER FOR CARE INNOVATIONS | 34



Watertall Ch at

Type N the chat your response but DO NOT PRESS “SEND / ENTE»R” tjntll
we prompt you to do so:

What one idea did you hear in your breakout
that excited you?

CENTER FOR CARE INNOVATIONS




e
Thank You Teams, Leaders,
and Facilitators!

NNNNNNNNNNNNNNNNNNNNNNNNNN



Coming Up After the Break

10:55 / Dr. Timothy Ho — “Stepping Forward into a New Era of Population Health”

Q 11:25 / Reflections & Appreciation — A video, coach reflection, and post-it activity

11:50 / Next Steps & Closing — Evaluation activities and resources

Get a head start durin

the break! J

Are you already jumpin.g ?t the
chance to share appreciation for .
your colleagues, teammates or Click the link i the

others? v chatbox! \

CENTER FOR CARE INNOVATIONS | 37



Take g Break

We'll resume at 10:55 am

CENTER FOR CARE INNOVATIONS | 38
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Emotional

Highs Honeymoon

Community Cohesion

Reconstruction
A Mew Beginning

Heroic

Pre-Disaster

Warni Disillusionment
arning  Threat

"~ Setback
Impact

+—

Inventory

< >
Working Through Grief

{:ﬂmiﬂg [ [#] Iﬂ‘ﬂ'ﬂ!-
; \
i

An nh;ersur}r Reactions
I

\

I
Trigger Events :

Lows ' >

Up to One Year | After Anniversary

Emotional

Adapted from Zunin & Myers as cited in DeWolfe, D. J., 2000. Training manual for mental health and human service workers in major disasters (2nd ed., HHS Publication No. ADM 90-538).
Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration, Center for Mental Health Services.
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Health Footprint
of Pandemic

4" Wave
* Psychic trauma
« Mental iliness

A 1t Wave
Immediate mortality
and morbidity of

COVID-19 « Economic injury
&’%& + Burnout
,/ .
25t Wave
| Impact of resource
, i restriction on urgent
A& ?]/ non-COVID conditions 3rd Wave
N "~ Impactof
| interrupted care on
t_‘?‘ chronic conditions
15t Wave Tail .
/ Post-ICU recovery T
I | I l | T >
Time Source: Victor Tseng, via Twitter
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Pause and reflect: what has your experience been?

o

CENTER FOR CARE INNOVATIONS | 42



Where do we go from here?

We are not now that strength which in old days
Moved earth and heaven; that which we are, we are;
One equal temper of heroic hearts,

Made weak by time and fate, but strong in will

To strive, to seek, to find, and not to yield.

Alfred, Lord Tennyson, Ulysses

Sources:
Photo: Wikipedia
Text: Poetry Foundation
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To finally strive, to finally seek, to finally find...

* Traction on telehealth and remote monitoring
* Timeliness and utilization of data

* Consideration & incorporation of social health and social
determinants of health

* Others
= Closed loop systems
= Qutreach

= Life Care Planning

CENTER FOR CARE INNOVATIONS | 44



An example...

Select Zip

CENTER FOR CARE INNOVATIONS | 45



Reflections and questions?

o

CENTER FOR CARE INNOVATIONS | 46
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Final Evaluation Activities

NO final data

The final data report is no longer required.
report

One-hour team interview to talk about your work this year and
how the program supported you.

Two team members will receive a link to complete this, which

Surve , :
Y complements the interview.

Questions? Contact Crystal Dinh Crystal.X.Dinh@kp.org
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o
ABC’s of Ql Video Course iademarimoutonsog/c
Welcome!

- - THIS COURSE FEATURES:
ABC’s of Quallty Improvement (e]) Seven virtual short courses made up of 2 to 5 modules each.

Each module includes -
Accelerate your learning and performance in Quality Improvement A brief video (5 to 20 minutes in length) of facilitated QI
through brief video content delivery, interactive practice activities, and curriculum

opportunities to share and learn from peers. Facilitated by Quality Interactive activities with worksheets, tools, and templates for
Improvement Advisor and Coach, Denise Armstorff, this short course applying Ql methodology

series will guide you through a step-wise approach for applying QI Access to an on-line vehicle for engaging with peers
methodology and tools to your improvement project. WHO MIGHT BENEFIT FROM THIS CURRICULUM?
Individuals from all facets of healthcare who are engaged in
improvement work -
. Organizational leaders, providers, front-line staff, data analysts
bbbyl & i Newcomers to Quality Improvement
Those seeking help/support regarding specific topics/tools
CCI program participants
HOW MIGHT THIS CURRICULUM BE USED IN MY ORGANIZATION?
CCl Academy presents: . .' To build QI capacity and capability for individuals and teams

To improve the effectiveness and efficiency of CCl program
The ABCs of QI Short Cougse Sgr P y prog

. e® facilitation and coaching activities
Introduction: How to Use and Benefit W&esesﬁi(ﬁnrsg. To accelerate learning through connections to peer sharing
o ®
w El

As a resource library for Ql tools and templates
.. ® .1 As a step-wise approach to developing, managing, and
- 8 @ implementing an improvement project
Ll As a refresher training for individual quality improvement

elements

OVERVIEW

7 )¢

<
o
~
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https://academy.careinnovations.org/courses/abcs-of-quality-improvement/

Resources

TRANSFORMING CARDIOVASCULAR CARE IN OUR COMMUNITIES PROGRAM PORTAL

TC3 Support Portal

©Q KNOWLEDGE SHARE

Hypertension Control Change Package

ACTION ITEMS & UPDATES ABOUT TC3 CVD RESOURCE LIBRARY EVALUATION CORNER COMMUNITY

https://www.careinnovations.org/tc3support/

Our Goal

Systematically
implement
evidence-based
treatment
intensification to
bringblood
pressure under
control assoon as.
hypertension is.
diagnosed and
maintain healthy
blood pressure
for the longterm.
Controlis
measured as
<140/90 for most
adult patients.

STAY UP TO DATE!

PHASE Support Portal

COMMUNITY

PHASE TODAY ABOUT PHASE CVD RESOURCE LIBRARY EVALUATION CORNER NEW TO PHASE?

https://www.careinnovations.org/phasesupport/

APR27,2020 +

Key Drivers

[ 2 Population Health

Change Ideas

* Educate/Evaluate Care Team

= Perform Unobserved Spot Audit
* Implement Automated Office Blood Pressure Using SPRINT Protocol

& iti is Elevated

Ensure Repeat Blood Check if

* Implement Standardized Protocol with Fixed-Dose Combo Pill

* Utilize Non-Physician Providers for Treatment Intensification with Follow-
Up Every Two Weeks Until Blood Pressure is Controlled

* Monitor Treatment Intensification with Performance Feedback

* Train Medical Staff on How to Deal with Common Side Effects of
Medication

* Consider

Even with i e

= Automatically Schedulea 2 to 4 Week Follow-Up Visit When a Patient
Has High Blood Pressure

* Trackif Follow-Up Are Being and Whether
Patients Are Keeping Them

* Provide Health Coachingto d dh

* Educate Patients about Hypertension Control and Heart-Healthy Choices

C a Self- d/ Blood itoring Prog

https://www.careinnovations.org/resources/hypertension-

You can continue to access webinar
recordings, past event pages and
other resources from the programs.

change-package/

= Filter 4t Sort e

La Clinica.
a californiahealth center

Self-Measured Blood Press..
ORGANIZATION/SOURCE
La Clinica de la Raza
uRL
https://www.careinnovations.orgy..
DESCRIPTION
This case study documents the
implementation process of self
measured blood pressure (SMEP),
a patient success story and tools ..
FOCUS AREA

Hypertension
RESOURCE TYPE

Case Studies & Stories
AUBIENCE/ROLE

Care Team
AUTHORTYPE

Community Health Qrganizations
CORE COMPETENCY

Enhanced Access / Virtual Care

=@ Airtable

https://www.careinnovations.org/resources/cardiovascular

Q KNOWLEDGE SHARE

NATIONAL ASSOCIATION OF
Community Health Centers

Self-Measured Blood Press...
CRGANIZATION/SOURCE
MNational Association for Commun.
URL
hitps://www.careinnovations.orgy...
DESCRIPTION
This comprehensive
implementation guide is designed
to help health care delivery
organizations implement a self ..
FOCUS AREA

Hypertension
RESOURCE TYRE

Tools & Templates  Training & E
AUDIENCE/ROLE

Care Team QI / Data Analyst
AUTHORTYRE

Other Support Organizations
CORE COMPETENCY

Ql strategy  Enhanced Access /'

Cardiovascular Disease Prevention & Treatment
Resource Library

Q
~
(\'ﬂ
Health Quality Partners
Engaging Patients in Hyper...
ORGANIZATION/ SOURCE
Health Quality Partners
uRL
hitps://www.careinnovations.orgy..
DESCRIPTION
Learn about using human-centered
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https://www.careinnovations.org/resources/hypertension-change-package/
https://www.careinnovations.org/resources/cardiovascular-disease-prevention-treatment-resource-library/
https://www.careinnovations.org/tc3support/
https://www.careinnovations.org/phasesupport/

Virtual Care Innovation Network

It's not too late to join us! Sign up for the Learning Hub!
Hub members can access online courses, interactive forums
for peer learning, and other online resources.

https://www.careinnovations.org/programs/virtual-care-
innovation-network/#learn

CENTER FOR CARE INNOVATIONS | 52


https://www.careinnovations.org/programs/virtual-care-innovation-network/#learn

And now, a thank
you to our program
partners




Kalser Permanente,
Northern California
Community Health

Jean Nudelman
§ Michael Cox

Kaliser Permanente,
Southern California
Community Health

Mehrnaz Davoudi
\ Cody Ruedaflores
: :
| Livy Holguin

i
g



Center for
Community Health
and Evaluation

Maggie Jones
Carly Levitz
Crystal Dinh




Coach
Denise Armstorff

CENTBRBEOR CARE



Safety Net Faculty

Dr. Eric Henley
Dr. Michael Mulligan
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Kaiser Permanente
Faculty

Dr. Jeffrey Brettler
Dr. Timothy Ho
Dr. Marc Jaffe

-

58



SA Kushinka




All the partners and CC
staff over these many
years
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And to our program
participants!!

Alameda Health System
Chapa-De Indian Health
Community Clinic Association of L.A. County
Community Health Center Network
Community Health Partnership
Community Medical Centers, Inc.

Elica Health Centers
Golden Valley Health Centers
Los Angeles County Dept. of Health Services
One Community Health
Redwood Community Health Coalition
Riverside University Health System
San Francisco Community Clinic Consortium
San Francisco Health Network
San Joaquin General Hospital
San Mateo Medical Center
Valley Health Team




Thank you all for these
years of partnership!

CENTER FOR CARE

TRANSFORMING CARDIOVASCULAR
CARE IN OUR COMMUNITIES

PREVENTING HEART ATTACKS
& STROKES EVERY DAY
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