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Collaborating Partners
2016-Present
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• Kentucky’s Heart Disease and Stroke Prevention Program’s primary statewide 

health change strategy 

• Funded by CDC’s Improving the Health of Americans through Prevention and 

Management of Diabetes and Heart Disease and Stroke 1815 grant

 Heart Attack and Stroke Signs and Symptoms
 Smoking Cessation
 Blood Cholesterol
 Blood Pressure
 Sodium Reduction
 Body Mass Index
 Hemoglobin A1c

Cardiovascular , Assessment, Risk Reduction, and 
Education (CARE) Collaborative
Focus:  Blood Pressure Control
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• Vital Signs

• BMI

• Atherosclerotic cardiovascular 

disease risk assessment 

(ASCVD score)

• CARE Collaborative

• Blood Pressure Self 

Monitoring

• Lifestyle modifications

• Medication adherence

• Goal Setting

• Documentation of BP in log

Lifestyle Modification Health Education Group Classes:
Hypertension, Prehypertension, and/or Diabetes

FY 16‐18

Reduction in 
SBP (mmHg)

Stroke CHD Total 
Mortality

2↓ ‐6% ‐4% ‐3%
3↓ ‐8% ‐5% ‐4%
5↓ ‐14% ‐9% ‐7%

Impacts on Mortality ‐ SBP

(source Whelton PK, et a l . JAMA. 2002)

• Pharmacist
• Stroke Nurse Practitioner
• Health Educator
• CHW
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Family Health Centers FQHC 
West Louisville, Kentucky

Fiscal Year 2018 Data
 123 Participants
 53.1 Average Age
 35.4 Average BMI
 60% Female
 76% African American
 3% Hispanic

First Visit Systolic BP = 139.9
Last Visit Systolic BP = 132.885 Participants 7.1 mmHg

Systolic Decrease p‐value = 0.0007

Number of Participants and Average BP
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West Broadway FHC – Started October 2018
Overarching Goal:  Support Community Clinical Linkages

Multidisciplinary Clinic

• Sullivan Pharmacist with 

pharmacy Students

• Stroke Neurology 
Nurse Practitioner

• FHC Health Educator
• LMHW Dietician

• FHC CHW
• Program Coordinator

• MSSW student

Cardiovascular Risk and Hypertension Clinic
Official Clinic through FHC pharmacy services

• Blood Pressure Self Monitoring
• Assess individual vascular risk 
factors

• Counseling on risk factors
• Promote healthy lifestyle changes
• Promote Self Management and 
Teach Self efficacy

• Assist with goal setting
• Medication reconciliation and 
adjustment of antihypertensive 
medications per pre approved 
FHC MEC protocol

• Medication Adherence
• Incentives for goal support
• Documented visit in EHR
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Support Available Through Clinic
 Transportation ‐ Tarc tickets
 Behavioral Health 
 SSW
 Meals/Grocery
 CHW 
 Medication Assistance
 Housing Assistance
 Financial Services
 Health Education
 Community Ministries

Assessing Social Determinants of Health

Protocol for Responding to and Assessing Patient Assets, 
Risks, and Experiences (PRAPARE)

PRAPARE Tool

 Personal Characteristics
 Family and Home
 Money and Resources
 Social and Emotional
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 37 Participants

 6 Positive PRAPARE
• 2 received food
• 2 with referrals to FHC social services
• 4 with referral to CHW

 Full Analysis FY 19 to be completed June 2019
• NQF 18 – blood pressure control < 140/90 mmHg
• NQF 59 ‐ blood glucose control in diabetics 
• ASCVD Score Reduction
• Aspirin use for secondary cardiovascular disease prevention
• Medication Adherence
• Lifestyle Changes
• Utilization of Community Resources

Interim Analysis:  October 2018 - January 2019  
Participation
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 Commitment by organizations to sustain partnership

 Annual evaluation and data submission for Kentucky HDSP and CDC 

 Increase Clinic to 5 days per week over next 5 years

 Expand clinic services throughout the state utilizing telehealth

 IRB approval for:  Social Determinants of Health and the link to 

cardiovascular disease risk and intervention:  the PRAPARE tool

Sustainability/Current Research


