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Purpose of Module
This module provides a high-level overview of evidence-based information related
to cardiovascular health and cholesterol management. It is designed to promote
and improve quality improvement efforts.
Sections are highlighted by the “3 A’s” – Awareness, Assessment and Action
– and include many tools and resources found in the module as well as the
Quality Insights website.
Please Note: Guidelines and recommendations referenced in this module are
to be used along with physician/clinician judgment, treatment and based on
individual patient’s unique needs and circumstances.

Awareness

Assessment

Action

Introduction
Quality Insights provides on-site and virtual assistance to practices who aim to improve cardiovascular
(CV) health in their patient population. This includes supporting the national Million Hearts® initiative.
During the current Coronavirus (COVID-19) pandemic, CV health remains a top public health priority – with
heart disease and stroke continuing to be the #1 and #5 leading causes of death in the United States. In
fact, there is a significant relationship between COVID-19 and cardiovascular disease (CVD), including
more deaths from CVD during the COVID-19 pandemic
and serious heart conditions associated with an
increased risk for severe illness from COVID-19.
Quality Insights is joining the Centers for Disease
Control and Prevention (CDC) Million Hearts®
initiative and health organizations across the nation
in spotlighting the importance of maintaining heart
health, especially during COVID-19. Check out this
CDC-approved PSA reminding Americans to guard
their heart health, especially during this pandemic.
“Aiming to prevent one million CV events in five
years, Million Hearts® 2022 seeks strong and
specific commitments so we can improve CV health for all.”

Check out these Million Hearts® resources:
• Million Hearts® 2022 Fact Sheet: Overview of framework, priorities and targets
• Millions Hearts® Action Guides: Access evidence-based strategies for improving CV health
• How Can I Be A Partner?: Take action and spread the word about CV health
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Awareness: Updates in Evidence-Based Guidelines
Guidelines At-A-Glance
The 2018 Guideline on the Management of Blood Cholesterol, published in the
journal Circulation, provides updated cholesterol-lowering recommendations,
including lifestyle interventions, statin and non-statin regimens, risk assessment
tools, and management of specific patient populations. A Guidelines Made Simple
summary is also available and highlights key messages as abbreviated below:

Top Ten Take-Home Messages to Reduce Risk of Atherosclerotic
Cardiovascular Disease (ASCVD) through Cholesterol Management
1

In all individuals, emphasize heart-healthy lifestyle across the life-course.

2

In patients with clinical ASCVD, reduce low-density lipoprotein cholesterol (LDLC) with high-intensity statin therapy or maximally tolerated statin therapy.

3

In very high-risk ASCVD patients, use an LDL-C threshold of 70 mg/dL to consider
the addition of non-statins to statin therapy.

4

In patients with severe primary hypercholesterolemia (LDL-C level >= 190 mg/dL,
without calculating 10-year ASCVD risk, begin high-intensity statin therapy.

5

In patients 40-75 years of age with diabetes mellitus and LDL-C >= 70 mg/dL,
start moderate-intensity statin therapy without calculating 10-year ASCVD risk.

6

In adults 40-75 years of age evaluated for primary ASCVD prevention, have a
clinician-patient risk discussion before starting statin therapy.

7

In adults 40-75 years of age without diabetes mellitus and with LDL-C levels >=
70 mg/dL, at a 10-year ASCVD risk of >= 7.5%, start a moderate-intensity statin if
a discussion of treatment options favors statin therapy.

8

In adults 40 to 75 years of age without diabetes mellitus and 10-year risk of 7.5%
to 19.9% (intermediate risk), risk-enhancing factors favor initiation of statin
therapy (see #7).

9

In adults 40 to 75 years of age without diabetes mellitus and with LDL-C levels >=
70 mg/dL at a 10-year ASCVD risk of >= 7.5% to 19.9%, if a decision about statin
therapy is uncertain, consider measuring CAC.

10

Assess adherence and percentage response to LDL-C-lowering medications and
lifestyle changes with repeat lipid measurement 4 to 12 weeks after statin
initiation or dose adjustment, repeated every 3 to 12 months, as needed.

Download the American Heart Association’s (AHA) Guidelines on-the-go mobile app and
stay up-to-date no matter where you are. The app is available for iOS and Android.

4

Early Prevention is Key in Children & Adolescents
BE ALERT
EARLY
Take a “Lifespan”
approach to lower
heart disease risk, stroke
and other major problems.
If there’s a family history,
it’s reasonable to test
children as young as two.
Source: AHA

A scientific statement, Cardiovascular Risk Reduction in High-Risk
Pediatric Patients, released by the AHA on February 25, 2019, cites an
estimated ≈6% of all youth 2 to 19 years old (equating to >4,000,000
children and adolescents) are afflicted with severe obesity in the
United States. Unlike moderate (class I) obesity or overweight, rates of
severe obesity have increased over the past decade.
The report emphasizes that children and adolescents may be at higher
risk for cardiovascular disease. Primary prevention of atherosclerotic
cardiovascular disease (ASCVD) over the lifespan requires attention to
prevention or management of ASCVD risk factors beginning early in life.

Risk-Enhancing Factors
The guideline states that although LDL-C is a primary cause of
atherosclerosis, other contributing risk factors exist. The major
risk factors include cigarette smoking, hypertension, dysglycemia,
and other lipoprotein abnormalities. Because atherosclerosis
progresses with advancing age, a person’s age also counts as a risk
factor. Additionally, the new guideline adds factors like family
history (see information on Familial Hypercholesterolemia) and
ethnicity, as well as certain health conditions such as metabolic
syndrome, chronic kidney disease, chronic inflammatory
conditions, premature menopause, pre-eclampsia, and high lipid
biomarkers. Risk-enhancing Factors for Clinician-Patient Risk
Discussion are outlined in the guideline on page 13.

GENETICS
MATTER
Some populations
are more prone
to certain medical conditions
and could have racial and/or
ethnic features that could
influence risk. Tools used for
risk assessment are not always
able to provide accurate
information about all
populations or individuals.
Source: AHA

See the 2020 American Diabetes Association (ADA) position
statement, Cardiovascular Disease and Risk Management: Standards of Medical Care in Diabetes, for
more information on cardiovascular risk management in patients with diabetes and hypertension.

Awareness resources for providers:
•
•
•
•

American College of Cardiology (ACC) Cholesterol Guideline Hub: Use the Hub to locate comprehendsive, easy-to-navigate resources to help both you and your patients put the guidelines into practice.
ACC Comparison Tool: 2013-2018: Provides side-by-side overview of guideline updates.
Journal of the American College of Cardiology: July 2019: Associations of Blood Pressure and
Cholesterol Levels During Young Adulthood with Later Cardiovascular Events
National Center for Health Statistics: Total and High-density Lipoprotein Cholestserol in Adults: United
States, 2015-2018: Released April 2020, this data brief presents estimates of the prevalence of high
total cholesterol and low HDL-C among U.S. adults aged 20 and over and trends through 2017–2018.
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Assessment: Knowing the Numbers, Using the Tools
Monitoring Cholesterol Levels in Adults

MONITOR
People over 20
who don’t have
cardiovascular
disease should have a risk
assessment every 4-6 years.
Source: AHA

The AHA recommends all adults have their cholesterol
checked every four to six years, starting at age 20, which is
when cholesterol levels can start to go up. As we age,
cholesterol levels tend to rise, and for those with high
cholesterol and other cardiac risk factors, such as diabetes,
more frequent testing is recommended.

The guideline outlines these values as acceptable, borderline, and high measurements for
adults. All values are in mg/dL (milligrams per deciliter):

Rating
Good

Total
Cholesterol
Less than
200

HDL Cholesterol

LDL Cholesterol

Triglycerides

Less than 100;
below 70 if
coronary artery
disease is present
130–159
160 or higher; 190
considered very
high

Less than 149

Borderline
High

Ideal is 60 or higher;
40 or higher for men
and 50 or higher for
women is acceptable
200–239
N/A
240 or higher N/A

Low

N/A

N/A

N/A

less than 40

150–199
200 or higher;
500 considered
very high

Monitoring Cholesterol Levels in Children & Adolescents
Children who are physically active, have a healthy diet,
aren’t overweight, and don’t have a family history of high
cholesterol are at a lower risk for having high cholesterol.
Current guidelines recommend that all children have their
cholesterol checked between ages 9 and 11, and then again
between ages 17 and 21. Kids with higher risk factors, like
diabetes or a family history of high cholesterol, should be
checked between ages 2 and 8 and again between ages 12
and 16.
The table at the top of the next page includes the guideline-recommended cholesterol levels
for children. All values are in mg/dL (milligrams per deciliter).
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Rating

Total
Cholesterol

HDL
Cholesterol

LDL
Cholesterol

Triglycerides

Good

170 or less

Greater
than 45

Less than
110

Less than 75 in children 0–9; less
than 90 in children 10–19

Borderline

170–199

40-45

110–129

75-99 in children 0–9; 90–129 in
children 10–19

High

200 or higher

n/a

130 or
higher

100 or more in children 0–9; 130
or more in children 10–19

Low

N/A

Less than
40

N/A

N/A

ASCVD Risk Assessment
The ASCVD Risk Estimator Plus, originally presented in the 2013 guidelines as using population-based
formulas, is still recommended for assessing a patient’s 10-year CVD risk. The tool may be utilized by
downloading the AHA’s Guidelines-on-the-Go mobile app or accessing the online version. A patientfacing risk calculator is also available from AHA.
Learn more about the new ASCVD Risk Calculator App by reviewing this video from the American
College of Cardiology.

Coronary Artery Calcium (CAC) Score
Coronary Artery Calcium (CAC), also called a coronary
calcium scan, is a non-invasive CT scan of the heart that
calculates risk of developing coronary artery disease (CAD)
by measuring the amount of calcified plaque in the
coronary arteries.
For selected examples of candidates for CAC
measurement who might benefit from knowing they have
a 0 CAC score, see page 15 of the 2018 Guidelines Made
Simple.

Among patients ≥40 years
with an uncertain risk status,
calculating the coronary artery
calcium (CAC) score is
recommended to help with
prevention and/or
treatment decisionmaking.

Assessment Resources for Providers:
• ACC 2018 Key Points to Remember on the Use of Risk Assessment Tools to Guide Decision Making
• ACC Cholesterol Guideline Tool: Overview of Primary & Secondary Prevention
• Cholesterol, LDL, HDL, and Triglycerides in Children and Adolescents
• AHA Check. Change. Control™ Cholesterol Podcast Series: Offers expert insight and discussion on the assessment
and management of high cholesterol.
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Action: Improving Health Across the Lifespan
FOCUS ON LIFESTYLE
Healthy eating and physical
activity are proven
to lower LDL
cholesterol.
Source: AHA

Lifestyle Change Programs
Recommendations for living a healthy lifestyle, comprised
of eating a nutrient-dense diet and the inclusion of regular
physical activity, remain a focal point of the 2018
AHA/ACC cholesterol guidelines as well as the 2019
ACC/AHA Guideline on the Primary Prevention of
Cardiovascular Disease.

The AHA recommends the following resources and referral sources as potential options to
promote lifestyle improvement in your practice:
• AHA Healthy for Life®: An evidence-based community nutrition and well-being
program that empowers people to make healthy food, nutrition and lifestyle choices.
Visit the link to learn how you can become a program facilitator.
• AHA Life’s Simple 7: Easy-to-follow instructions on how to manage blood pressure,
control cholesterol, reduce blood sugar, get active, eat better, lose weight, and stop
smoking.
• CardioSmart Patient Fact Sheets
• National Lipid Association (NLA) Patient Tear Sheets
• Referral to cardiac rehabilitation, registered dietician and/or smoking cessation
program
The CDC recommends the following evidencebased lifestyle change programs as appropriate
choices for referral of adults with high blood
cholesterol:
• Weight Watchers (WW)
• Taking Off Pounds Sensibly (TOPS)

The University of Delaware Cooperative Extension programs are designed to help
individuals to choose healthy food choices and to lead a physically active lifestyle.
Visit the University of Delaware’s Nutrition & Wellness Event website to view a variety
of free programs available to patients on a rotating schedule.
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Statin & Non-Statin Therapy
In addition to lifestyle interventions, statins continue to be the cornerstone of therapy for lipid
management. High-intensity, moderate-intensity, and low-intensity statin therapies lower LDL-C levels
by ≥50%, 30% to 49%, and <30%, respectively. Recommended statin regimens for each intensity level
include:
• High-Intensity Therapy: 80mg atorvastatin (40mg: down titration if intolerable to 80mg) and
20mg rosuvastatin (40mg)
• Moderate-Intensity Therapy: 10mg
KEEP MONITORING
atorvastatin (20mg) and 10mg rosuvastatin
People age 40-75 are most
(5mg) and 20mg to 40mg simvastatin or 40mg
likely to need medicine.
pravastatin (80mg) and 40mg lovastatin (80mg)
Among the many factors that
and 80mg fluvastatin XL and 40mg fluvastatin
could further increase risk:
BID and pitavastatin
• Family history of heart disease and stroke

•

Low-Intensity Therapy: 10mg simvastatin or
10mg to 20mg pravastatin and 20mg
lovastatin and 20mg to 40mg fluvastatin.

In very high-risk ASCVD, use an LDL-C threshold of
70 mg/dl (1.8 mmol/L) to consider addition of
nonstatins to statins.

High triglycerides
Metabolic syndrome
Chronic kidney disease
Chronic inflammatory conditions, such as
rheumatoid arthritis, psoriasis or HIV
• History of pre-eclampsia or early
menopause
• Ethnicity
Source: AHA
•
•
•
•

It is reasonable to add ezetimibe to maximally
tolerated statin therapy when the LDL-C level remains ≥70 mg/dl (≥1.8 mmol/L). In patients at very high
risk whose LDL-C level remains ≥70 mg/dl on maximally tolerated statin and ezetimibe therapy, adding a
PCSK9 inhibitor is reasonable, although the long-term safety (>3 years) is uncertain and costeffectiveness is low at mid-2018 prices.
Clinicians are recommended to assess for medication adherence and efficacy at 4 to 12 weeks using a
fasting lipid test. Retests for adherence and efficacy should then occur at every three to twelve
months, depending on the patient.

Health Disparities: Statin Considerations for Underserved Populations
A 2019 study published in the Journal of the American Heart Association documented that although
statins are recommended with a high level of evidence for four primary prevention benefit groups
(clinical ASCVD, severe hypercholesterolemia, diabetes mellitus in adults, and those with an ASCVD 10year risk greater ≥ 7.5%), prescribing disparities still exist. The effects of race on statin prescribing for
primary prevention with high ASCVD risk were evaluated from 2013-2018 in a large academic health
system and concluded that blacks are less like to be prescribed a statin in the diabetes mellitus and
ASCVD >7.5% groups compared with whites. Blacks <60 years of age were less likely to be prescribed
statins compared with those 60 to 69 and 70 to 79 years of age. Improved efforts for primary
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prevention of ASCVD with tailored interventions targeting patients with multiple vulnerabilities are
needed to optimize statin utilization.
When identifying patients who have elevated cholesterol levels, providers and clinical staff can help
underserved populations prevent progression by:
•

•
•

Assessing social determinants of health by collecting and analyzing race, ethnicity and preferred
language data (using the PRAPARE tool) with the goal of integrating services to meet identified
needs of patients.
Making efforts to partner and support community champions who specifically target
underserved populations in their geographic areas.
Providing educational materials developed in multiple languages and at appropriate health literacy
levels.
Ready to Learn More? Access Quality Insights’ Social Determinants of Health education
module to learn about action steps your practice can take to identify and address the
needs of your patients both individually and as a population.

Shared Decision Making and Statin Choice
The Mayo Clinic’s Statin Choice Decision Aid is another recommended, evidence-based, shared-decision
making tool regarding statin choice intervention. This tool is designed to assist providers in determining
individualized estimation of risks and benefits with and without statins.
Learn more about the Statin Choice Decision Aid and how you can integrate its use into standard
practice workflow by viewing the demo video presentation and accessing the Statin Choice Toolkit.

Leveraging Your Care Team for Optimal Outcomes
While assessing cholesterol levels may be a
standard part of your clinical routine, a truly
actionable plan of care cannot be carried out
consistently for all patients by a single provider.
Creating a clear clinic workflow that incorporates
your entire care team can make a significant
impact on cholesterol management in your
practice.
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Not sure where to start? Here are a couple initial steps to consider:
• Million Hearts® Protocol Library: Review a variety of evidence-based protocols for cholesterol
management, tobacco cessation and hypertension treatment that can be utilized in the
outpatient setting.
• Contact your local Quality Insights Practice Transformation Specialist (PTS). Your PTS is equipped
to assist you in asking the important questions necessary to identify workflow process gaps and
offer creative solutions to help you more accurately identify opportunities to engage your care
team.

The EHR & You: Three Tips for Improved
Cholesterol Management
In the limited amount of face-to-face time providers have with
their patients, the ability to directly focus on their needs, instead
of a screen, is critical. Below are three key ways you can utilize
your EHR to improve overall cholesterol management without
losing valuable interaction time.
1. Mind Your Measures
While it can be challenging to keep up with the quality
measure landscape, collecting, analyzing and sharing
cholesterol management measure data can assist you in
raising awareness of opportunities for improvement, measuring progress of implemented
workflows and strengthening care coordination. If you aren’t sure where to start, click here to
learn more about CMS 347/MIPS438/ACO-42: Statin Therapy for the Prevention and Treatment
of Cardiovascular Disease.
2. Document Referrals in Structured Data Fields
You may already be in the habit of regularly referring your patients to evidence-based lifestyle
change programs that can decrease cholesterol levels. By ensuring referrals are entered into
structured data fields, you can readily account for who and how many patients are being
referred, what types of programs are most often utilized, and run reports to ensure feedback
reports are obtained from referral partners.
3. Utilize EHR Alerts
Most EHRs have the capacity to provide clinical reminders (also known as Clinical Decision
Support or CDS), a type of alert triggered by a parameter such as time and data, high/low
threshold, or clinical indication such as the need to check a patient’s cholesterol levels. Using
these reminders can be especially helpful in high-volume practice settings where it can be
challenging to readily identify or remember important health maintenance information. Learn
how to make EHR alerts work for your practice.
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Patient Resources
•

•

•
•
•
•

AHA My Cholesterol Guide: Includes information about cholesterol,
facts and myths, understanding risk, medications, treatment plan,
and appropriate lifestyle changes.
Move Your Way Campaign: The 2018 Physical Activity Guidelines
for Americans provide evidence-based guidance to help Americans
at every age maintain or improve their health through physical
activity.
Healthy Eating on a Budget: Find resources on budget-friendly,
healthy meal planning, menus and more from choosemyplate.gov.
Straight Talk about Statins: ACC patient information addressing
common concerns and questions related to statin therapy.
Beyond Statins: Other LDL Cholesterol Lowering Treatments: ACC
patient information outlining non-statin therapies, including ezetimibe and PCSK9 inhibitors.
Counter Cholesterol: Find helpful resources for patients, including tips for communicating with a
provider, how to get tests ordered and how to manage high cholesterol.

Contact Quality Insights
Would your staff and patients benefit from additional cholesterol management
training and educational resources? We invite you to take advantage of the no-cost
assistance available from Quality Insights to elevate your practice’s quality
improvement efforts around cardiovascular health and cholesterol management.
Please contact Robina Montague via email at rmontague@qualityinsights.org or call
1.800.642.8686, Ext. 7814 for more details.
Visit the Quality Insights website to access our online resource library and practice
module archive for additional guidance and tools related to hypertension and diabetes
prevention and management.

Action resources for providers:
• PCNA Clinicians’ Lifestyle Modification Toolbox: Designed to assist clinicians in beginning a conversation
with their patients about achieving successful lifestyle changes that promote their lipid health.

•

ACC Statin Intolerance App: Guides clinicians through the process of managing and treating patients
who report muscle symptoms while on statin therapy.

•

CardioSmart Heart Explorer App: Provides tools to effectively review and discuss common heart
problems and treatment options with patients.

•
•

PCSK9 Prior Authorization Tool: Provides step-by-step assistance for PCSK9 prior authorizations.
Lipid.Care CareNavigator: Provides evidence-based strategies and best practices for appropriate
treatment decision making for high cholesterol patients and activating patients in their care. This
activity is accredited for 1.0 hour CME/CE for Physicians, Nurses, and Case Managers.
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Care Team Interventions to Implement
American Heart Association CVD Primary Prevention Guidelines
The American Heart Association’s 2019 Cardiovascular Disease (CVD) Primary Prevention Guidelines provides a
list of the Ten Top Things to Know. All members of the primary care team can play a valuable role in helping
patients to avoid cardiovascular disease.
AHA Guideline

Intervention

Care Team Member(s)

Prevent atherosclerotic
Provide all patients with
vascular disease, heart
information about heart
failure, and atrial fibrillation healthy programs.
by promoting healthy
lifestyles throughout life.

All clinical staff, such as MAs
during patient rooming.

Use a team-based approach Collect race/ethnicity from
to prevent CVD.
all patients.

Front desk staff.

Evaluate the social
determinants of health
(SDOH) that affect
individuals to inform
treatment decisions.

Implement validated SDOH
screening tool.

Adults 40-75 years being
evaluated for CVD
prevention should undergo
10-year risk estimation and
should have clinicianpatient risk discussion
before starting on
pharmacological therapy,
such as antihypertensive or
statin.

Screen for risk factors and
apply race- and sex-specific
modifiers for asymptomatic
adults.

Depending on workflow
preferred: front desk staff
distribute paper screener;
clinical staff verbally interview
patients.
Providers review responses
and promote dietary changes
and make referrals as needed.
Provider

Resources
• CDC 6 Strategies to
Live a Heart Healthy
Lifestyle
• AHA’s Be Healthy for
Good with Life’s
Simple 7
• Quality Insights
practice module:
Social Determinants
of Health and
Workflow
Modifications
• PRAPARE Tool Kit

• American College of
Cardiology ASCVD
Risk Estimator tool

Manage hypertension and
blood cholesterol, use
clinical guidelines.
Where appropriate, assess
risk using coronary artery
calcium scanning.
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AHA Guideline

Intervention

All adults should consume a
healthy diet.

Provide all patients with
nutrition information.

For adults with
overweight/obesity,
comprehensive lifestyle
interventions, including
counseling and caloric
restrictions, are
recommended for
achieving and maintaining
weight loss.

For patients with
hypertension, provide DASH
diet information and
promote self-monitoring of
blood pressure.

Adults should engage in at
least 150 minutes per week
of accumulated moderateintensity physical activity or
75 minutes per week of
vigorous-intensity physical
activity.
For adults with type 2
diabetes mellitus, lifestyle
changes, such as improving
dietary habits and
achieving exercise
recommendations, are
crucial.
All adults should be
assessed at every
healthcare visit for tobacco
use, and those who use
tobacco should be assisted
and strongly advised to
quit.
Aspirin should be used
infrequently in routine
primary prevention of
ASCVD because of lack of
net benefit.

Care Team Member(s)

Resources

Clinical staff who weighs
patients and document BMI
data; clinical staff who take
blood pressure.

• AHA’s Life Simple 7 –
Eat Better
• AHA’s Life’s Simple 7
– Manage Weight
• DASH Your Way to
Lower Blood
Pressure
• Tips for Taking Your
Own Blood Pressure
Readings
• CDC Prediabetes Risk
Test
• National Diabetes
Prevention Program
Referral Checklist
• CDC Recognized
Lifestyle Change
Programs

Providers review and promote
dietary changes and refer to
lifestyle change programming.

For patients with
overweight/ obesity,
administer prediabetes risk
tests and offer information
weight management.
For patients with
prediabetes, refer to
National Diabetes
Prevention Program
(National DPP).
Counsel all patients about
physical activity
recommendations. Provide
educational materials.

Refer patients to Diabetes
Self-Management Education
and Support (DSMES).

Ask every patient about
tobacco use.
Provide smoking cessation
assistance.
Evaluate use of aspirin
therapy based on patient
age and risk-enhancing
factors such as family
history, ability to achieve
lipid, BP, or glucose targets.

Providers and clinical staff,
such as MAs during rooming
process.

• AHA’s Life’s Simple 7
–Move More

Clinical staff performing
medication reconciliation.

• DSMES Referral
Checklist for Primary
Care Practices
• Find a DSMES
Program in PA

Providers review responses
and promote dietary changes
and refer to lifestyle change
programming.
Clinical staff, such as MAs
during rooming process.
Providers review responses
and promote cessation and
referrals to tobacco cessation
program.
Provider

• AHA’s Life’s Simple 7
– How to Quit
Tobacco
• PA Free Quitline

• 2019 ACC/AHA
Guideline on the
Primary Prevention
of Cardiovascular
Disease
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AHA Guideline
Statin therapy is first-line
treatment for primary
prevention of ASCVD in
patients with elevated
LDL-C, those with
diabetes who are age 4075, and those at sufficient
ASCVD risk after clinicianpatient risk discussion.
Nonpharmacological
interventions are
recommended for all
adults with elevated BP
or HTN.

Intervention

Care Team Member(s)

Resources

Assess LDL-C and related
risk factors. Initiate
risk/benefit discussion.

Provider

• 2018 Guideline on the
Management of Blood
Cholesterol
• Statin Choice Decision
Aid

Assess BP for all patients
and recommend evidencebased lifestyle programs
where appropriate.

Clinical staff with provider
reinforcement

• Million Hearts®
Hypertension Control
Change Package

For those requiring
pharmacological therapy,
target BP should
generally be <130/80 mm
Hg.
Source: Arnett DK, Blumenthal RS, Albert MA, Buroker AB, Goldberger ZD, Hahn EJ, Himmelfarb CD, Khera A, Lloyd-Jones D,
McEvoy JW, Michos ED, Miedema MD, Muñoz D, Smith SC Jr, Virani SS, Williams KA Sr, Yeboah J, Ziaeian B. 2019 ACC/AHA
guideline on the primary prevention of cardiovascular disease: a report of the American College of Cardiology/American Heart
Association Task Force on Clinical Practice Guidelines [published online ahead of print March 17, 2019]. Circulation. 2019: DOI:
10.1161/CIR.0000000000000678.
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