
 

 

 

 

 

 

 

 

  

Intervention 

To improve clinical use of EHRs to address high blood 

pressure, the Healthy Environments Active Living (HEAL) 

Program at the Utah Department of Health and Human 

Services partnered with the Utah Million Heart Coalition 

(UMHC). UMHC established the Excellence in Blood Pressure 

Measurement and Control Award (UMHC Award) and 

encourages recipients to work with HEAL on Strategy B.1.  

• The UMHC Award recognizes clinics for improving 

blood pressure control rates in their clinic and making 

changes to clinical practices. The award has four levels of 

recognition, based upon meeting different levels of 

criteria.  

• UMHC provides awardees with technical assistance 

and quarterly communications that include resources, 

tips, and discount codes for blood pressure machines.  

• UMHC awardees who partner with HEAL receive support 

from their local health departments to address gaps in 

clinic practices and improve high blood pressure 

identification and management. 

Problem 
Hypertension, or high blood pressure, is a risk factor for cardiovascular disease and contributes to two of the 

leading causes of death in the United States: heart disease and stroke (Centers for Disease Control and Prevention 

[CDC], 2022). In 2021, the age-adjusted prevalence of high blood pressure awareness in Utah was 27.6%, lower than 

the national average of 30.3% (Behavioral Risk Factor Surveillance Survey [BRFSS], 2021). The CDC estimates around 

11 million adult patients in the U.S. have undiagnosed high blood pressure (Million Hearts, 2023). Undiagnosed high 

blood pressure increases individuals’ risk for various preventable cardiovascular diseases and events such as stroke 

and heart failure and other chronic illnesses, including kidney disease, dementia, and diabetes. 

The use of electronic health records (EHRs) and health information technology (HIT) can improve the detection and 

management of high blood pressure in patients, making it a best practice for identifying and controlling high blood 

pressure in healthcare settings (CDC, 2022). Increasing identification of patients with undiagnosed high blood 

pressure means that more patients could achieve blood pressure control. 

Health impact statement  
CDC 1815 grant funding (2018-2023) 

State of Utah 

Strategy B.1 
Promote the adoption and use of electronic health records and health information technology 

to improve provider outcomes and patient health outcomes related to identification and 

management of adults with hypertension. 

 

Health impact:  

All clinics 

138 
clinics worked with HEAL 

and partners on B.1. 

121 

of these clinics used EHRs 

to identify and manage 

patients with high blood 

pressure (met B.1). 

529,307 
patients reached by clinics 

that met B.1. 

62.3% 
of patients with high blood 

pressure had it under 

control in 2022. 

Represents cumulative progress from July 2018-June 

2023. 

 

https://www.cdc.gov/bloodpressure/facts.htm
https://www.cdc.gov/bloodpressure/facts.htm
https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=99&islState=&islCounty=&islClass=CLASS10&islTopic=TOPIC31&islYear=2021&hidLocationType=States&hidLocation=99&hidClass=CLASS10&hidTopic=TOPIC31&hidTopicName=High+Blood+Pressure&hidYear=2021&irbShowFootnotes=Show&rdICL-iclIndicators=_RFHYPE6&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_RFHYPE6&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide%2cislTopic%3dShow%2cdivYearUpdating%3dHide%2cislYear%3dShow%2c&rdScrollX=0&rdScrollY=300&rdRnd=52946
https://millionhearts.hhs.gov/about-million-hearts/optimizing-care/undiagnosed-hypertension.html
https://www.cdc.gov/dhdsp/pubs/docs/Best-Practices-Guide-508.pdf


 

Health impact: UMHC Award* 

  

Most of the 117 clinics applying to the UMHC 

Award had received HEAL support. 

Partner clinics were more likely to achieve gold 

status or higher. 

  

Note: Partner clinics are counted if they worked on B.1 with HEAL at any point in the project (July 2018 – June 2023). Not all partner clinics 

applied to the UMHC Award. 
 

 

Partner clinics used their EHR’s blood pressure control data to make clinical changes more often than 

non-partner clinics. 

 
*Data for the UMHC Award charts come from the 2023 UMHC Award application. 
 

 

What types of changes did UMHC awardees make? 

• Federally qualified health centers use Azara, a data warehouse that lets them run population health 

reports to identify patients with undiagnosed high blood pressure. 

• Other clinics review clinic quality reports, which include blood pressure control data, and use them 

to identify staff in need of additional support. 

• One clinic has a staff person that designates time to address high blood pressure and actively uses 

their EHR to identify and follow up with patients with uncontrolled high blood pressure. They 

reported that blood pressure control rates increased from 56% to 77%. 
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Intervention 
To improve the use of CQMs to identify and address 

disparities, HEAL worked with each of Utah’s 13 local health 

departments (LHDs), Comagine (a quality improvement 

organization), the Association for Utah Community Health 

(AUCH), the Utah Million Hearts Coalition (UMHC), and Utah 

health systems.  

• LHDs provided direct technical assistance and 

support to primary care clinics. With the support of 

Comagine Health, LHDs helped clinics use CQMs to 

identify and address high blood pressure and high 

cholesterol disparities.  

• AUCH helped Community Health Centers (CHCs) in 

Utah address disparities. CHCs use Azara, a data 

warehouse that helps them to run reports on disparities. 

CHCs are non-profit, patient-centered medical clinics and 

more likely to reach people experiencing health 

disparities than other types of clinics. 

• HEAL and UMHC developed resources and training 

opportunities for partners to learn about health equity 

and approaches to address health disparities. 

Problem 
High blood pressure and high cholesterol are risk factors for 

cardiovascular disease and contribute to two leading causes 

of death in the United States: heart disease and stroke 

(Centers for Disease Control and Prevention [CDC], 2022). In 

2021, the age-adjusted prevalence of high blood pressure 

awareness in Utah was 27.6% (Behavioral Risk Factor 

Surveillance Survey [BRFSS], 2021). Adults from specific 

demographics (such as American Indians) or living in certain 

areas of Utah experience higher rates of cardiovascular 

disease and related risk factors, such as obesity. The Healthy 

Environments Active Living (HEAL) Program at the Utah 

Department of Health and Human Services prioritized 

specific geographic areas for their work to reach these 

populations (see map).  

Clinical quality measures (CQMs) allow health systems to 

report on outcomes such as hypertension control. Electronic 

health records (EHRs) are often able to report on CQMs by 

race, ethnicity, or other factors. By doing so, health systems 

can monitor blood pressure and cholesterol-related 

disparities and work to address them. 

Health impact statement  
CDC 1815 grant funding (2018-2023) 

State of Utah 

Strategy B.2 
Promote the adoption of evidence-based quality measurement at the provider level to 

monitor healthcare disparities and implement activities to eliminate healthcare disparities. 

 

Key takeaways 

 

In Utah, adults in certain 

regions or neighborhoods 

experience more risk factors 

related to chronic disease. 

 

HEAL and partners worked with 

clinics to use CQMs to identify 

and address disparities related 

to hypertension and high 

cholesterol. 

 

64 clinics made changes to 

address health disparities, 

impacting over 235,000 

patients. 

  

 

HEAL selected priority areas to focus work, 

where adults experience more risk factors 

related to chronic disease. 

 
Note: Region boundaries are based on Utah Small Areas 

https://www.cdc.gov/bloodpressure/facts.htm
https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=99&islState=&islCounty=&islClass=CLASS10&islTopic=TOPIC31&islYear=2021&hidLocationType=States&hidLocation=99&hidClass=CLASS10&hidTopic=TOPIC31&hidTopicName=High+Blood+Pressure&hidYear=2021&irbShowFootnotes=Show&rdICL-iclIndicators=_RFHYPE6&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_RFHYPE6&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide%2cislTopic%3dShow%2cdivYearUpdating%3dHide%2cislYear%3dShow%2c&rdScrollX=0&rdScrollY=300&rdRnd=52946
https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=99&islState=&islCounty=&islClass=CLASS10&islTopic=TOPIC31&islYear=2021&hidLocationType=States&hidLocation=99&hidClass=CLASS10&hidTopic=TOPIC31&hidTopicName=High+Blood+Pressure&hidYear=2021&irbShowFootnotes=Show&rdICL-iclIndicators=_RFHYPE6&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_RFHYPE6&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide%2cislTopic%3dShow%2cdivYearUpdating%3dHide%2cislYear%3dShow%2c&rdScrollX=0&rdScrollY=300&rdRnd=52946
https://ibis.health.utah.gov/ibisph-view/pdf/resource/UtahSmallAreaInfo.pdf


  

Spotlight: Utah Navajo Health System worked with San Juan 

County Public Health Department to address health disparities 
Utah Navajo Health System (UNHS) is located in San Juan County and primarily serves American Indians on the 

northern portion of the Navajo Nation. People living on the Navajo Nation often experience extreme barriers to 

resources such as transportation, adequate housing, even running water. These difficulties with basic needs 

inevitably impact the health of this community. American Indians in San Juan County have a lower life expectancy 

than the rest of the state, with heart disease listed as the 3rd leading cause of death.  

American Indians in San Juan County have a lower 

life expectancy than other groups. 

Heart disease is the third leading cause of death 

for American Indians in San Juan County. 

Deaths per 100,000 people 

 

 

Source: County Health Rankings, 2018-2020  Source: CDC WONDER, 2018-2021 

UNHS uses clinical data in their EHR to identify patients with hypertension and connect them to resources. For 

example, a patient from UNHS had dangerously high blood pressure. For months, the patient had to drive 70 

minutes to and from the clinic to get their blood pressure checked, sometimes having to hitchhike due to lack of 

transportation. This can be a significant barrier due to the unpaved and rutted roads often found on the 

Reservation. With technical assistance from San Juan County Public Health Department staff, the patient received 

a blood pressure monitor, allowing them to avoid a long drive and manage their blood pressure at home. By 

doing activities like this, UNHS expects to see improvements in CQMs related to blood pressure. 
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Health impact: All partners 

92 
clinics worked with HEAL and 

partners on B.2. 

64 

of these clinics used CQMs to 

identify and address blood pressure 

and cholesterol-related disparities 

(met B.2). 

235,805 
patients reached by clinics that met 

B.2. 

64.1% 
of patients with high blood pressure 

had it under control in 2022. 

Represents cumulative progress from July 2018-June 2023. 

 

How else did clinics use CQMs to address blood 

pressure and cholesterol-related disparities? 

• Five clinics in Salt Lake County developed policies, 

workflows or other procedures requiring staff to 

review CQMs within their EHR at least annually to 

examine disparities in their clinic populations 

specific to high blood pressure. These clinics stratify 

their CQMs by race, insurance status, and income. 

• The Salt Lake County Health Department works with 

4 clinics to use geographic and patient data to map 

chronic disease and social determinants of 

health. 

• One clinic in Utah County tracked patient 

outcomes to better understand disparities. They 

also provide pill boxes and blood pressure wallet 

cards to patients to help with disparities, medication 

adherence, and patient motivation. 
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https://www.sltrib.com/news/2020/01/28/navajo-nation-san-juan/
https://www.sltrib.com/news/2022/04/26/despite-federal/
https://centerforhealthjournalism.org/2018/07/08/forgotten-health-crisis-navajo-lands
https://www.countyhealthrankings.org/explore-health-rankings/county-health-rankings-model/health-outcomes/length-of-life/life-expectancy?year=2023&county=49037
https://wonder.cdc.gov/


 

 

 

 

 

 

 

 

  

Intervention 
The Healthy Environments Active Living (HEAL) Program at 

the Utah Department of Health and Human Services worked 

with partners to enhance TBC statewide.  

• HEAL and Bellin Health created the TBC Learning 

Collaborative to provide primary care clinics with in-

depth education and an opportunity to learn from other 

health systems (more details on the next page). 

• Local Health Departments (LHDs) provided direct 

technical assistance and support to primary care 

clinics to implement new TBC approaches focused on 

blood pressure and cholesterol.  

• The Community Pharmacy Enhanced Services 

Network worked with pharmacies to support the 

development of collaborative practice agreements and 

advocated to increase reimbursement for medication 

therapy management. 

• University of Utah Family Medicine Residency 

Program integrated TBC into their training about quality 

improvement. 

Problem 
High blood pressure and high cholesterol are risk factors for 

cardiovascular disease and contribute to two leading causes 

of death in the United States: heart disease and stroke 

(Centers for Disease Control and Prevention [CDC], 2022). In 

2021, the age-adjusted prevalence of high blood pressure 

awareness in Utah was 27.6%, and the prevalence of high 

cholesterol awareness was 25.4% (Behavioral Risk Factor 

Surveillance Survey [BRFSS], 2021).  

Team-based care (TBC) is an evidence-based practice (CDC, 

2022) that considers patient needs as the central factor when 

planning treatment and leveraging the appropriate team 

members to achieve patient goals. Non-physician staff 

members include nurses, pharmacists, dieticians, social 

workers, community health workers, or other care team 

members. For blood pressure control and cholesterol 

management, they can support the physician with 

medication management, treatment adherence, and self-

management support. 

Health impact statement  
CDC 1815 grant funding (2018-2023) 

State of Utah 

Strategy B.3 
Support engagement of non-physician team members in hypertension and cholesterol 

management in clinical settings. 

 

Key takeaways 

 

High blood pressure and/or 

high cholesterol continue to 

affect about 1 in 4 Utahns. 

 

HEAL and partners worked 

with clinics to enhance TBC 

approaches to address high 

blood pressure and high 

cholesterol. 

 

43 clinics made changes to 

their TBC practices, 

impacting over 200,000 

patients. 

 

“We have been able to improve many 

processes and workflows with the guidance 

of this program.” -TBC Learning 

Collaborative participant 

 

Health impact: 

All clinics 

87 
clinics worked with HEAL 

and partners on B.3. 

43 

of these clinics developed 

team-based approaches to 

address high blood pressure 

and/or high cholesterol (met 

B.3). 

208,073 
patients reached by clinics 

that met B.3. 

63.8% 
of patients with high blood 

pressure had it under 

control in 2022. 

 Represents cumulative progress from July 2018-June 

2023. 

https://www.cdc.gov/bloodpressure/facts.htm
https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=99&islState=&islCounty=&islClass=CLASS10&islTopic=TOPIC31&islYear=2021&hidLocationType=States&hidLocation=99&hidClass=CLASS10&hidTopic=TOPIC31&hidTopicName=High+Blood+Pressure&hidYear=2021&irbShowFootnotes=Show&rdICL-iclIndicators=_RFHYPE6&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_RFHYPE6&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide%2cislTopic%3dShow%2cdivYearUpdating%3dHide%2cislYear%3dShow%2c&rdScrollX=0&rdScrollY=300&rdRnd=52946
https://nccd.cdc.gov/BRFSSPrevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&irbLocationType=States&islLocation=99&islState=&islCounty=&islClass=CLASS10&islTopic=TOPIC31&islYear=2021&hidLocationType=States&hidLocation=99&hidClass=CLASS10&hidTopic=TOPIC31&hidTopicName=High+Blood+Pressure&hidYear=2021&irbShowFootnotes=Show&rdICL-iclIndicators=_RFHYPE6&iclIndicators_rdExpandedCollapsedHistory=&iclIndicators=_RFHYPE6&hidPreviouslySelectedIndicators=&DashboardColumnCount=2&rdShowElementHistory=divTopicUpdating%3dHide%2cislTopic%3dShow%2cdivYearUpdating%3dHide%2cislYear%3dShow%2c&rdScrollX=0&rdScrollY=300&rdRnd=52946
https://www.cdc.gov/dhdsp/pubs/docs/Best-Practices-Guide-508.pdf
https://www.cdc.gov/dhdsp/pubs/docs/Best-Practices-Guide-508.pdf


 

 

Spotlight: Utah TBC Learning Collaborative 
How did the TBC Learning Collaborative support clinics? 

In January 2021, HEAL invited clinics to participate in the virtual TBC Learning Collaborative led by Bellin Health. 

Clinics were selected based on their blood pressure control rate, location, participation in the Utah Million Hearts 

Award, and how the TBC Learning Collaborative would enhance their practices.  

The TBC Learning Collaborative provided a forum to learn how to strengthen their clinical team to address high 

blood pressure among their patient population. The TBC Learning Collaborative held 5 sessions over 2 months on 

the following topics: 

• Introduction to TBC and a self-assessment of clinic capacity and resources 

• What TBC means to participating clinics, core concepts of the TBC model  

• Staff roles and training for TBC 

• A 9-step framework to working with conditions such as high blood pressure  

• Sustaining TBC practices 

 

As a result of their participation, clinics made changes to their TBC practices, such as: 

 

• University of Utah Sugarhouse Clinic reworked their workflows to ensure a team approach specifically for 

home blood pressure monitoring.  

• Utah Partners for Health developed a new Plan Do Study Act cycle specific to their team approach for their 

hypertension workflows and re-developed their workflow to better support team care.  

• Jordan Landing Clinic hired a quality specialist to focus specifically on hypertension, cholesterol, and chronic 

condition-related TBC. This person coordinates team huddles, patient follow-up and ensures a coordinated 

care effort. 

Case example: People’s Health Clinic 

Who are they? 

 

 

 

People’s Health Clinic is a no-cost 

medical clinic committed to 

providing non-emergency, family-

oriented primary care to the 

uninsured population of Summit 

and Wasatch Counties. The clinic 

offers access to primary care 

physicians, multidisciplinary 

specialists, diagnostic testing, 

preventative care, education, and 

counseling. They were one of the 

participants in the TBC Learning 

Collaborative. 

What did they say? 

 

 

 

“In order to successfully care for our 

underserved and uninsured patient 

population, we have assigned 

specific responsibilities to our 

diverse staff members. Our team 

includes physicians, advanced 

practice clinicians, a nurse educator, 

medical assistants, case managers, 

patient schedulers, clinic 

coordinators, and medical 

translators…the UDOH TBC 

Learning Collaborative is providing 

a structured program to expand our 

knowledge and application of the 

team-based care model.” -Clinical 

staff 

What were the impacts? 

 

Blood pressure control increased 

by about 22 percentage points 

from 2020 to 2021. 
Blood pressure control at People’s Health Clinic 

 
 

Data provided by People’s Health Clinic. 
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