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Cardiovascular disease is the leading cause of 

death for both men and women in the United 

States, accounting for 1 in every 4 deaths.1  

Coronary heart disease costs the US approximately 

$108.9 billion each year.1 Healthy Hearts Northwest 

(H2N) is part of a three-year national initiative called 

EvidenceNOW, funded by the Agency for 

Healthcare Research & Quality, aimed at improving 

cardiovascular health across the United States.  

Designed for small- to medium-sized primary care 

practices, H2N is an opportunity to build Quality 

Improvement (QI) infrastructure while working 

towards better heart health outcomes for patients.  

Each practice works with a Practice Facilitator to 

tailor the program for their specific needs, and 

receives 15 months of structured support.  

Facilitators help practices identify areas for 

improvement, and introduce practices to new ideas, 

tools, and methods while guiding them to integrate 

a comprehensive QI structure into the existing 

framework of their medical practice. 
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Project Support  

• Better outcomes for patients 

H2N is an opportunity to improve the health of your  

patients and community by focusing on heart 

disease, the leading cause of death in the US.   
 

• Better outcomes for practices and providers 

H2N is designed to break the cycle of limited 

bandwidth by addressing practices’ capacity for 

improvement. Improved knowledge, streamlined 

workflows, and better data access are a few ways 

H2N will help primary care practices deliver better 

care to patients.  
 

• Better outcomes for primary care 

The small primary care practice is at the center of 

our Nation’s healthcare system, and it is where most 

people receive care.  H2N is helping to equip more 

doctors with the latest clinical evidence and the 

tools needed to apply it to their practice.  

Practice Quotes 

There are 94 Oregon 

practices enrolled in 

H2N across seven 

regions, each 

represented by an H2N 

practice facilitator. 

Practice 

Demographics 

• 35 practices in urban 

and 59 in rural areas 

• 58 system-based  

practices and 36 

independent 

practices 

• 63 PCPCH-certified 

practices 

• 43% of practices 

designated as  a 

medically 

underserved  area  

• 5 providers per 

practice on average 

• 924 average patient 

panel size for full-time 

providers 

 

Elements of QI Support Content 

Health IT assessment & 

support 

• Assistance and support in the development  

and validation of  practice-level  and panel-

level CQM reports 

• Optimization of clinical decision support 

• Delivery of benchmarking reports from 

national, regional, and local comparisons 

Practice facilitation 

• Regular technical assistance on QI 

methodology, tools, and strategies 

• ≥8 on-site practice visits over 15 months, 

monthly phone calls, and ad hoc practice 

facilitation availability for needed support 

Training on cardiovascular risk 

calculators & collaborative 

learning through site visits 

• Clinically focused learning opportunities for 

care teams to address common issues in 

CVD population management 

• Collaborative learning by visiting peers’ 

clinics 

Shared learning through 

webinars & office hours 

• Interactive webinars  

• Office hours opportunities with clinical 

experts 

• Shared tools and resources between 

participating sites  

• “This is an excellent opportunity to improve health outcomes for our 

county.” (Clinician) 
 

• “In the past we provided data that wasn’t particularly useful or 

actionable.  It didn’t have a lot of meaning for the providers.  We are 

hoping to change that through this project.” (Practice Manager) 
 

• “This project gives us a jumpstart, and re-boosts our energy.” 

(Practice Manager) 
 

• “Providers are generally going to know the recommendations, but we 

want to break it down so everyone on the team knows what they are 

looking for, what they are doing, and why.” (Clinician) 
 

• “What a blessing to get to do this work that will shape [our] knowledge 

and capacity.” (Practice Manager) 
 

• “For every adult that walks in here, we, as a team, need to be thinking 

about the ABCS measures”… “It’s not the driver that ultimately wins 

the race, it’s the pit crew.” (Clinician) 
 

• “QI has not taken root or been sustainable with us providers in the 

past because we do not trust our data.” (Clinician) 
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