Field Notes
Overview

The District of Columbia Department of Health (DC DOH)—inspired by the
National Million Hearts® initiative—established the DC Million Hearts program
in 2013. The program was a collaborative that brought together multiple
public and private organizations. The collaborative includes national and
regional organizations, local health care systems, academic organizations,
and community organizations that work toward the ultimate goal of reducing
morbidity and mortality caused by heart disease among residents in
Washington, DC.

Program Components

Problem:

When the DC Million Hearts
program launched in 2013, heart
disease was the leading cause of
death among adults in Washington,
DC. Nearly 30% of adults reported
having high blood pressure—a key
risk factor for heart disease.1

Program:
The DC Million Hearts program
sought to reduce morbidity and
mortality caused by heart disease
among residents in Washington,
DC, by convening public and
private partner organizations
representing multiple sectors,
conducting population-level
monitoring of key measures
related to heart disease, and
supporting QI and promising
practices in chronic disease
prevention and management.

For more information please
contact
Centers for Disease Control
and Prevention
1600 Clifton Road NE Atlanta, GA
30333
Telephone: 1-800-CDC-INFO
(232-4636)
/TTY: 1-888-232-6348
E-mail: cdcinfo@cdc.gov
Web: http://www.cdc.gov

Core Component

Desciption

Convene
Partners

The DC Million Hearts program served as a partnership
between multiple public and private organizations
working to achieve program goals. DC DOH used a
learning collaborative approach to convene partners
across multiple sectors, bringing together clinical,
community, and public health partners. The learning
collaborative approach consists of monthly collaborative
meetings that provide partners the opportunity to
share information and resources on quality
improvement (QI) activities that align with DC Million
Hearts goals and objectives.

Conduct
Population
Level
Monitoring

Local health care systems reported key measures (e.g.,
number and percentage of patients identified as
hypertensive, number and percentage of patients with
blood pressure less than 140/90 mm/Hg) related to
heart disease and diabetes to DC DOH. Upon receipt,
DC DOH staff members compiled the data and created
broad, population-level monitoring indicators used to
track program progress.
DC DOH supported QI through the following activities:

Support QI

Collaborated with partners to provide 8 trainings on
QI to local health care systems.
Administered 13 grants (ranging from less than
$5,000 to more than $75,000) to partners to support
the planning of QI interventions and promising
practices designed to promote quality care among
individuals with heart disease and diabetes risk
factors.
Provided resources, tools, guidance, and assistance
to help partners put into action QI interventions
designed to provide high quality care to those with
heart disease and diabetes risk factors. Resources
include the American Medical Group Foundation’s
Measure Up, Pressure Down program and the
American Heart Association’s Check It,
Change It tool.

Intended Participants
The DC Million Hearts program targets public and private organizations with
missions, goals, and services that align with program goals. As of October
2015, 16 external partner organizations were engaged in the program: 2
academic organizations, 5 local health care systems, 6 community
organizations and programs, and 3 national and regional organizations.
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Short-Term Outcomes
Enhanced partnerships and
collaboration among DC DOH
and partners.
Increased capacity to monitor
population-level measures
related to heart disease.
Increased implementation of
QI interventions.

Intermediate Outcomes
Improved management of
heart disease risk factors at
the District level.

Long-Term Outcomes
Reduced morbidity and
mortality due to heart disease.
Figure 1. Expected Outcomes of
the DC Million Hearts Program

Reach and Impact

Goals & Expected Outcomes
The DC Million Hearts program aims to reduce morbidity and mortality
caused by heart disease among residents in DC by convening partners,
conducting population-level monitoring, and supporting QI. Together, DC
DOH and partners work to achieve the outcomes presented in Figure 1.

Progress Toward Implementation
In 2011, the Delmarva Foundation, the Quality Improvement Organization
(QIO) for providers, and health care systems in the Washington, DC, metropolitan region, developed and implemented Million Hearts-related collaborative networks. In 2013, DC DOH took the lead on the district-wide Million
Hearts efforts in partnership with the Delmarva Foundation. This effort
became known as the DC Million Hearts program. Although DC DOH organizes and facilitates the DC Million Hearts program—at its core—the program is
a collaborative made up of multiple public and private organizations.

Community Involvement
DC DOH’s connection to the community is accomplished through engaging organizations representing
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Key findings from an enhanced evaluability assessment2 of the DC Million
Hearts program revealed the following:

C Milli
on He
arts

Partn

er

DC DOH increased the number of partners engaged in the program from 6 organizations in
2013 to 16 in 2015.
The number of local health care clinics represented in DC Million Hearts’ population-level monitoring dataset more
than doubled over the first 2 years of the program. The dataset accounted for approximately 40% of health care
clinics in Washington, DC, by October 20153 compared with 17% in 2013.
DC Million Hearts partners carried out numerous interventions that promoted quality
care among patients at risk for heart disease. The specific QI interventions implemented varied
considerably among partners. Examples included modifications to electronic health records (EHR) systems to allow
providers to improve patient tracking and promotion of evidence-based chronic disease prevention and management
programs.
Aggregate data submitted by DC DOH partners for 20 health centers showed that in 2013, 53.8% of patients with
hypertension had controlled blood pressure. By 2014, this had improved by nearly 10%, with 63.2% of patients with
hypertension having controlled blood pressure.
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DC DOH identified 51 health care clinics in the District through a needs assessment conducted in 2013.

