
















11. Blood Lipid Therapy and Control 

Proportion of patients who meet current LDL-C treatment targets OR who are prescribed ≥1 lipid-lowering medications at 
maximum tolerated dose 

Accountability/Public Reporting and Internal Quality Improvement 
Numerator  

Patients whose most recent LDL-C was: 
Less than 190 mg/dL (women) (if <2 of the risk factors* below are present or global risk is low 
[<10%]) OR 
Less than 160 mg/dL (men) (if <2 of the risk factors below are present or global risk is low [<10%]) 
OR 
Less than 130 mg/dL (if ≥2 of the risk factors below are present or global risk is intermediate [10% 
to 20%]) OR 
Less than 100 mg/dL (if global risk is high [>20%]) OR  
Who were prescribed ≥1 lipid-lowering medications at the maximum tolerated dose. 

 

Risk factors*: 
Age ≥45 years (men) or ≥55 years (women) 
Low HDL-C (<40 mg/dL in men, <50 mg/dL in women)  
Diabetes 
Current cigarette smoking  
Hypertension (untreated systolic BP ≥140 mm Hg or diastolic BP ≥90 mm Hg, or taking 
antihypertensive medication) 
Family history of premature CHD (CHD in male first-degree relative <55 years of age; CHD in 
female first-degree relative <65 years of age)  

 
NOTE: Global risk categories: <10% (low risk), 10% to 20% (intermediate risk), >20% (high risk) 
based on Framingham algorithm
Accountability/Public Reporting and Internal Quality Improvement 

Denominator  
All patients 18 to 80 years of age at the start of the measurement period who have a lipid profile and risk 
factor assessment documented within the measurement period.  

Excluded Populations:
Patients with any other vascular disease that would be considered CHD equivalents, including 
peripheral arterial disease, carotid artery disease, and abdominal aortic aneurysm. 
Medical reasons(s) documented by a physician, nurse practitioner, or physician assistant for not 
prescribing or not titrating a lipid-lowering medication (eg, allergy, adverse effects, poor adherence, 
comorbidities, or other medical reason). 
Documented patient reason(s) for not prescribing a lipid-lowering medication (eg, economic, social, 
or religious impediments, or other reason for refusal to take lipid-lowering agents). 

Period of Assessment Measurement year 

Sources of Data Prospective flow sheet, retrospective medical record review, electronic medical record  

Rationale 

The basic principle that guides cholesterol-lowering intervention is that the intensity of treatment is directly related to the degree of 
risk for CHD events.25 For persons with higher LDL-C (≥130 mg/dL), clinical trials document the efficacy of LDL lowering to reduce 
risk for CHD in primary prevention (A1, B1), particularly when LDL-C levels are reduced to <130 mg/dL (A1).25 Adult Treatment 
Panel III [ATP III], page 3200). 

Clinical Recommendation(s) 

AHA Guidelines for Primary Prevention of Cardiovascular Disease and Stroke: 2002 Update22

Primary goal: LDL-C <160 mg/dL if ≤1 risk factor is present; LDL-C <130 mg/dL if ≥2 risk factors are present and 10-year CHD 
risk is <20%; or LDL-C <100 mg/dL if ≥2 risk factors are present and 10-year CHD risk is ≥20%.  
Secondary goals (if LDL-C is at goal range): If triglycerides are >200 mg/dL, then use non-HDL-C as a secondary goal: non-HDL-
C <190 mg/dL for ≤1 risk factor; non-HDL-C <160 mg/dL for ≥2 risk factors and 10-year CHD risk ≤20%; non-HDL-C <130 mg/dL 
for ≥2 risk factors and 10-year CHD risk >20%.  
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Treatment Panel III)27

 
Management of LDL Cholesterol in Persons Beginning With 10-Year Risk Assessment27

 
10-Year Risk  LDL Goal LDL Level at Which 

to Initiate TLC 
LDL Level at Which to Consider 
Drug Therapy (After TLC) 

>20%  <100 mg/dL ≥100 mg/dL Start drug therapy simultaneously with 
dietary therapy 

10%–20%  <130 mg/dL ≥130 mg/dL ≥130 mg/dL 
<10%: Multiple (2+) 
risk factors 

<130 mg/dL ≥130 mg/dL ≥160 mg/dL 

0–1 risk factor  <160 mg/dL  >160 mg/dL >190 mg/dL† 
 
Evidence-Based Guidelines for Cardiovascular Disease Prevention in Women: 2007 Update25  

� Utilize LDL-C–lowering therapy if LDL-C level is ≥130 mg/dL with lifestyle therapy and there are multiple risk factors 
and 10-year absolute risk of 10% to 20% (Class I, Level of Evidence B).  

� Utilize LDL-C–lowering therapy if LDL-C level is ≥160 mg/dL with lifestyle therapy and multiple risk factors, even if 10-
year absolute risk is <10% (Class I, Level of Evidence B).  

� Utilize LDL-C–lowering therapy if LDL-C is ≥190 mg/dL regardless of the presence or absence of other risk factors or 
CVD on lifestyle therapy (Class I, Level of Evidence B). 

Method of Reporting 

Per Patient: 
Whether the patient is at LDL-C target (as specified by ATP III) or is undergoing intensive lipid-lowering therapy. 

Per Patient Population:  
Percentage of eligible patients at LDL-C targets (as specified by ATP III) or who are undergoing intensive therapy. 

Challenges to Implementation  

Patient characteristics, including severity of the dyslipidemia, comorbidities, response to therapy, and adherence to therapy, 
preclude attainment of ATP III goals in all patients. Achievement of control among 80% of patients for a given provider should be 
the goal for this measure. 
Goal attainment and intensity of therapy may be difficult to extract from routine office records, and patient eligibility for this 
measure may be difficult to determine owing to the complexity of the data elements needed for appropriate risk stratification (eg, 
complete risk factor data, LDL-C levels, age, gender, exclusion of CHD equivalents). 
Sample sizes may preclude reporting of reliable performance estimates, particularly at the clinician level. 

*Subtract 1 risk factor, if HDL-C ≥60 mg /dL. †Drug therapy optional for LDL-C 160 to 189 mg/dL (after dietary therapy). 
TLC indicates therapeutic lifestyle changes. 

Third Report of the NCEP Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult 
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12. Global Risk Estimation 

Use of a multivariable risk score to estimate a patient’s absolute risk for development of CHD 

Internal Quality Improvement Only – This measure is not suitable for Accountability/Public 
Reporting Numerator  
Patients for whom 10-year risk of CHD (assessed with a multiple risk score*) is recorded at least 
once in the past 5 years.

Internal Quality Improvement Only – This measure is not suitable for Accountability/Public 
Reporting  Denominator  
All men 35 to 80 years of age and women 45 to 80 years of age at the start of the measurement 
period who are free of CHD at the start of the measurement period who have at least 1 of the 
following risk factors: 

Diabetes 
Current cigarette smoking 
Hypertension (untreated systolic BP ≥140 mm Hg or diastolic BP ≥90 mm Hg, or taking 
antihypertensive medication) 
Elevated total cholesterol (≥240 mg/dL) or LDL-C (≥130 mg/dL) 
Low HDL-C (<40 mg/dL in men, <50 mg/dL in women) 
Family history of premature CHD (CHD in male first-degree relative <55 years of age; CHD in 
female first-degree relative <65 years of age) 

Excluded populations:
Patients older than the upper limit of age allowed in risk-assessment tool calculation (varies 
depending on risk score used).

Period of Assessment Five-year measurement period 

Sources of Data Prospective flow sheet, retrospective medical record review, electronic medical record 

Rationale 

Current clinical practice guidelines emphasize matching the intensity of prevention efforts to the absolute risk for development of 
CVD. To estimate absolute risk for disease among asymptomatic individuals, multivariable risk prediction equations, or risk scores, 
have been developed. These risk scores typically include established risk factors such as age, sex, total cholesterol (and sometimes 
LDL-C) levels, HDL-C levels, systolic (and sometimes diastolic) BP level, diabetes status, and smoking status. Multivariable risk 
scores tend to estimate and quantify predicted risk more accurately than schemes based solely on risk factor counting. Clinical practice 
guidelines have incorporated absolute risk estimation using multivariable risk scores into algorithms for decision making with regard to 
treatment for primary prevention of CVD. Immediate drug therapy with lipid-lowering agents and/or aspirin is recommended for 
patients with absolute risk estimates above certain thresholds. To determine whether a patient exceeds treatment thresholds, 
measurement of component risk factors and use of a multivariable risk equation are needed. This measure was limited to men ≥35 years 
of age and women ≥45 years of age to be consistent with current lipid guidelines and to reflect the fact that 10-year risk estimates for 
CVD are universally low in younger men and women, which indicates that they would not reach treatment thresholds. Other methods 
for longer-term and lifetime risk estimation in younger adults at low short-term risk are discussed in the text. 

Clinical Recommendation(s) 

AHA Guidelines for Primary Prevention of Cardiovascular Disease and Stroke: 2002 Update22

All adults ≥40 years of age should know their absolute risk of developing CHD.  
Goal: As low risk as possible. 
Recommendations: Every 5 years (or more frequently if risk factors change), adults, especially those ≥40 years of age or those with 
≥2 risk factors, should have their 10-year risk of CHD assessed with a multiple risk score. Risk factors used in global risk assessment 
include age, sex, smoking status, systolic (and sometimes diastolic) BP, total (and sometimes LDL) cholesterol, HDL-C,12,28 and in 
some risk scores, diabetes.29,30 Persons with diabetes or 10-year risk >20% can be considered at a level of risk similar to a patient with 
established cardiovascular disease (CHD risk equivalent). Equations for calculation of 10-year stroke risk are also available. 
 
AHA Guideline: Evidence-Based Guidelines for Cardiovascular Disease Prevention in Women: 2007 Update25  
The 2004 guidelines emphasized the importance of recognizing the spectrum of CVD and thus classified women as being at high risk, 
intermediate risk, lower risk, and optimal risk. Classification was based on clinical criteria and/or the Framingham global risk score.50 
These criteria are still used to help guide lipid therapy. The 2007 update recommends a scheme for a general approach to the female 
patient that classifies her as at high risk, at risk, or at optimal risk. ... Healthcare providers should take several factors into consideration, 
including medical and lifestyle history, Framingham risk score, family history of CVD, and other genetic conditions (eg, familial 
hypercholesterolemia), as they make decisions about the aggressiveness of preventive therapy. 
 
Third Report of the NCEP Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (ATP III)27  
The guiding principle of ATP III is that the intensity of LDL-lowering therapy should be adjusted to the individual’s absolute risk for 
CHD. … ATP III’s primary approach to risk assessment for persons without CHD or CHD risk equivalents is to count the number of 
major risk factors for CHD. For persons with multiple (2+) risk factors, a second step is to carry out 10-year risk assessment for CHD. 
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There are 2 essential reasons for estimating 10-year risk in persons with multiple risk factors: (a) to identify those who have a 10-year 
risk >20% (CHD risk equivalent), and (b) to identify those with borderline high LDL-C who have a 10-year risk of 10% to 20%. Both 
groups are candidates for more intensive LDL-lowering therapy than was recommended in ATP II. An alternative approach, which 
gives similar though not identical results, is to begin with 10-year risk assessment, followed by counting of risk factors in persons with 
a 10-year risk for CHD <10%. This sequence is recommended by advocates of “global risk assessment.” The sequence of risk 
assessment depends on personal choice. It should be noted that beginning with 10-year risk assessment is consistent with approaches 
recently proposed in other guidelines…. It should be noted that the Framingham equations for 10-year CHD risk are not intended to be 
used to track changes in risk over time as risk factors are modified. The 10-year risk calculation is intended to be performed at the 
outset to help guide decisions about the intensity of therapy. 
 
The Guide to Clinical Preventive Services: Recommendations of the USPSTF23  

Decisions about aspirin therapy should take into account overall risk for coronary heart disease. Risk assessment should include 
asking about the presence and severity of the following risk factors: age, sex, diabetes, elevated total cholesterol levels, low levels 
of HDL-C, elevated BP, family history (in younger adults), and smoking. Tools that incorporate specific information on multiple 
risk factors provide more accurate estimation of cardiovascular risk than categorizations based simply on counting the numbers of 
risk factors.  
Clinicians should consider the patient’s overall cardiovascular risk profile … in making treatment decisions [regarding 
hypertension]. 
Treatment decisions should take into account overall risk of heart disease rather than lipid levels alone. Overall risk assessment 
should include the presence and severity of the following risk factors: age, gender, diabetes, elevated blood pressure, family 
history (in younger adults), and smoking. 

 
European Guidelines on Cardiovascular Disease Prevention in Clinical Practice: Third Joint Task Force of European and Other 
Societies on Cardiovascular Disease Prevention in Clinical Practice24  
In asymptomatic, apparently healthy subjects, preventive actions should be guided in accordance with the total CVD risk level. 
Practitioners should use total CVD risk estimates when decisions are taken to intensify preventive actions, that is, when dietary advice 
should be more specified, when the physical activity prescription should be more individualized, when drugs should be prescribed, 
dosages adapted or combinations started to control risk factors; these decisions should usually not be based on the level of any one risk 
factor alone; neither should they be linked to only one arbitrary cut point from the continuous total CVD risk distribution. 

Method of Reporting 

Per Patient: 
Whether or not the patient’s estimated absolute risk for CVD was documented. 
 
Per Patient Population:
Percentage of patients for whom absolute CVD risk was estimated during the measurement period. 

Challenges to Implementation  

There are several validated multivariable risk scores available, including the following: 
1) The current Framingham risk score50 (Appendix F) for prediction of 10-year risk for all CHD events (incident angina 

pectoris, coronary insufficiency, myocardial infarction, and CHD death);  
2) The ATP III Risk Assessment Tool27 (online at http://hp2010.nhlbihin.net/atpiii/calculator.asp?usertype=prof; downloadable 

version for desktop or Palm at http://hp2010.nhlbihin.net/atpiii/riskcalc.htm) for prediction of 10-year risk for hard CHD 
events (incident nonfatal myocardial infarction or CHD death); 

3) The European HeartScore Programme52 (online at http://www.heartscore.org) for prediction of 10-year risk for all fatal 
atherosclerotic CVD events. 

4) Reynolds Risk Score for CVD risk estimation in women53 
 

It is unclear at present whether 1 risk score should be favored over another. Practitioners may wish to use a risk score that 
has been derived or validated in a population similar to their patient population or one that is tailored to the outcomes for 
which an individual patient may be at risk. 
 

The established CVD risk factors, when combined into multivariable risk scores, provide excellent discrimination of those at higher 
risk for CVD and CHD. However, the precision of the absolute risk estimate (ie, calibration) derived from multivariable models is 
known to vary from population to population. Models such as the Framingham risk score provide excellent discrimination and 
calibration for most white and black populations studied to date. Framingham risk equations tend to overestimate the actual risk in 
Hispanic-American and Asian-American populations studied to date. It is recommended that risk equations be recalibrated for the 
population-specific rates of disease in the population to which they are being applied (compared with the source population, eg, 
Framingham) in order to provide more accurate calibration.99 These observations may have some impact on the utility of applying 
multivariable risk scores in clinical practice. 
Assessment and documentation of a global risk estimate for CVD or CHD requires that all of the component elements of the risk 
score were measured within a recent time frame. Recommendations regarding measurement of all risk score components (ie, 
smoking status, blood lipid measurement, BP measurement, diabetes screening) are found elsewhere in the document, and each 
recommendation falls within the recommended 5-year period of measurement for this performance measure. 
Sample sizes may preclude reporting of reliable performance estimates, particularly at the clinician level. 

*The ATP III global risk estimates are for hard CHD (excludes angina pectoris), whereas the 1998 Framingham scores that are in 
Appendix F are for total CHD, although a hard CHD percentage can be derived. Other risk scores (eg, the European SCORE or the 
Reynolds Risk Score) are for CVD (as opposed to CHD) and thus include stroke. 
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13. Aspirin Use 

Aspirin use in patients without clinical evidence of atherosclerotic disease who are at higher CVD risk 

Internal Quality Improvement Only—This measure is not suitable for Accountability/Public 
ReportingNumerator  
Patients who were advised to use aspirin. 

Internal Quality Improvement Only—This measure is not suitable for Accountability/Public 
ReportingDenominator  
All men age 35 to 80 years and women age 45 to 80 years at the start of the measurement period 
without clinical evidence of CVD but who are at higher CVD risk* (10-year CHD risk ≥20%). 

Excluded Populations:
Medical reasons(s) documented by a physician, nurse practitioner, or physician assistant for not 
advising aspirin use (eg, risk outweighs benefit, allergy, risk of bleeding, noncompliance, or other 
medical reason). 
Documented patient reason(s) for not advising aspirin use (eg, economic, social, or religious 
impediments, or other reason for refusal to take aspirin). 

Period of Assessment Measurement year 

Sources of Data Prospective flow sheet, retrospective medical record review, electronic medical record  

Rationale 

In patients without clinical atherosclerotic disease, the benefit-risk ratio for aspirin should be weighed carefully, because these patients 
are at lower baseline CVD risk than patients with known atherosclerotic disease, and aspirin increases the risk of bleeding 
(gastrointestinal bleeding and hemorrhagic stroke). The updated USPSTF statement provides an algorithm that clinicians may use to 
assess the potential benefits and risks of aspirin therapy.100 There has been little or no benefit for aspirin in reducing CVD death or all-
cause death in patients without atherosclerotic disease (men or women).57,58 Clinical trials in patients without established atherosclerotic 
disease have shown that in men, aspirin reduces the risk of myocardial infarction but not stroke, and in women, aspirin reduces the risk 
of stroke but not myocardial infarction.63 The use of aspirin for prevention of CVD in patients with diabetes mellitus or peripheral 
artery disease remains unclear.60 There has been little or no benefit for aspirin in reducing CVD death or all-cause death in patients 
without atherosclerotic disease (men or women).63 Given these considerations, the Writing Committee recommends this as a quality 
improvement measure instead of a performance measure at this time.  
 
Aspirin dosage: Current guidelines offer mixed recommendations regarding the dose of aspirin, ranging from not mentioning the 
dose101 to advocating doses up to 325 mg/d.25 Currently available data support the use of doses of 75 to 160 mg/d, because these doses 
are as effective for CVD prevention and are associated with lower bleeding rates than higher doses.66 Clinical practices may want to 
consider recording the dose of aspirin used for tracking purposes. 

Clinical Recommendation(s) 

AHA Guidelines for Primary Prevention of Cardiovascular Disease and Stroke 2002 Update22

Low-dose aspirin in persons at higher CHD risk (especially those with 10-year risk of CHD ≥10%).  
 
USPSTF: Aspirin for the Primary Prevention of Cardiovascular Events101

The USPSTF concluded that the balance of benefits and harms is most favorable in patients at high risk for CHD (those with a 3-year 
risk ≥3% [ie, 10-year risk ≥6%]) but is also influenced by patient preferences.  
 
USPSTF: Aspirin for the Prevention of Cardiovascular Disease100

This recent statement from the USPSTF provides an algorithm to estimate the benefit-risk ratio for aspirin use. 
 
Evidence-Based Guidelines for Cardiovascular Disease Prevention in Women: 2007 Update25  
Class I 
Aspirin therapy (75–325 mg/d) should be used in high-risk women (established CHD, CVD, peripheral arterial disease, abdominal 
aortic aneurysm, chronic renal disease, diabetes, or 10-year risk >20%) unless contraindicated (Level of Evidence: A).  
If a high-risk woman is intolerant of aspirin therapy, clopidogrel should be substituted (Level of Evidence: B). 
 

AHA/ADA Statement: Primary Prevention of Cardiovascular Disease in Patients With Diabetes Mellitus102  
Aspirin therapy 75 to 162 mg/d should be recommended as a primary prevention strategy in those with diabetes at increased 
cardiovascular risk, including those who are >40 years of age or who have additional risk factors (family history of CVD, hypertension, 
smoking, dyslipidemia, or albuminuria). People with aspirin allergy, bleeding tendency, existing anticoagulant therapy, recent 
gastrointestinal bleeding, and clinically active hepatic disease are not candidates for aspirin therapy. Other antiplatelet agents may be a 
reasonable alternative for patients with high risk. 

Method of Reporting 

Per patient: 
Whether or not patient is advised to use aspirin.  
 
Per patient population: 
Percentage of all eligible patients who are at higher CVD risk (eg, men with 10-year CHD risk of ≥20%) who were advised to use 
aspirin.  

Challenges to Implementation  

This measure relies on determining 10-year CHD risk by global risk assessment with ATP III guidelines; however, other scores for 
assessing global risk may be used.  
Aspirin is an over-the-counter medication, and its use may not be extractable from administrative data, because it may not be 
documented in the medical record. Clinical practices should consider improving their documentation for over-the-counter 
medications such as aspirin if documentation is poor.  
Sample sizes may preclude reporting of reliable performance estimates, particularly at the clinician level. 

*CHD risk scores obtained from Adult Treatment Panel III (ATP III) guidelines27; other global risk scores may be substituted (see 
Measure 12. Global Risk Estimation). 
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Appendix E 
 

Sample Prospective Data Collection Flow Sheet 

American College of Cardiology Foundation and American Heart Association   
Primary Prevention of Cardiovascular Disease Performance Measurement Set 

 
Today’s Date _____/ ______/ ___                                                                                          Date of  last visit _____/ ______/ ______ 

 
Patient Name or Code  ___________________________                                                                       Birth Date  ______ / ______ / ______   

         
Medical History  
 
Age:  ____  years 

 

*†‡Family History of 
 Premature CHD: ____  (Y/N) 
 
 (CHD in male first-degree relative <55 
years; CHD in female first-degree relative 
<65 years) 

*†‡Diabetes: ____ (Y/N) 
 
  

Gender: 
Male 
Female 

Check below if patient is: 
†Age  45 or older and male 

†Age 55 or older and female 

Optional   
Chronic renal   
disease:  ____  (Y/N) 
 
(Glomerular filtration rate < 60 
mL/min/1.73 m2.) 

*†‡Hypertension: ____ (Y/N) 
 
 (Systolic BP of 140 mm Hg or greater or a 
diastolic BP of 90 mm Hg or greater on at 
least three occasions, or both, or taking 
anti-hypertensive medication.) 

Vascular Disease: ____ (Y/N) 
 
(Peripheral arterial disease, carotid artery 
disease, or abdominal aortic aneurysm) 

Lifestyle Factors(complete for all patients)   
Tobacco  Use:          

Date quit: ____/_ year) 

oker  
                                                 

Interventi o

        (eg, bupropion, varenicline, nicotine patches, gum, or lozenges) 
____________________ 

Never smoked   
Former smoker 
____ (month, if known/

*‡†Current sm
   
 

on: C mplete if patient is current smoker: 
Patient was advised to quit smoking 
Referred for smoking cessation counseling 
Medication prescribed: _______________________________________ 

   
Other _________________________________

 

Physical Activity:  
(Intensity, frequency, and duration of exercise daily/weekly):  
_______________________________________________________________________ 
_______________________________________________________________________ 
 
Goal: At least 30 minutes of moderate-intensity physical activity (such as brisk walking) 
on most (and preferably all) days of the week. 
 
Patient reports usually meeting the physical activity goal: 

 Yes
No 

 
If no, was en d to increase physical activity to reach goal?  pati t advise

Yes 
No 

Optional o o Secondhand Tobacco Smoke:Exp sure t
(Someone om at work smokes in presence of patient) 

Yes 
No 

 at h e or 

 

Optional  Alcohol Use:
Never            

 
  
 1–2 drinks/day            

 
1 drink = 4 oz wine, 2 oz spirits, or 1 beer  

  >2 drinks per day 

Diet Assessment: 
Was the patient’s usual diet discussed? 

Optional Global Risk Estimation (Complete for all men age 35 and over and all 
women age 45 and over with at least 1 of the risk factors marked with an asterisk [*]). 

Optional  Aspirin ≥10% OR (Complete if patient is male with 10-year CHD risk of 
female with 1 r 0-yea CHD risk of ≥20%) 

 
0-year CHD risk =  ______ %  1

(from worksheet  in Appendix F)  (Also available at: 
http://www.framinghamheartstudy.org/risk/coronary.html) 
 

 
d to use aspirin (preferably low dose) 

 

__________________________________________________ 

______________________  
 

Patient advise

Medical or patient reason(s) for not advising aspirin use (MD, DO, NP, 
or PA only): 
_______

 
___________________________________

Cardiac Medications (antihypertensives, lipid-lowe g medications, and aspirin; smoking cessation medications) rin
Name osage hen taken eason taken (e.g., high blood pressure) D W R
    
    
    
    
Allergies: 
 

SAMPLE
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Physical Exam Findings 
Height: ____ inches 
 

lood Pressure:  ___/____ mm Hg 
 

B

Weight: _____ lbs. Medical or patient reason(s) BP could not be measured (MD, DO, NP, or PA only):  

 
 

BMI:  __
(from ta

___ kg/m2  

ble) 

Waist  
Circumference: _____ inches 

Medical or patient reason(s) that height and/or weight and waist circumference could not be 

__________________________________________________________________ 

plete i  is 0/90 mm Hg:
wo or more antihypertensive medications prescribed? 

 
 

Medical or patient reason(s) no (or only 1) antihypertensive medication ordered 
(MD, DO, NP, or PA only): 

  __ ___ ___________________ measured (MD, DO, NP, or PA only): 
____
 

Com
T

f BP  > 14

Yes 
No 

____ _______________________________
 

_Diet uns ents)    Co eling (Complete for all pati
 
Goal:  ov

s, poultry, and lean meats.  
Limit salt intake  
Limit alcohol intake (≤2 drinks/d in men, ≤1 drink/d in women) among those 

 

 
Specific dietary recommendations (e.g., no added salt, decrease 

creased cholesterol intake): 
____________________________________________________ 

__ 
   

o nutritionist or dietician  

Diet discussed with patient and literature/brochure provided 

An erall healthy eating pattern: 
Lots of fruits, vegetables,  
Whole grains,  
Low-fat or nonfat dairy products, 
Fish, legume

who drink. Referred  t
 

Patient was advised to eat a healthy diet 

saturated fat, diabetic or DASH diet, de

__________________________________________________

Weight Mana ment (Complete if BMI >30 kg/mge 2 OR waist circumference >40 inches in men or >35 inches in women.)   

 
_________________________________________________________________ 

(e.g., reducing calorie intake, increasing physical activity)  
 

Patient was advised to lose weight 

Specific recommendations: _______________________________________________

Referred to weight management specialist or program, e.g., nutritionist or dietician 
Medical reason(s) that weight management counseling was not provided (MD, DO, NP, or PA only): 
 
 
Fasting Lipid Profile (Complete for all men age 35 age 45 and over with at least 1 of the risk factors m ‡ under medical history in first  and over and all women arked with a 
section) 

Results Check all t  aphat ply: 
Total cholesterol:  ______ mg/dL 
 * *Total cholesterol is ≥240 mg/dL)

LDL-C: ______ mg/dL 
 

LDL-C is ≥130 mg/dL* 

 
 
Enter date of most recent fasting lipid profile:  

HDL-C:  ______ mg/dL 
 HDL-C is <40 mg/dL if patient is male OR 

<50 mg/dL if patient is female† 

___/___/_____ 
 
 

Medi pcal or atient reason(s) that fasting lipid profile was not performed (MD, DO, NP, or PA only): 
 
 
Blood pid Li  Management 
(complete if LDL-C is: 

Greater than or equal to 190 mg/dL (women) [and <2 of the risk factors marked with† under medical history above are present or global risk is low (<10%)] OR 
reater than or equal to 160 mg/dL (men) [and <2 of the risk factors mG arked with† under medical history above are present or global risk is low ( <10%)] OR 
reater than or equal to 130 mg/dL [and ≥2 of the risk factors marked with† under medical history above are present or global risk is intermediate (10% to 20%)] OR G
reater than or equal to 100 mg/dL [and global risk is high (>20%)] G

NOTE: Subtract 1 risk factor† if HDL-C ≥60 mg/dL 
At lea

 
Medical or patient reason(s) no lipid-lowering  medication was prescribed (MD, DO, NP, or PA only):  
______________________________________________________________________________________________________________________________________  

 

st 1 lipid-lowering medication prescribed at maximum tolerated dose?  
Yes 
No 

NOTE: Items marked “optional” are for internal quality improvement only. 
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CHD score sheet for men using total cholesterol or LDL-C categories. Uses age, total cholesterol (or LDL-C), HDL-C, blood
pressure, diabetes, and smoking. Estimates risk for CHD over a period of 10 years based on Framingham experience in men
30 to 74 years of age at baseline. Average risk estimates are based on typical Framingham subjects, and estimates of ideal-
ized risk are based on optimal blood pressure, total cholesterol 160 to 199 mg/dL (or LDL-C 100 to 129 mg/dL), HDL-C of 45
mg/dL in men, no diabetes, and no smoking. Use of the LDL-C categories is appropriate when fasting LDL-C measurements
are available. Risk estimates were derived from the experience of the Framingham Heart Study, a predominantly white popu-
lation in Massachusetts.

CHD indicates cardiovascular heart diease; chol, cholesterol; HDL-C, high-density lipoprotein cholesterol; LDL-C,
low-density lipoprotein cholesterol; and Pts, patients.

Adapted from Wilson et al,50 with permission from Lippincott Williams & Wilkins. Copyright 1998, American Heart Association.
*Hard CHD events exclude angina pectoris.
**Low risk was calculated for a person the same age, optimal blood pressure, LDL-C 100 –129 mg/dL or cholesterol

160 –199 mg/dL. HDL-C 45 mg/dL for men or 55 mg/dL for women, nonsmoker, no diabetes.
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Reprinted from NIH Publication No. 00-4084.103

 BMI Table 
BMI 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52 53 54

Height 
(inches) Body Weight (lb) 

58 91 96 100 105 110 115 119 124 129 134 138 143 148 153 158 162 167 172 177 181 186 191 196 201 205 210 215 220 224 229 234 239 244 248 253 258

59 94 99 104 109 114 119 124 128 133 138 143 148 153 158 163 168 173 178 183 188 193 198 203 208 212 217 222 227 232 237 242 247 252 257 262 267

60 97 102 107 112 118 123 128 133 138 143 148 153 158 163 168 174 179 184 189 194 199 204 209 215 220 225 230 235 240 245 250 255 261 266 271 276

61 100 106 111 116 122 127 132 137 143 148 153 158 164 169 174 180 185 190 195 201 206 211 217 222 227 232 238 243 248 254 259 264 269 275 280 285

62 104 109 115 120 126 131 136 142 147 153 158 164 169 175 180 186 191 196 202 207 213 218 224 229 235 240 246 251 256 262 267 273 278 284 289 295

63 107 113 118 124 130 135 141 146 152 158 163 169 175 180 186 191 197 203 208 214 220 225 231 237 242 248 254 259 265 270 278 282 287 293 299 304

64 110 116 122 128 134 140 145 151 157 163 169 174 180 186 192 197 204 209 215 221 227 232 238 244 250 256 262 267 273 279 285 291 296 302 308 314

65 114 120 126 132 138 144 150 156 162 168 174 180 186 192 198 204 210 216 222 228 234 240 246 252 258 264 270 276 282 288 294 300 306 312 318 324

66 118 124 130 136 142 148 155 161 167 173 179 186 192 198 204 210 216 223 229 235 241 247 253 260 266 272 278 284 291 297 303 309 315 322 328 334

67 121 127 134 140 146 153 159 166 172 178 185 191 198 204 211 217 223 230 236 242 249 255 261 268 274 280 287 293 299 306 312 319 325 331 338 344

68 125 131 138 144 151 158 164 171 177 184 190 197 203 210 216 223 230 236 243 249 256 262 269 276 282 289 295 302 308 315 322 328 335 341 348 354

69 128 135 142 149 155 162 169 176 182 189 196 203 209 216 223 230 236 243 250 257 263 270 277 284 291 297 304 311 318 324 331 338 345 351 358 365

70 132 139 146 153 160 167 174 181 188 195 202 209 216 222 229 236 243 250 257 264 271 278 285 292 299 306 313 320 327 334 341 348 355 362 369 376

71 136 143 150 157 165 172 179 186 193 200 208 215 222 229 236 243 250 257 265 272 279 286 293 301 308 315 322 329 338 343 351 358 365 372 379 386

72 140 147 154 162 169 177 184 191 199 206 213 221 228 235 242 250 258 265 272 279 287 294 302 309 316 324 331 338 346 353 361 368 375 383 390 397

73 144 151 159 166 174 182 189 197 204 212 219 227 235 242 250 257 265 272 280 288 295 302 310 318 325 333 340 348 355 363 371 378 386 393 401 408

74 148 155 163 171 179 186 194 202 210 218 225 233 241 249 256 264 272 280 287 295 303 311 319 326 334 342 350 358 365 373 381 389 396 404 412 420

75 152 160 168 176 184 192 200 208 216 224 232 240 248 256 264 272 279 287 295 303 311 319 327 335 343 351 359 367 375 383 391 399 407 415 423 431

76 156 164 172 180 189 197 205 213 221 230 238 246 254 263 271 279 287 295 304 312 320 328 336 344 353 361 369 377 385 394 402 410 418 426 435 443

Appendix H

BMI indicates body mass index.
Adapted from: NIH Publication No. 00-4084.103
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Correction

In the article by Redberg et al, “ACCF/AHA 2009 Performance Measures for Primary Prevention
of Cardiovascular Disease in Adults: A Report of the American College of Cardiology
Foundation/American Heart Association Task Force on Performance Measures (Writing Com-
mittee to Develop Performance Measures for Primary Prevention of Cardiovascular Disease),”
which published ahead of print on September 21, 2009, and appeared in the September 29, 2009,
issue of the journal (Circulation. 2009;120;1296–1336), several corrections are needed.

The acronyms of the societies were inadvertently transposed in the title. The correct title of the
article should be “AHA/ACCF 2009 Performance Measures for Primary Prevention of Cardio-
vascular Disease in Adults: A Report of the American College of Cardiology Foundation/
American Heart Association Task Force on Performance Measures (Writing Committee to
Develop Performance Measures for Primary Prevention of Cardiovascular Disease).” We regret
this error. Therefore, in addition to the title, the following changes are also needed:

1. On page 1296, the banner at the top of the page read “ACCF/AHA Performance Measures”
and has been changed to read, “AHA/ACCF Performance Measures.”

2. On page 1296, in the footnotes, the ninth paragraph, the article title “ACCF/AHA 2009
performance measures….” has been changed to read, “AHA/ACCF 2009 performance
measures….”

3. On page 1297, in the first column, the Table of Contents entry for Appendix A, “…and
Other Entities—ACCF/AHA 2009 Performance….” has been changed to read, “…and
Other Entities—AHA/ACCF 2009 Performance….”

4. On page 1297, at the end of the first column and beginning of the second column, the
Table of Contents entry for Appendix B, “…and Other Entities—ACCF/AHA 2009
Performance….” has been changed to read, “…and Other Entities—AHA/ACCF 2009
Performance….”

5. On page 1297, in the second column, the Table of Contents entry for Appendix D,
“ACCF/AHA 2009 Primary Prevention….” has been changed to read, “AHA/ACCF 2009
Primary Prevention….”

6. On page 1297, in Table 1, the seventh entry, third column of information read
“ACCF/AHA” and has been changed to read, “AHA/ACCF.”

7. On page 1299, in the first column, the first paragraph in the Introduction, the first sentence
read “The ACCF/AHA Primary Prevention….” and has been changed to read, “The
AHA/ACCF Primary Prevention….”

8. On page 1300, in the second column, the second paragraph in the Review and Endorsement
section, the first sentence read “The ACCF/AHA 2009 Clinical Performance Measures….”
and has been changed to read, “The AHA/ACCF 2009 Performance Measures….”
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9. On page 1301, Table 3, the table heading read “ACCF/AHA Primary Prevention….” and
has been changed to read, “AHA/ACCF Primary Prevention….”

10. On page 1303, in the first column, the first paragraph in Brief Summary of the
Measurement Set, the first sentence read “Table 5 summarizes the ACCF/AHA Primary
Prevention of….” and has been changed to read, “Table 5 summarizes the AHA/ACCF
Primary Prevention of….”

11. On page 1303, Table 5, the table heading read “ACCF/AHA Primary Prevention….” and
has been changed to read, “AHA/ACCF Primary Prevention….”

12. On page 1308, Appendix A, the appendix heading read “…and Other Entities—ACCF/
AHA 2009 Performance Measures….” and has been changed to read, “….and Other
Entities—AHA/ACCF 2009 Performances Measures….”

13. On page 1308, Appendix B, the appendix heading read “…and Other Entities—ACCF/
AHA 2009 Performance Measures….” and has been changed to read, “…and Other
Entities—AHA/ACCF 2009 Performances Measures….”

14. On page 1311, Appendix C, for item 10 in both columns, the 3 instances of “…ACCF/AHA
Primary Prevention….” have been changed to “…AHA/ACCF Primary Prevention….”

15. On page 1312, Appendix D, the appendix heading read “ACCF/AHA 2009 Primary
Prevention….” and has been changed to read, “AHA/ACCF 2009 Primary Prevention….”

16. On page 1329, Appendix E, the appendix subheading read “American College of
Cardiology Foundation and American Heart Association” and has been changed to read,
“American Heart Association and American College of Cardiology Foundation.”

17. On page 1336, in the key words, the first key word read “ACCF/AHA Performance
Measures” and has been changed to “AHA/ACCF Performance Measures.”

These corrections have been made to the current online version of the article, which is
available at http://circ.ahajournals.org/cgi/content/full/120/13/1296.
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