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INTENDED PURPOSE
1. Strategies to Prevent Obesity, Diabetes, and Heart Disease and Stroke Among Adults in Hawaii 
a. Support implementation of population-wide and priority population approaches to prevent obesity, diabetes, and heart disease and stroke and reduce health disparities in these areas among adults. 

b. Component 1 is to support environmental and system approaches to promote health, support and reinforce healthful behaviors, and build support for lifestyle improvements for the general population and particularly for those with uncontrolled high blood pressure and those at high risk for developing type 2 diabetes. Populations at high risk for type 2 diabetes include those with prediabetes or those who have a sufficient number of risk factors on evidence-based risk tests that put them in a high risk category.
c. Component 2 will support health system interventions and community-clinical linkages that focus on the general population and priority populations. Priority populations are those population subgroups with uncontrolled high blood pressure or at high risk for type 2 diabetes who experience racial/ethnic or socioeconomic disparities, including inadequate access to care, poor quality of care, or low income.
SOURCE OF REVENUES:

1. Strategies to Prevent Obesity, Diabetes, and Heart Disease and Stroke Among Adults in Hawaii :  CDC National Center for Chronic Disease Prevention and Health Promotion

CURRENT PROGRAM ACTIVITIES/ALLOWABLE EXPENSES:

1. Strategies to Prevent Obesity, Diabetes, and Heart Disease and Stroke Among Adults in Hawaii:  Grant from the CDC funding provides for the four program areas to work across the seven strategies below to promote: 
Component 1a: Environmental strategies to promote health and support and reinforce healthful behaviors 
1. Implement nutrition and beverage standards including sodium standards in public institutions, worksites and other key locations such as hospitals.
2. Strengthen healthier food access and sales in retail venues and community venues through increased availability, improved pricing, placement, and promotion.
3. Strengthen community promotion of physical activity through signage, worksite policies, social support, and joint use agreements in communities and jurisdictions.
4. Develop and/or implement transportation and community plans that promote walking.
Component 1b: Strategies to build support for healthy lifestyles, particularly for those at high risk, to support diabetes and heart disease and stroke prevention efforts
5. Plan and execute strategic data-driven actions through a network of partners and local organizations to build support for lifestyle change.
6. Implement evidence-based engagement strategies to build support for lifestyle change.
7. Increase coverage for evidence-based supports for lifestyle change by working with network partners.
Component 2a: Health system Interventions to improve the quality of health care delivery to populations with the highest hypertension and prediabetes disparities
1. Increase electronic health records (EHR) adoption and the use of health information technology (HIT) to improve performance.
2. Increase the institutionalization and monitoring of aggregated/standardized quality measures at the provider level. 
3. Increase engagement of non-physician team members in hypertension management in community health care systems.
4. Increase use of self-measured blood pressure monitoring tied with clinical support.
5. Implement systems to facilitate identification of patients with undiagnosed hypertension and people with prediabetes.
Component 2b: Community clinical linkage strategies to support heart disease and stroke and diabetes prevention efforts 
6. Increase engagement of community health workers to promote linkages between health systems and community resources for adults with high blood pressure and adults with prediabetes or at high risk for type 2 diabetes.
7. Increase engagement of community pharmacists in the provision of medication-/self-management for adults with high blood pressure.
8. Implement systems and increase partnerships to facilitate bi-directional referral between community resources and health systems, including lifestyle change programs. 
