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G R A P H I C A L A B S T R A C T

Central Illustration: We developed a comprehensive, multi-pronged educational program for primary care clinicians (PCCs) on screening, diagnosis, and management
of Familial Hypercholesterolemia. Our interventions included (1) launch of an educational website on our institution’s domain with both patient- and provider-facing
information, embedded user survey, and additional resources, (2) an internal clinical decision support (CDS) build that flagged individuals with LDL-C values
concerning for FH and suggested a SmartSet of additional labs/testing/referrals, (3) live cardiologist-led demonstration of CDS use and didactic presentation on FH,
and (4) direct InBasket outreach to PCCs of patients identified by the FIND FHⓇ machine-learning algorithm to have potential FH. Pre- and post-intervention survey
responses indicate suboptimal levels of baseline FH knowledge among PCCs, and that despite being motivated to take ownership of FH management, limited capacity
among PCCs may benefit from use of CDS tools and interdisciplinary partnerships.
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A B S T R A C T

Objective: To assess the impact of a multi-pronged educational approach on the knowledge, attitudes, and be-
haviors regarding Familial Hypercholesterolemia (FH) management at a large academic medical center with the
aim of empowering primary care clinicians (PCC) to diagnose and treat FH.
Methods: A comprehensive educational program for PCCs on FH management was developed and piloted from
July 2022 to March 2024. Components of our intervention included: 1. Implementation of a novel clinical de-
cision support tool in the electronic medical record for FH management, 2. Development and dissemination of an
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interactive educational website focused on FH and its management, 3. Delivery of virtual instructional sessions to
increase awareness of the tool, provide education on its use, and obtain support from institutional leadership,
and 4. Direct outreach to a pilot subset of PCCs whose patients had been detected using the validated FIND FH®
machine learning algorithm. Participating clinicians were surveyed at baseline before the intervention and after
the educational session.
Results: 70 PCC consented to participate in the study with a survey completion rate of 79 % (n = 55) and 42 % (n
= 23) for the baseline and follow-up surveys, respectively. Objective PCC knowledge scores improved from 40 to
65 % of responders correctly responding to at least 2/3rds of survey questions. Despite the fact that 87 %
identified PCC’s as most effective for early detection of FH, 100 % of PCCs who received direct outreach chose to
defer care to an outpatient cardiologist over pursuing workup in the primary care setting.
Conclusion: Empowering PCCs in management of FH serves as a key strategy in addressing this underdiagnosed
and undertreated potentially life-threatening condition. A systems-based approach to addressing these aims may
include leveraging EMR-based clinical decision support models and cross-disciplinary educational partnerships
with medical specialists.

1. Introduction

Familial Hypercholesterolemia (FH) is a common genetic disorder
that increases the risk of developing premature atherosclerotic cardio-
vascular disease (ASCVD). If left untreated, it is estimated that 85 % of
men and 50 % of women will have had a coronary event by age 65 [1].
Simon-Broome diagnostic criteria state that adults with low-density li-
poprotein cholesterol (LDL-C) levels exceeding 190 mg/dL and a family
history of premature MI or elevated cholesterol are eligible for further
screening of “possible FH” and should be referred to specialists for
advanced diagnostics and management [2]. However, despite various
clinical guidelines not requiring genetic screening or risk factor calcu-
lation to diagnose FH, such guidelines are under-utilized in clinical
practice [3].

Primary care clinicians (PCC) are often the initial point of contact for
these undiagnosed patients in the community and are also more likely to
care for multiple members within affected families, which is particularly
notable in conditions like FH that display an autosomal dominant
pattern of inheritance. As such, PCCs occupy a pivotal position in
addressing this disparity through augmenting screening, detection, and
management of FH. Despite the high utilization of primary care services
in the United States, however, recent surveys from the National Lipid
Association found that FH remains under-recognized and under-treated
despite assessment by PCCs [4,5]. When compared to cardiologists,
PCCs were significantly less likely to accurately diagnose a hypothetical
case of FH, refer patients to a lipid specialist, or prescribe a PCSK9 in-
hibitor [5,6]. Even among cardiologists, awareness of FH’s prevalence,
heritability, and risk remains limited [7]. Other studies reflecting a
similar gap in PCC knowledge about FH have highlighted several
prominent challenges in generalist FH management that may account
for this care gap, including unfamiliarity with diagnostic criteria, lack of
access to reliably recorded family history or physical exam findings, and
systemic barriers leading to shortages in lipid specialist services or
apheresis centers [8-10].

To increase PCC awareness of FH, we implemented at a multi-
pronged approach that incorporated a novel electronic medical record
(EMR)-driven Clinical Decision Support (CDS) tool, a machine learning
algorithm (MLA) for targeted FH screening, and inter-departmental
education initiatives at a large, academic medical center. To our
knowledge, no prior studies have attempted to integrate this MLA into
outpatient clinical care with the primary purpose of empowering PCCs
to diagnose and treat FH. By assessing the effects of this intervention on
existing PCC familiarity with FH, their attitudes, and perceived barriers
to engagement, we hope to inform future quality improvement initia-
tives with the ultimate goal of increasing early FH identification and
intervention within healthcare systems.

2. Methods

A comprehensive educational program for PCCs on FH management
was developed and piloted from July 2022 to March 2024. Our inter-
vention consisted of four main components: 1. Implementation of a
novel EMR-driven CDS tool that enhances the prompt identification,
management, and referral of patients with a family history and/or lab-
oratory measures concerning for potential FH, 2. Development and
dissemination of an interactive educational website on FH and its
management, 3. Delivery of virtual instructional sessions to increase
awareness of the tool, provide education on its use, and obtain support
from institutional leadership, and 4. Direct outreach to a pilot subset of
PCCs whose patients had been detected by the FIND FH® (Flag, Identify,
Network, and Deliver Familial Hypercholesterolemia) machine learning
algorithm. Participating PCCs were surveyed at baseline before the
intervention and after the educational session.

This study was reviewed and approved by the [Redacted] Institu-
tional Review Board (IRB#: 00003806).

2.1. Clinical decision support tool

An EMR-based workflow was designed to notify and engage PCCs
whose patients met threshold LDL-C criteria for a possible diagnosis of
FH. The workflow contained two primary components: a flag-and-
referral mechanism that required physicians to click on an alert for
further information at point-of-care, and a SmartSet CDS tool. Both
components were linked to an automated EMR detection algorithm that
identified patients with an LDL-C ≥ 190 mg/dL. The workflow was in-
tegrated across the entirety of the host institution’s health system.

As the [Redacted] Healthcare system initiated the EPIC healthcare
software as its primary EMR in October 2022, the first intervention
included implementing a flag on LDL-C values ≥190 mg/dL listed under
a patient’s laboratory results for all patients within this [Redacted]
healthcare system. The flag advised clinicians to consider an FH diag-
nosis once secondary causes were ruled out and included links to elec-
tronic resources clarifying the diagnostic criteria and offering guidance
on referral to specialty care, as further described below. Flags were also
created for triglyceride (TG) values ≥ 500 mg/dL and lipoprotein (a)
values ≥ 50 mg/dL that recommended further evaluation for other lipid
disorders. PCCs were made aware of this intervention through educa-
tional sessions conducted during departmental monthly service line
conferences and via email listservs.

A second intervention was built and implemented in Fall 2023 in the
form of a SmartSet that was recommended to PCCs for patients within
this [Redacted] healthcare system with an LDL-C of ≥ 190 mg/dL
(Supplementary Materials Appendix 1). The SmartSet was designed to
integrate into the existing outpatient workflow utilized by PCCs during
the creation of their assessment and plan within the EMR. One of the
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primary aims of this build was to create an actionable, visible practice
recommendation that would not rely on disruptive Best Practice Alerts
(BPAs), which are commonly ignored, over-ridden, and contribute to
alert fatigue [11,12]. Rather, our multi-component SmartSet provided a
streamlined workflow that allowed PCCs to: 1. add appropriate visit
diagnoses, including a diagnosis of FH, hyperlipidemia, or a family
history of FH; 2. rule out key secondary causes of elevated cholesterol
with additional laboratory testing such as urine micro-
albumin/creatinine ratio, TSH, and a comprehensive metabolic panel; 3.
further evaluate for lipid disorders with laboratory testing with addi-
tional pre- and post-treatment lipid panels and lipoprotein (a) testing; 4.
initiate optional medical therapy with high-intensity statins and/or
other lipid-lowering agents, including ezetimibe and PCSK-9 inhibitors;
and 5. refer to specialty care to lipid specialists within the division of
cardiology for further evaluation and management.

2.2. Website and resources

A public-facing educational website was created under this [Redac-
ted] healthcare system domain to provide patients and clinicians with
comprehensive information regarding FH and its clinical significance.
On the patient-centered page, information about the diagnosis, herita-
bility, symptoms, and treatment of FH were detailed in layperson’s
terms. On the clinician-centered page, the underdiagnosis of FH was
emphasized and followed by the clinical criteria for its diagnosis.
Additionally, different pharmaceutical therapies and lifestyle modifi-
cations were described along with target post-treatment LDL-C levels.
The website link was embedded within the flag tool in EPIC to facilitate
access to educational materials.

A survey was also embedded into the website and queried various
aspects of user experience and background, including the user’s role
(patient, physician, registered nurse, or physician assistant), the mode
through which the website was found, and the effectiveness of the
website as an educational tool. Google Analytics data was utilized to
determine site statistics and form submissions during the study
timeframe.

2.3. Educational session

The workflow was presented at a monthly departmental group
meeting in January of 2024 to 77 [Redacted] PCCs. The session was led
by a preventive cardiologist on the study team and lasted 30 min.
Covered content included an educational session on FH case identifi-
cation and assessment using recommended criteria and a demonstration
of the EMR flag and SmartSet CDS tool.

2.4. Primary care clinician outreach

The corresponding PCCs of a small pilot subset of patients identified
by the FIND FH® MLA were contacted to provide further information
and resources on the diagnosis of FH, as well as inquire how PCCs would
like to proceed in future management. The FIND FH® MLA is a random
forest algorithm that has already been deployed at several medical
centers to identify individuals without an FH diagnosis based on EMR
data [13-15]. De-identified encounter data was extracted from this
healthcare system’s [Redacted] CDW (Clinical Data Warehouse) and
analyzed by the MLA. Individuals selected by the algorithm as potential
FH candidates were then manually chart-reviewed for baseline charac-
teristics, medical history, laboratory values, medications, and family
history. Patients were classified as eligible for "phenotypic FH diagnosis”
if they had a recorded LDL-C ≥ 190 mg/dL (while on no lipid-lowering
therapies) or ≥125 mg/dL (while currently treated with lipid-lowering
therapies) with a family history of ASCVD or a lipid disorder.

PCCs for all patients meeting these criteria were contacted by a team
member via an in-basket letter in the EMR. The letter followed a tem-
plated format explaining the FIND FH® algorithm, outlining [Redacted]

healthcare system’s initiative in improving timely diagnosis and early
treatment of FH, and that the PCC’s patient (specifically mentioned by
name and MRN) had been identified as deserving further assessment for
FH. All contacted PCCs were then given the option of either conducting
their own workup for FH in the primary care setting or deferring to the
care of a preventive cardiology lipid specialist within the division of
cardiology. The letter requested that PCCs confirm their decision
through a return in-basket message. Any medical decisions regarding
further diagnostic or therapeutic measurements were left to the discre-
tion of the contacted physician.

2.5. PCC survey

All PCCs were contacted to conduct a baseline survey before the
intervention and after workflow implementation, demonstration, and
outreach. The surveys aimed to evaluate baseline PCC knowledge and
awareness of FH and to gain early insights into the intervention’s
effectiveness.

The authors conducted purposive sampling with the inclusion
criteria that participants: 1. Be current staff physicians within [Redac-
ted] Healthcare in Atlanta, Georgia, and 2. Practice within primary care
departments, including internal medicine and family medicine. Physi-
cians were contacted by the [Redacted] FIND FH research team through
templated recruitment emails containing a brief description of the study,
risks and benefits of participation, details on confidentiality and the
voluntary nature of the study, and a web-based survey link administered
through RedCap.

The baseline (pre-intervention) period was defined as the July 2022
to October 2022 timeframe during which surveys were disseminated.
The survey consisted of twenty-six closed-ended items (see Supple-
mentary Materials Appendix 2 and 3). PCCs were queried about their
knowledge and confidence in reporting current FH screening practices,
barriers to identification, demographics, diagnostic workup, and treat-
ment. Immediately after the educational demonstration on the use of the
CDS workflow, participants were sent a personalized Redcap link to the
post-intervention survey, which was identical to the pre-survey.

Survey responses corresponding to questions targeting objective
knowledge were scored to calculate a numerical percentage of correct
responses for each respondent. Descriptive data, including demographic
factors and frequency of responses, were also summarized.

The study was approved by the institutional review board at
[Redacted] University. All survey respondents provided electronic
informed consent at the time of enrollment.

3. Results

All descriptive statistics of PCC demographic data are shown in
Table 1. 74 PCCs were initially invited to participate in the study. 70
consented to the baseline survey with a 79 % (n = 55) completion rate.
After the clinician education session, integration of the EMR clinical
decision tool, and launching of the [Redacted] FIND FH website, a post-
intervention survey was distributed with a 42 % (n = 23) completion

Table 1
Demographics of surveyed primary care clinicians.

Variable Pre-Survey (n =

55)
Post-Survey (n=
23)

Patients under care currently formally
diagnosed with FH

2.855 ± 4.548 4.826 ± 10.834

Years in practice since finishing medical
school

18.963 ±

17.296
19.912 ±

11.329
Type of practice area n (%) n (%)

Metropolitan GP 33 (60.0) 16 (69.6)
Outer metropolitan GP 19 (34.5) 4 (17.4)
Other 3 (5.5) 3 (13.0)

Awareness of lipid specialist services 29 (52.7) 16 (69.6)
Female gender 35 (63.6) 12 (52.2)
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rate. In the initial baseline survey, PCCs reported amean of 2.85 patients
(SD=4.55) under their care currently diagnosed with FH, but only 40 %
of all surveyed PCCs recommended routine screening of children and
first-degree relatives. 53 % were aware of the existence of preventive
cardiology and lipid specialist services at their institution. Although 87
% of PCCs identified themselves as having the greatest responsibility for
early detection of FH, nearly half (47 %) had low-to-average scores on
assessments of objective FH knowledge (Fig. 1). In the post-survey, the
number of patients under PCC care currently diagnosed with FH had
increased to 4.83 patients (SD=10.87), and 70 % reported awareness of
preventive cardiology and lipid specialist services.

FHClinicianKnowledge Score. The results of survey questions assessing
PCCs’ objective FH knowledge are shown in Table 2, with discrete
question responses listed in Supplementary Appendix 2 (correct re-
sponses bolded for comparison). Amongst pre-survey responses, 34.5 %
(n = 19) scored lower than 50 % (<5 out of 9 questions correct). Only
7.3 % (n = 4) of responses achieved a pre-intervention score of at least
89 % (≥8 questions correct). In contrast, responders to the post-
intervention survey had only 21.6 % (n = 5) score lower than 50 %.
43.4 % (n = 10) responded with at least 78 % question accuracy,
correctly identifying 7 of 9 key competencies of FH management
(Fig. 2).

Clinician Preference Questions. In addition to an objective score
gauging clinician knowledge of FH epidemiology and treatment guide-
lines, subjective clinician preferences were also assessed for 1) best
practices in the detection and evaluation of FH and premature CAD; 2)
familiarity with referral management and local preventive cardiology
lipid specialist availability; and 3) pharmaceutical management (see
Supplementary Materials Appendix 3). The majority of PCCs surveyed
agreed that PCCs are central to initiating FH screening in first-degree
relatives, both in pre-survey data (87.3 %) and post-survey data (91.3
%). Evaluation of patients with premature CAD varied amongst clini-
cians with different strategies noted for symptom assessment. All clini-
cians surveyed noted preferring a statin for initial hypercholesterolemia
treatment. Of note, before the intervention, nearly half of PCCs surveyed
(47.3 %) reported lack of knowledge of specialist services for patients
with lipid disorders.

FIND FH MLA and Outreach. 25 PCCs whose patients had been flag-
ged by the FIND FH® MLA were contacted iteratively through an EMR
in-basket message with a 56 % cumulative response rate. Of those who
responded, 100 % chose to defer care to an outpatient preventive car-
diology lipid specialist within the division of cardiology over pursuing
workup in the primary care setting.

Website Results. All respondents of the website user survey were pa-
tients (n = 6). 33 % of respondents found the website link through the
flag tool in EPIC. 83 % found the website helpful and expressed interest
in attending a webinar about FH. During the study timeframe (10/24/
22–2/7/24), the website received 1328 unique pageviews with
approximately 30 % of visitors returning to the resource. Visitors were
highly engaged with the website, with a 21.5 % bounce rate and an
average of 133 s spent on a page. These results are indicative of above-
average engagement, as the benchmark for site engagement is 52 s
internet-wide and a good bounce rate is considered 40 % or lower.

4. Discussion

We surveyed PCCs at a large academic institution to explore current
FH knowledge, preventive screening practices, and potential barriers to
screening. This was then used to develop and implement an internal
EMR CDS tool, deliver educational teaching and web-based resources
about the tool and its role in FH diagnostics and management, and pilot
a targeted MLA for the detection of FH in the EMR. Our findings
demonstrate that while baseline FH knowledge was overall sub-optimal
within this sample, both subjective and objective knowledge of FH
improved after the educational intervention. These findings highlight
the critical, yet currently underutilized, role of education and guidance
for PCCs in the appropriate management of FH. PCCs also largely
endorsed feeling that the responsibility of screening for and diagnosing
FH fell within the realm of primary care, but all those who were con-
tacted about a patient under their care with MLA-identified potential FH
opted to defer further workup to an outside specialist. This discordance

Fig. 1. Primary care clinician ratings of familiarity with guidelines on diagnosis
and management of Familial Hypercholesterolemia.

Table 2
Cumulative scoring of objective FH knowledge from surveyed primary care
clinicians.

Score (# correct of 9) Pre-Survey Total, n (%) Post-Survey Total, n (%)

11 % (1) 0 (0) 0 (0)
22 % (2) 1 (1.8) 1 (4.3)
33 % (3) 5 (9.1) 1 (4.3)
44 % (4) 13 (23.6) 3 (13.0)
56 % (5) 14 (25.5) 3 (13.0)
67 % (6) 7 (12.7) 5 (21.7)
78 % (7) 11 (20.0) 7 (30.4)
89 % (8) 3 (5.5) 1 (4.3)
100 % (9) 1 (1.8) 2 (8.7)

Fig. 2. Distribution of scores measuring objective FH knowledge from surveyed primary care clinicians.
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in results foregrounds the possibility that PCCs may be overwhelmed to
take appropriate steps even when provided education and guidance,
likely due to time and workflow pressures limiting capacity to take
ownership of further management.

While the PCCs surveyed at baseline had only 3 FH patients under
their care on average, only 40 % of PCCs recommended routine cascade
screening for children and relatives. This finding is further supported by
the low-to-average scores on objective FH awareness measures, despite
87 % self-identifying PCCs as crucial for early detection. Results in the
post-study survey demonstrated improvement across various measures
of FH awareness, with the proportion of PCCs able to correctly identify
diagnostic criteria increasing from 75.9 to 100 %. Those who believed
PCSK9 inhibitors were the most important mode of therapy for FH
increased from 27.3 to 43.5 %. However, nearly 60 % of PCCs continued
to struggle with identifying core competencies of FH epidemiology,
diagnosis, and management, receiving a score of less than 7/9 at follow-
up.

The FIND FH® MLA demonstrated potential for identifying likely
cases of FH in a pilot subset of patients. However, the 56 % PCC response
rate to in-basket outreach messages suggests a need for further refine-
ment of notification strategies. Notably, all responding PCCs elected to
defer care to specialists despite earlier responses in the pre-survey sug-
gesting otherwise, emphasizing a potential lack of actionable confidence
or perceived capacity for managing FH within primary care. However,
failure to adequately engage PCCs in the initial patient outreach effort
may increase fragmentation and/or discontinuity of care. In fact, studies
in populations with FH have shown that patients prefer direct commu-
nication from their PCCs to receive information about their diagnosis
and that more active methods of direct communication by PCCs in
comparison to passive letters result in a higher rate of new relatives with
FH identified per proband [16,17]. Our study suggests that compre-
hensive support and educational opportunities for PCCs may aid in
increasing awareness of FH, potentially leading to behavior activation in
taking greater ownership over outpatient FH management.

While there are currently no randomized controlled trials studying
systematic approaches to FH identification in primary care, several
observational studies have attempted strategies ranging from direct
patient outreach by specialists [18,19] to targeted chart reviews
[20-22]. Less common still are studies evaluating the utility of clinical
decision support (CDS) systems in facilitating these approaches, despite
there being a general desire among PCCs for such user-friendly case--
finding tools in FH management [23,24]. CDS systems draw specifically
from existing diagnostic criteria to identify high-risk patients and
prompt further assessment and can be further enhanced through the use
of trained machine-learning algorithms. One Canadian study found that
while EMR reminders to follow guideline recommendations on lipid
management significantly increased the proportion of patients achieving
optimal LDL-C levels, this increase was less exaggerated among those
with diagnosed FH [25]. In 2019, the Mayo Clinic deployed an EMR best
practice alert (BPA) and asynchronous in-basket alert as part of a wider
implementation study [26]. Findings showed that although PCCs
generally agree that they should be responsible alongside specialists for
diagnosing FH [23,26], they are less confident in taking charge of sub-
sequent treatment, which is consistent with our current findings.

Although PCCs tended to positively view the assistance of CDS tools
in clarifying this role, there was a consensus that an increasing influx of
EMR alerts was likely contributing to attention fatigue and information
overload, thus limiting CDS utilization. These findings align with the
wider literature suggesting that the demands of EMR-related tasks can
reduce professional satisfaction, disrupt workflow, and increase burnout
[27,28]. Proposed solutions have included creating a built-in option to
refer potential FH patients to specialists, which may promote CDS
adoption and reduce cognitive burden. However, these solutions fail to
account for the critical role PCCs may play in educating patients,
engaging close relatives in cascade screening, and providing overall
improved continuity of care. Our study attempted to address these gaps

by increasing foundational PCC awareness of FH management,
providing EMR-incorporated CDS tools to guide management and
training on their use, minimizing alert fatigue through avoidance of
BPAs, and incorporating a direct-to-provider outreach component for
MLA-identified patients.

Although our high patient volume provided ample opportunity for
identifying potential cases, this magnitude was incommensurate with
the significant current knowledge gap among PCCs regarding FH. This
gap translates to missed diagnoses, insufficient patient referrals, and
ultimately, a missed opportunity to prevent CVD within affected fam-
ilies. Previous studies have found that poor documentation of family
history or physical exam findings in primary care encounters is one of
the most cited barriers to conducting thorough risk assessments for FH.
As such, despite broad advancements in digital CDS-guided manage-
ment and MLA case identification, these tools are severely limited in
efficacy if we fail to sufficiently educate PCCs on the pertinent symptoms
and risk factors of FH patients. Our findings echo this need for improved
educational tools and strategies to support FH management both in
primary care and more specialized cardiology clinics, as well as the need
for well-designed, targeted CDS interventions that can minimize clini-
cian burden while providing clear and actionable guidance.

There were several relevant limitations to this study. First, measures
of FH awareness and knowledge were self-reported and lacked further
detailed information such as histories of prior FH diagnoses, referral
rates to cardiologists or lipid specialists, or specific barriers to FH
screening. Second, survey responses were limited, and any post-survey
changes therefore might not entirely reflect intervention effects on
PCC awareness of FH. As we were only reporting descriptive results
without any paired tests of comparison, we refrained from excluding
those participants who did not complete both the pre- and post-
intervention surveys. As such, we recognize that this study is under-
powered to detect any effects reliably, and that any outcomes should be
interpreted as summary statistics. However, as suggested by the re-
ported trends in responses favoring PCC ownership of FH and the
unanimous preference for outpatient follow-up, we believe these sur-
veys provide valuable insight into the competing motivations versus
realistic capacity of PCCs to close the gap in FH knowledge and man-
agement. The limited response rate suggests the need for optimizing
communication strategies to facilitate PCC involvement in FH screening
beyond InBasket messages or email alerts. Moreover, this initial study
did not include qualitative metrics, such as a focus group or interviews
with PCCs and patients, to gauge perspective and supplement findings.

In terms of the criteria that patients must exceed LDL-C levels of 190
mg/dL for triggering the flag-and-referral build within the EMR, we
recognize that this is a relatively non-specific cut-off and does not
incorporate consideration of other physical exam findings or family
history. However, we believe these criteria are nevertheless justified as
the purpose of these automated approaches was not to make a formal FH
diagnosis, but to screen large populations of individuals with risk factors
meriting further clinical workup for FH. With regards to online visibility,
the high website user engagement suggests the patient education web-
site was a valuable resource. However, while the tracked unique page-
views were high, the limited sample size of survey respondents requires
further investigation into patient reach and impact. Finally, although the
metropolitan Atlanta area provides a diverse set of PCCs for scope of
study, our survey was conducted within a single academic medical
system, potentially limiting generalizability.

Future Directions & Conclusions. Future research should explore the
effectiveness of our proposed implementation framework in a broader
healthcare setting and in the context of long-term patient outcomes. As
this study focused on clinician awareness and perceived barriers, lon-
gitudinal studies are needed to evaluate the impact on both clinician
behavior and patient health metrics such as LDL-C levels and CVD
events. Additionally, future studies could investigate the optimal design
of CDS alerts and EMR SmartTools for FH management, focusing on
minimizing alert fatigue while ensuring optimal delivery of critical
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information and management needs.
Ultimately, this study underscores the crucial role PCCs can play in

improving FH identification and management. By developing and
implementing strategies that address clinician knowledge gaps, infor-
mation overload, and workflow disruptions, we can empower primary
care to be the cornerstone of early FH detection and intervention.
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