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I.  Introduction 

The American Heart Associationôs public policy agenda provides our federal, state and local advocacy staff with 

strategic guidance and direction on policy issues and positions that align with and support the Associationôs mission 

and strategic priorities.  The document attempts to capture the breadth of the Associationôs policy portfolio over the 

next three years, however, it is possible that issues will emerge during that time that could not be forecasted and 

might become a priority for the American Heart Association and incorporated into our work.  Additionally, the 

Association scans the political landscape annually to identify leading opportunities and establishes federal and state 

priorities that serve to focus our immediate advocacy efforts on those issues that present the greatest opportunity for 

success in achieving mission and strategic priority 

ationôs commitment to eliminate h



The associationôs research priority includes all forms of scientific studies, including basic science as well as clinical, 

translational, health services (outcomes), genomics, and comparative effectiveness research and the overall research 

environment.  Effectively preventing and treating disease depends on accurate knowledge about its causes, on how 

disease affects the body, on drugs that combat disease, on devices that are safe and work, and on operations that cure 

as well as clinical research that helps enable health care professionals to assist their patients and their families in 

building the skills they need to adopt and maintain a healthy lifestyle.  The knowledge, material and skills on which 

prevention and treatment are based have come from a variety of sources, including information that can only be 

obtained from research on both animals and humans.  Animal research has improved the health and welfare of both 

animals and humans.  The decline in death rates in the United States from heart disease and stroke since the 1960s is 

due to lifestyle changes and new methods of treatment and prevention, many of which are based on animal research.  

The association generally opposes legislation and regulations that would curtail necessary heart disease and stroke 

research or make it unduly difficult or costly. 

Demographics 

Death rates from coronary heart disease have fallen 40 percent from 1999 to 2009 and have dropped for stroke 

nearly 37 percent during that same time period.1  This decline is directly related to heart and stroke research, with 

scientists on the verge of new and exciting discoveries that could lead to innovative treatments and even cures for 





Attention should also be given to other 20 to 22 NIH institutes (out of 27), centers and divisions that conduct heart 

and stroke research, primarily the: 

Å National Institute on Aging (NIA): the NIA leads the federal effort supporting and conducting research on 

aging and the medical, social and behavioral issues of older people; 

Å National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK):  the NIDDK conducts and 

supports basic and clinical research and research training on some of the most common, severe and disabling 

conditions affecting Americans.  The Instituteôs research interests include: diabetes and other endocrine and 

metabolic diseases; digestive diseases, nutrition, and obesity; and kidney, urologic and hematologic diseases; and 

Å National Institute of Nursing Research (NINR):  the NINR supports basic and clinical research that 

develops the knowledge to build the scientific foundation for clinical practice, prevent disease and disability, 

manage and eliminate symptoms caused by illness, and enhance end-of-life and palliative care. 
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where the aim of the study was lost in "necessary text" making a full reading of the form nearly impossible for 

patients.  This in turn discouraged many patients from participating in clinical research; and some researchers noted 

that it is often difficult to get busy clinicians to make contact with families to ask them "permission" for a third party 

to contact them about research.  AHA research also found that current process requirements lead to more 

administrative costs including additional staff and/or increased number of meetings with legal, compliance, 

administration, to discuss roles, business relationships, and procedures that need to be followed; and delays now 

inherent in IRB review and re-review nearly ensure delays unacceptable to funding agencies. 

Insurance Coverage for Clinical Trials  
 

According to a June 2013 survey by Research!America, knowing that their medical bills would be covered if an 

injury results is an important consideration for patients when deciding whether to participate in a clinical trial, with 

88 percent of those surveyed saying this would be an important factor in the decision to participate. Many insurers 

have refused to cover the routine costs for patients participating in clinical trials, and participation in clinical 

research should therefore be encouraged through the removal of insurance barriers.  

 

As part of its work on the Affordable Care Act, the association has worked to address this barrier. Section 2709 of 

the ACA requires health plans to cover the routine medical costs for individuals with life-threatening conditions 

participating in approved clinical trials, effective January 1, 2014. However, the Department of Health and Human 

Services has not issued regulations to implement this section of the law, instead indicating that it is self-

implementing. The association will need to closely monitor implementation of this provision to ensure that its 

promise is fulfilled for patients. 

 

Increase Participation of Underrepresented Groups in Clinical Research 
 

Women, racial and ethnic minorities, and the elderly have historically been underrepresented in clinical trials for a 

variety of reasons. It is important that clinical trials include diverse populations to the maximum extent possible and 

appropriate to ensure that clinicians and patients have the best information



 





physical education courses to meet the needs of disabled students.  

�x Do not allow students to opt out of physical education to prepare for other classes or standardized tests.  

�x Schools should implement programs to support evidenced-based physical education, activity, and fitness, 



communities, especially in predominantly Latino or African-American neighborhoods, often have fewer resources to 

support active lifestyles and places to play and exercise.54 Programs targeted to low-income, racially and ethnically 

diverse populations can increase active commuting and are associated with higher overall levels of moderate to 

vigorous physical activity throughout the day.55  Community-based physical activity interventions are cost-effective, 

reducing new cases of many chronic diseases and improving quality of life.56 

 

There are various ways to promote physical activity and active transportation in the community: 

 

�x Street Level Design/Complete Streets policies consider the needs of all users in all transportation projects 

incorporating walking, bicycling, public transportation, and driving. 

�x Smart Growth Design communities are designed with active living as the focus. Communities are 

connected with street patterns that make it easy to walk or bike to destinations. Developers try to locate 

essential services like schools and stores closer to homes to encourage walking and provide green spaces 

for recreation. 

�x Shared Use of School Facilities 



�x Promote physical activity through shared use of School recreational spaces 

�x Support physical activity opportunities through economic and other tax incentives such as tax relief for 

development of 



Research documents the link between more frequent eating out and increased body weight.66,67 Obesity is not only a 



American Heart Association Recommendations for the Dietary Guidelines for Americans 
The American Heart Association will actively engage throughout the entire process of updating and revising the 

Dietary Guidelines for Americans to assure that the best possible evidence base is informing the final policy 

document and providing guidance to improve the cardiovascular health of the US population. 

 

Reducing the Marketing and Advertising of Unhealthy Foods to Children 

Inappropriate consumption of low nutrient, high calorie foods contributes to energy imbalance and poor health. 

Additionally, electronic media use is significantly correlated with childhood obesity85,86,87,88  and advertising 

unhealthy foods contributes to childrenôs food preferences, requests, and diet.89,90,91,92  Even children up to the age of 

12 have a difficult time identifying the persuasive intent of food advertising and marketing.93  Consequently, the 

American Heart Association sees no health, ethical, political, scientific, or social justification for marketing and 

advertising low-nutrient, high-calorie foods to children and suppo







intakes of milk, calcium, and other nutrients and an increased risk of several medical problems including 

diabetes.133,135,136,137  





 
 





�x Maintain funding for SNAP Nutrition Education and strengthen the program to ensure low-income 

Americans have the ability to make healthy choices, increase fruit and vegetable consumption, and reduce 

their risk of chronic disease and obesity.  Incorporate physical activity into SNAP education 

�x Establish a multistate incentive pilot to promote increased SNAP purchases of fruits and vegetables at 

farmers markets and other healthy food retailers and support private/public partnerships and programs like 

Wholesome Wave, Philly Food Bucks, Roots of Change and Double Up Food Bucks that have shown great 

success180 

�x Maintain funding for and promote the Agricultural Marketing Service's Farmers' Market Promotion 

Program (FMPP). The FMPP is a competitive grant program that makes funds available to eligible entities 

for projects to establish, expand, and promote farmers markets, roadside stands, community-supported 

agriculture programs, agritourism activities, and other direct producer-to-consumer opportunities  

�x Provide grants and loans for value-added agriculture to develop the small and mid-sized processing and 

distribution systems needed to get products from family farmers into local, regional, and national markets 

�x Increase the availability of fruits and vegetables in school meals and remove barriers which prevent local 

farmers from selling products to local schools. 

�x Foster community-led approaches to improve consumer access to healthy and fresh foods in low income 

neighborhoods 

�x Assure the USDA commodity program continues to increase the healthy foods that are provided to states 

and government feeding programs 

�x Ensure the affordability of healthy and fresh foods for low-income families and seniors through purchases 

of fresh foods directly from farmers and other agricultural producers. 

�x Provide incentives and crop insurance to small and mid-size farms to produce specialty crops like fruits and 

vegetables and distribute locally and regionally 

�x Limit use of SNAP benefits in fast-food restaurants except for homeless, disabled, and some seniors 

�x Support pilot programs with robust evaluation components to provide incentives to SNAP beneficiaries to 

purchase healthier foods 

�x Support continued evaluation of all programs that provide local access to healthy, affordable foods 



Recent advances include, but are not limited to, PDAs, handheld videogame consoles, mobile phones, 

smartphones, smartbooks, and portable media players. Their potential uses span from cellular conversation 

via voice, text, and visual media, to Internet access and digital software applications.  Technological 

advances and improved computer processing power mean that single mobile devices such as smart phones 

and PDAs are increasingly capable of high level performance in many or all of these functions. 

The functions of mobile health technologies that are apt for healthcare self-management are promoted by 

their useroted by 



employee health in an environment where adults spend a large part of their time.222 The Association also 

maintains that the use of rewards and penalties tied to health status should not jeopardize an employeeôs 

access to affordable, quality health care or be used as subterfuge for discrimination based on health status. 

On May 29, 2013, the U.S. Departments of Health and Human Services, Labor and the Treasury issued final 

rules on employment-based wellness programs. The final rules incorporated feedback from numerous 

consumer groups and employers and support workplace health promotion and prevention as a means to 

reduce the burden of chronic illness, improve health, and limit growth of health care costs. Significantly, the 

final rules add additional consumer protections to ensure that these programs are not a form of medical 

underwriting where health costs are shifted from healthier employees to less healthy employees or where 

individuals are penalized if they have a preexisting condition or are genetically predisposed to a disease or 

risk factor. These consumer protections require that health-contingent wellness programs be reasonably 

designed, be uniformly available to all similarly situated individuals, and accommodate recommendations 

made at any time by an individualôs physician based on medical appropriateness. 

 

The final rules continue to support ñparticipatory wellness programs,ò which generally are offered to 

employees without regard to an individualôs health status. These include programs that reimburse for the cost 

of membership in a fitness center, that provide a reward to employees for attending a monthly, no-cost health 

education seminar, or that reward employees who complete a health risk assessment, without requiring them 

to take further action.  

 

The rules also outline standards for nondiscriminatory ñhealth-contingent wellness programs,ò which 

generally reward individuals who meet a specific standard related to their health. Examples of health-

contingent wellness programs include programs that provide a reward to those who do not use, or reduce 

their use of tobacco, or programs that reward those who achieve a specified health-related goal such as 

cholesterol level, weight, or body mass index, as well as those who fail to meet such goals but take certain 

other healthy actions.  

 

The final rules do allow significant flexibility for employers to design their own programs and allow 

employers to vary health care premiums/deductibles by 30% for achieving a health factor and up to 50% for 

tobacco use.  The final rules will be effective for plan years beginning on or after Jan. 1, 2014.  

 

A recent study by RAND, commissioned by the Department of Health and Human Services and the 

Department of Labor and authorized by the Public Health Service Act summarized a comprehensive review 

of the scientific and trade literature as well as a national survey, statistical analyses of health plan claims and 

wellness program data from several employers, and case studies of five employers with established wellness 

programs.223 Key findings of the report were: 

�x Wellness programs are popular 

�x Program availability increases with employer size where larger employers have more extensive 

offerings (disease management, lifestyle interventions, more comprehensive screening). 

�x Typically, programs are implemented with some kind of screening combined with lifestyle 

intervention or disease management  

�x Employers find it fairly easy to get employees to participate in screening, but harder to participate in 

interventions.  Program uptake is helped with healthy worksite culture, leadership role modeling and 

buy-in, and multiple communication channels. 

�x Employers are optimistic about the impact of wellness programs, however very few were able to 

provide cost and health impact data since



�x Health care costs level out for participants, but go up linearly in non-participants.  

�x Financial incentives commonly used are in the $100 range.  Employers are not anywhere near the 

currently allowed 20% variation when these incentives are tied to a health plan, the average is ~9%.    

There is a small effect of incentives in promoting Health Risk Assessment completion (about 4% 

increase for every $25 invested).  Rarely are incentives tied to disease management programs; 

smoking is the area where there are higher incentives for results (i.e. bigger sticks/and carrots).  For 

other health factors, the difference between incentives for participation vs. outcome-based are not 

significant. 

�x We cannot at this point conclude what effect incentives have on program participation, health 

outcomes, access to health care, and unintended consequences.  

�x The database does not have more recent data (during the time that more outcomes-based incentives 

were implemented) and is not longitudinal enough to draw significant conclusions around 

incentives.  



Healthy Early Child Care 
The American Heart Association advocates for strong health promotion and obesity prevention programs in 

early childhood programs.  Child care settings are an important environment for forming good health habits 

around children's dietary intake, physical activity, and energy balance and thus combating the childhood 

obesity epidemic.224  The 2005 National Household Education Survey reports that 74% of all US children 

aged 3 to 6 years not yet in kindergarten were in some form of non-parental care, and 57% were in a center-

based child care program making this an ideal setting for obesity-prevention interventions targeting this age 

group.225 Furthermore, it has been reported that many children from low-income backgrounds consume 50% 



 

Food advertising and marketing is another important causative factor in the obesity epidemic.238 Exposure to 

food advertisements and industry marketing strategies produces substantial and significant increases in 

energy intake in all children and the rise is largest in obese children.239  Aggressive advertising of high-

calorie, low nutrient-dense foods contributes to higher consumption of those foods and should not be allowed 

in child care settings.   

Preventing and controlling childhood obesity will require multifaceted and community-wide programs and 

policies with parents playing a critical role. One of the most important factors influencing childrenôs health 

behaviors are parentôs eating and physical activity behaviors and their level of education.240,241  Parents are 

important role models and are largely responsible for physical activity opportunities, the type of food 

presented to young children, the portion sizes offered, and the emotional context in which food is eaten.242  

Successful intervention efforts must work directly with parents from the earliest stages of child development 

to support healthful practices both inside and outside the home.243 

 
The American Heart Association and Nemours have launched Healthy Way to Grow, a technical assistance 

program for child care centers across the country aimed at decreasing obesity among children ages birth to 

five years old with inaugural funding provided by The William G. McGowan Charitable Fund. The program 

provides direct, hands-on assistance, customized training, resources and tools to support healthy lifestyles in 

child care environments.  Components of the program include: developing and adopting a center wellness 

policy, providing training and technical assistance, engaging parents, and encouraging and recognizing 

progress towards best practices and policies for physical activity, screen time, food and beverage choices, and 

infant feeding.  The American Heart Association will be able to support this programmatic and technical 

assistance effort with policy work around professional development for teachers and staff, credentialing and 

licensing, and nutrition, physical activity, and screen time standards for the early childcare environment.   

Local Wellness Policies  
The Child Nutrition and WIC Reauthorization Act of 2004 (P.L. 108-265, Section 204) required school 

districts participating in the National School Lunch Program (NSLP; [42 U.S.C.1751 et seq.]) or other child 

nutrition programs (42 U.S.C. 1771 et seq.) to adopt and implement a wellness policy starting with the 2006-

07 school year. The Healthy, Hunger-Free Kids Act of 2010 (P.L. 111-296) extended this requirement and 

requires the U.S. Department of Agriculture (USDA) to develop regulations that provide a framework and 

guidelines for local wellness policies that include, at a minimum: 





 

Million Hearts



Tobacco   
 

Cigarette smoking continues to be the leading cause of preventable disease and death in the United States 

claiming approximately 467,000 lives prematurely every year.1 Smoking not only claims the lives of those 

who use tobacco, but also those who are exposed to second-hand smoke.  Smoking costs the U.S. economy 

more than $301 billion per year, including workplace productivity losses of $67.5 billion, premature death at 

$117 billion, and direct medical expenditures of $116 billion.252  Tobacco control efforts by the American 

Heart Association have contributed to a decline in U.S. cigarette consumption by more than 24% over the last 

decade. 253 Despite this progress, 21.3 percent of men and 16.7 percent of w1e. 



estimated at $10 billion each year.265 If recent trends in the reduction in the prevalence of passive smoking 

continue, the health and economic burden of passive smoking in the U.S. would be cut annually by 

approximately 25%ï30%.9  This potential reduction has important ramifications for lowering Medicare, 

Medicaid, and private insurance costs. 

There are other important economic arguments.  The hospitality and tobacco industries often promote the 

idea that business will suffer after these laws are passed.  However, increasing evidence from 



portion of the housing costs. 

Surveillance data show that the smoking rate is higher in subsidized housing where 32.7% of adults use 

tobacco compared with 20.6% in the general population.254,274 As more states and localities have passed 

smoke-free air laws for public spaces and workplaces, the home is the most significant source of exposure to 

second-hand smoke, especially for children.275 Americans on average, spend about two thirds of their time 

each day in their residences.276 However, only half of U.S. households with both children and smokers have 

complete home smoking bans and unfortunately bans are less common among smoking families with older 

children, in African-American and Hispanic households, and in households in states where there is a higher 

smoking prevalence.277  

Even if people living in multi-unit housing have a smoke-free policy for their own home, they may still suffer 

incursions from others in the complex.  Research has documented the transfer of second-hand smoke in the 

air278,279,280,281,282,283,284 and transfer of second-hand smoke constituents through heating, ventilation, air 

conditioning systems and other connections between units.6,285,286,287  As many as half of multi-unit housing 

residents report that smoke has entered their unit from elsewhere in the building or complex288,289 and 

detectable levels of nicotine have been documented in multi-unit buildings where smoking is 

permitted.290,291,292   

In 2009, the U.S. Department of Housing and Urban Development encouraged smoke-free policies in public 

housing to prevent the migration of second-hand smoke between housing units in an attempt to lower 

exposure especially among the most vulnerable tenants including the elderly, children, and people with 

chronic illnesses.293  In public housing, children and adolescents are 39 percent of residents while older 

Americans comprise 15 percent of residents.294 There is evidence that exposure to second-hand smoke 

disproportionately affects minorities,295,296 women, and those in lower socioeconomic groups since a larger 

number of these individuals are residing in subsidized housing.  

 

One recent study297 estimated the annual cost-savings associated with smoke-free policies in multi-unit 

housing by calculating savings for second-hand smoke related health care costs, renovations of housing units 

that permit smoking, and smoking-attributed fires.  Renovations or repairs include paint to cover smoke 

stains, cleaning of ducts, replacing stained window fixtures, and replacing carpets. The calculations from this 

study showed that prohibiting smoking in all U.S. subsidized housing could save approximately $521 million 

per year, including $341 million in second-hand smoke-related hea





Tobacco products are taxed in different ways and at different rates, which has created large disparities in the 

tax levied on similar products. Such disparities have created opportunities for manufacturers to make small 

modifications to products or their labeling so that they qualify for lower tax rates ï including a recently 

revelation that cigar companies use kitty litter in their products to make them heavier and avoid higher taxes 

for lower-weighted products. The availability of these lower-taxed products can dissuade tobacco users from 

quitting and encourage youth to initiate tobacco use.  

 

An April 2012 GAO report highlights how certain manufacturers have avoided paying higher taxes on roll- 

your-own tobacco by re-labeling the product as ñpipeò tobacco, which is taxed at substantially lower rates 

under the current tax code. The GAO also noted that some manufacturers have avoided the higher tax rates 

for cigarettes and small cigars by slightly modifying their products to qualify as large cigars. GAO estimates 



Master Settlement Agreement, there could have been millions of fewer smokers just over a decade later.129 

American Heart Association Priorities for Tobacco Prevention and Cessation Programs 
�x The American Heart Association advocates for sustainable funding for state tobacco prevention 

and cessation programs to levels that meet or exceed CDC recommendations.  

�x Tobacco control programs should be comprehensive in accordance with CDC recommendations, 

staffed appropriately, and administered effectively with periodic evaluation 

�x Protect the Prevention and Public Health Fund 

 

Advocate for Comprehensive Coverage of Tobacco Cessation Services in Private and Public Health 
Insurance  

The American Heart Association advocates for comprehensive coverage of tobacco cessation services in 

public and private health insurance programs that includes medications and counseling.  In general, tobacco 

cessation treatment remains highly cost-effective, even though it is very difficult for people to quit this 

deadly, addictive habit.316 There is a strong relationship between the length of time patients have in behavior 

counseling sessions, the amount of time they are able to spend with their health care providers and successful 

treatment outcomes.





Advocate for strong regulations from the FDA to regulate all tobacco products, including cigars. Oppose 
any legislation that would promote or promulgate loopholes and exemptions for any tobacco products, 
including cigars.  
 

The FDA has announced that it intends to assert authority over all tobacco products, including cigars. No 

tobacco product was excluded from FDA jurisdiction under the Family Smoking Prevention and Tobacco 

Control Act so that FDA could evaluate the science and public health considerations of every product. 

However, FDA has been slow to issue this regulation and as a result, tobacco companies are taking advantage 

to modify products to avoid regulation. In addition, legislation has been introduced in the past few Congress 

that would exempt certain types of cigars. 

 
Consumption of cigars is rising. Sales of cigars more than doubled between 2000 and 2012 from six billion 

cigars to more than 13 billion cigars. Cigar consumption has been increasing while cigarette consumption has 

declined, and much of the growth can be attributed to smaller cigars that resemble cigarettes.  While cigar 

smoking conjures images of middle-age and older men, todayôs cigar smoker is more likely to be a youth or 

young adult, and that number is growing. Results from the 2011 Youth Risk Behavior Survey show that more 

than one in six (17.8 percent) high school boys currently smoke cigars.20 Each day, more than 3,000 kids 

under 18 years old try cigar smoking for the first time.327 

 

Disparities in regulation have created opportunities for manufacturers to make small modifications to 

products or their labeling so that they qualify for lower tax rates ï including a recently revelation that cigar 

companies use kitty litter in their products to make them heavier and avoid higher taxes and regulation for 

lower-weighted products. They have also allowed companies to produce candy and fruit-



American Heart Association Priority for Eliminating Tobacco Sales in Pharmacies 

�x The American Heart Association supports policies that prohibit the sale of tobacco products in all 

pharmacies 

 
Air Pollution 
 
Air pollution is associated with a variety of negative health outcomes, including increased risk of 

cardiovascular disease and stroke.  Pollution is comprised of a mixture of substances from sources such as 

vehicle and power plant emissions and the burning of fossil fuels. The Clean Air Act requires the 

Environmental Protection Agency (EPA) to set National Ambient Air Quality Standards (NAAQS) for six 

ñcriteriaò pollutants: carbon monoxide, lead, nitrogen dioxide, ground-level ozone, particulate matter, and 



 

Studies examining particulate matter and cardiovascular disease have found associations between an increase 

in PM2.5 and out



those found in indoor air pollution.  

�x Monitor opportunities to influence legislation and regulation at the state and federal level to 

decrease the amount of particulate matter air pollution from various sources.  

�x Offer incentives to consumers and businesses to purchase energy-efficient technologies in order 

to reduce emissions from residential and commercial heaters, boilers, lighting, chillers, air 

conditioners, etc. 

�x Promote ñgreen powerò markets, which allow consumers to purchase electricity generated by 

renewable sources. 

�x Redesign utility rate structures to incorporate incentives for energy efficiency and clean energy. 

�x Set building codes for new commercial and residential construction at a minimum level of energy 

efficiency.  Specify requirements for ñthermal resistanceò in the building shell and windows, 

minimum air leakage, and minimum heating and cooling equipment efficiencies. 

�x Incentivize power plants to install modern emission control systems; establish mandatory state or 

regional cap and trade programs which control power plant pollution by providing economic 

incentives for achieving reductions in the emissions of pollutants. 

�x Invest in clean energy development, including wind and solar energy. 

�x Set tougher motor vehicle standards for tailpipe emissions, enforce vehicle inspection and 

maintenance programs, and establish programs to help consumers purchase energy-efficient cars. 

�x Establish a diesel emissions reduction fund, aggressively retrofit and replace state vehicles and 

equipment, adopt and enforce anti-idling ordinances and legislation, mandate closed crankcase 

ventilation systems, and promote truck stop electrification programs. 

�x Promote alternative fuels for vehicles and equipment (including natural gas, propane, methanol, 

ethanol, electricity and biodiesel fuel) and regulate gas stations to reduce emissions.  

�x Establish tolls, fuel fees, carpool lanes, and other programs that reduce the number of vehicle 

miles travelled on roads and increase funding for public transportation. 

�x States can ñlead by exampleò by developing state energy plans, mandating renewable and energy-

efficient purchase commitments for state facilities, offering loan and incentive programs to 

increase energy efficiency in public buildings, retrofit and replace state vehicles and equipment, 

and implement a public communication strategy regarding the benefits of clean energy. 

 

 

 

   

IV. Access to Appropriate and Affordable Health Care  

 
Expand and protect access to affordable, adequate, transparent insurance coverage for all  
 

�x Implement and Build on the Affordable Care Act 
 
The associationôs work to implement the coverage provisions of the Affordable Care Act continues to be guided by 

our first principle for healthcare reform, that all residents of the United States should have meaningful, affordable 

healthcare coverage. The Congressional Budget Office projects that 30 million Americans will gain access to 

coverage once the law is fully implemented, making the ACA the most important piece of legislation for expanding 

access to care since Medicare and Medicaid were created. Implementation of the law will need to continue to be 

monitored closely and the association will need to continue working to ensure that insurance coverage is indeed 



expansion in states that have not yet done so, addressing barriers to coverage for undocumented residents, and 

eliminating or reducing tobacco surcharges that may make coverage prohibitively expensive for tobacco users. 

 

�x Protect Medicare, Medicaid, and CHIP 
 
Medicare, Medicaid, and the Childrenôs Health Insurance Program are important sources of insurance coverage for 

adults and children with or at-risk for CVD and stroke. Medicaid alone provides an important safety net for 16 

million Americans with a history of heart disease, stroke or other forms of cardiovascular disease (CVD), including 

seniors living in nursing homes, children with congenital heart disease, and those who have been disabled by stroke, 

congestive heart failure or other CVD. In addition, 42 percent of Medicare beneficiaries have a heart condition and 

12 percent have had a stroke. As the federal and state governments struggle with budget deficits, Medicare and 

Medicaid in particularly are coming under increasing attention as a potential source for budget savings, even as the 

Baby Boomers age and more people need the coverage these programs provide. As Congress considers changes to 

these public programs, the association will work to: 

�x Protect access to Medicaid and Medicare for the millions of Americans with heart disease and stroke. 

�x Maintain the long-term sustainability of these two programs which are essential to our patient populations. 

�x Make the impact on patients, particularly those who are most vulnerable, the central focus of any dialogue 

on health entitlement reform. 

�x Ensure that entitlement reforms emphasize improvements in health care value, rather than shifting costs 

from the public to the private sector or from the government to beneficiaries. 

�x Support changes that promote prevention and coordinated care and reward higher quality as the best 

approaches to achieve significant cost savings and improvements in health outcomes. 

 
�x Access to Stroke Rehabilitation 

 

The association works to protect and improve stroke survivorsô access to rehabilitative services in Medicare, 

Medicaid, and private insurance coverage. Examples of the types of policies we continue to support include: 

�x Actively advocating for Congress to repeal the Medicare outpatient therapy caps for physical and 

speech therapy and for occupational therapy or to extend the ñexceptions processò that Congress 

has put in place to allow Medicare beneficiaries who need medically necessary therapy services to 

get an exception from the caps.  

�x Advocated for the inclusion of ñrehabilitative and habilitative services and devicesò as one of the 

10 categories of ñEssential Health Benefitsò that have to be covered by all private health plans in 

the nongroup and small group markets and for many Medicaid beneficiaries, starting January 1, 

2014. As this coverage is implemented, the association will need to continue monitoring it to 

ensure that access to therapy services is sufficient and that limits on therapy services are not 

preventing access to needed rehabilitative and habilitative care. 

 

�x Increase Access to Cardiac Rehabilitation 

Each year, roughly 785,000 Americans will have a heart attack and more than 60 percent will have a second and 

potentially fatal event.1 Cardiac rehabilitation (CR) reduces the risk of a future cardiac event by stabilizing, slowing 

or even reversing the progression of cardio-vascular disease (CVD).379  Patients with other cardiovascular diseases 

such as valve repair and heart failure also benefit from exercise rehabilitation.   

Yet despite its clear benefits, CR remains underutilized, particularly among women and minorities.380,381  Only 14% 

to 35% of eligible heart attack survivors and 31% of patients after coronary bypass surgery participate in a CR 

program.3,4  The utilization rate for eligible Medicare beneficiaries is an even lower 12%, and evidence clearly 
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Delivery System Transformation: Medical Homes & Accountable Care 
The Patient Centered Medical Home (PCMH) model is emerging as a key vehicle to transforming the organization 

and delivery of primary care, improving health care quality, and controlling costs.421,422  The PCMH is a whole-

person orientation to patient care that is responsible for meeting the large majority of patientsô physical and mental 

needs, including prevention, wellness, acute care and chronic care.423,424  PCMHs emphasize integrated and 

coordinated care, focus on quality and safety, facilitate partnerships between patients and physicians, and empower 

patients with strategies for self-management.423,424,425 

 

Evaluations of PCMHs in the private sector reveal that these models of care are meeting cost, utilization, and quality 

objectives by reducing hospital admissions and use of emergency department services, lowering medical and 

pharmacy costs, and achieving more efficient care delivery.426,427,428,429,430  One recent evaluation demonstrated up to 

$4.5 return on investment for every $1 spent on developing a PCMH.427



The ACA calls for the broader application of shared decision-making as a way to improve quality and patient 

experience.464,465,466 

 

Value-Based Insurance Design 
Value-based insurance design (VBID) is another tool that has emerged to reduce health care spending. VBID aims 

to increase health care quality and decrease costs by using financial incentives (such as reducing or eliminating co-

pays) that encourage consumers to select high-quality, cost-effective health care services ï those services that yield 

health benefits of high value relative to their costs. 467,468  By designing insurance packages that offer preventive care, 

wellness visits and certain high-value treatments (such as medications to control blood pressure) at little or no cost 

to consumers, health plans can promote prevention, healthy behaviors and treatment adherence among beneficiaries, 

all which may save money by reducing future expensive medical procedures.469,470 Benefit plans may create 

disincentives as well, such as high cost-sharing, for health choices that may be unnecessary or repetitive, or when 

the same outcome can be achieved at a lower cost.  

 

ACA emphasizes elements of VBID.  For example, the ACA now requires private insurers and medical expansion 

plans to cover certain clinical preventive services without cost-sharing,471,472 many of which are important for CVD 





Innovation Center.  These initiatives will help, but greater investment is needed.  For example, the Association of 

American Medical Colleges and the Association of Academic Health Centers, among others, have advocated for 

changes in medical school curricula to help better train cardiologists and other specialists to work with non-

physician professionals (e.g. nurses, family caregivers etc.).509,510,511, 

 

Nursing: Scope of Practice and Training. In many states, scope-of-practice laws limit nurse practitionersô (NP) 

capacity to practice to the fullest extent of their education, training, and competence.400,487,512 For example, many 

states do not allow NPs to see patients, prescribe medications, or order and evaluate tests without physician 

supervision. 513  These laws ï which often are not based on education-level or safety concerns513 ï set further 

constraints on an already stressed healthcare workforce system.  

 

Several studies have demonstrated that NPs are capable of providing primary care services of equal or higher 

quality, and at lower costs as compared to physicians performing similar services.400,501,514 There is also evidence 

that patients have comparable outcomes when care is administered by an NP.515 ,516,517  As the delivery of health care 

for patients with chronic disease increasingly moves toward team-based, coordinated care models, this increases the 

need for nurses to be trained and empowered to meet new care challenges.  Expanding and standardizing nursing 

scope-of-practice laws could promote more efficient and effective team-based care.506,518,519 In addition, to meet 

growing primary care demands, nurses should be encouraged to obtain more advanced degrees and CVD and team-

based leadership skill training.507,520, 521 

 

Shortages of Healthcare Professionals in Rural and Underserved Regions. Shortfalls in the healthcare workforce 

affect everyone, but the impact is most severe for vulnerable and underserved populations.  Approximately 20 

percent of Americans live in rural or inner-city locations designated as health professional shortage areas 

(HPSA).481,522  HPSAs are caused in large part by the tendency of practitioners to settle in regions with an already 

high concentration of physicians and other healthcare professionals.523 Rural and underserved areas ï areas where 

patients have an increased risk of CVD and stroke524,525 ï are subsequently left without a sufficient supply of 525
 

 



Therefore, the AHA supports the �I�R�O�O�R�Z�L�Q�J���S�U�L�R�U�L�W�L�H�V���W�R���D�G�G�U�H�V�V���W�K�H���V�W�D�W�X�V���R�I���W�K�H���Q�D�W�L�R�Q�¶�V���K�H�D�O�W�K�F�D�U�H��
workforce with the goal of ensuring and increasing access to quality care: 

 

�x Provide sufficient public health and medical education funding and clinical training resources to improve 

chronic disease management, care coordination and patient-centered care support and promote the development 

of new models of care delivery, including those that emphasize team-based approaches using allied health 

professionals. 

�x Monitor and pursue opportunities at the state level to address workforce capacity and access. 

�x Support the workforce needed for both healthcare delivery and research 

�x Promote the growth and diversity of the healthcare workforce through a sustained and substantial national 

commitment to medical education and clinical training 

�x Support healthcare reform proposals that provide sufficient public health funding, medical education funding 

and clinical training resources for programs that improve chronic disease management, care coordination and 

patient-centered care. 

�x Support healthcare reform efforts that promote the development of new models of care delivery, including those 



 

Given the prominence of USPSTF recommendations for coverage, it is important for AHA and other stakeholders to 

have a voice in the USPSTF recommendation process.  Review and comment by stakeholders outside the Task 

Force occurs at several different points during the development of evidence reports and recommendation statements: 

(i) during development of a research plan, USPSTF incorporates expert review and partner organization548 comment 

on background documents to confirm that all relevant outcomes are being considered, that relevant literature has 

been considered, and that the evidence presented for USPSTF consideration is accurate;548 (ii) once draft 

recommendations are developed, they are posted on the USPSTF website for public comment, and distributed to all 

federal and primary care partners of the USPSTF as well as appropriate clinical specialty societies for input;548 and 

(iii) stakeholders can also nominate a topic for consideration549 or request reconsideration (due to new evidence, new 

tests available, or status changes in the public health burden of the condition) through the Task Forceôs website.550   

 

There are also informal opportunities for review, where stakeholders can seek meetings with individual USPSTF 

members, partner organizations or federal partners.  For example, one of the Task Forceôs new duties established 

under the ACA is ñimproved integration with Federal Government health objectives.ò551 Consistent with this duty, 

stakeholders may urge certain federal agencies to request meetings with the Task Force to discuss specific federal 

initiatives, such as the Million Hearts Campaign, and how USPSTFôs work could contribute to advancing federal 

goals.   

 

Community Preventive Services Task Force 
The ACA also codifies the Task Force on Community Preventive Services (ñCommunity Task Forceò), which 

presents its recommendations on community-based prevention and health promotion activities in The Guide to 
Community Preventive Services (The Community Guide).552,553 The Community Task Force is an independent, 

nonfederal panel of public health and prevention experts that provides evidence-based findings and 

recommendations about community preventive services, programs, and policies to improve health. To develop its 

recommendations, Community Guide scientists lead or support interdisciplinary teams that carry out systematic 

literature reviews to identify what works to promote health and prevent disease, injury and disability.554,555 Evidence 

compiled and recommendations developed by systematic review teams are brought to the full Community Task 

Force for their consideration and approval.  

 

While there is no formal structure in place to allow for public comment or stakeholder input into the review process, 

systematic review teams frequently collaborate with CDC scientists and program managers, federal and non-federal 

liaison organizations,556 and other researchers, practitioners, and policymakers.554,557 AHA has collaborated with 

systematic review teams in the past, and, in circumstances where AHA is not a member of a given review team, it 

can informally collaborate with individual systematic review team members or liaison organizations to submit input.   

 

It should be noted that while many of the Community Guide recommendations are important for CVD prevention 

(for example, recommendations on CVD prevention and control,558 obesity prevention,559 nutrition and physical 

activity,560 and tobacco smoke561), recommendations from the Community Guide do not carry the same weight as 

USPSTF recommendations: there is no requirement that these recommendations become integrated in to private and 

public health insurance coverage. The Community Task Force operates independently of USPSTF, though ACA 



Support Comprehensive



�x Continue operation of the NEMSIS Technical Assistance Center (TAC) to expand the number of EMS 

response and patient outcome records housed in the national EMS database.  

�x Improve linkage capabilities with other health databases and state trauma registries while integrating 

NEMSIS with electronic health records to enhance patient care outcomes. 

�x The creation of regular reports providing national data for providers and policymakers. 

 

Stroke and STEMI Systems of Care 
Time is of the essence in treating acute cardiovascular conditions, but in far too many cases a fragmented and 

disorganized delivery system prohibits patients from receiving the treatments that can improve or even save their 

lives.  The AHA believes that leadership and resources at the federal, state, and community levels are needed to help 

develop and implement coordinated systems of care for acute conditions to improve patient outcomes. 

Certain care processes have been demonstrated to improve patient outcomes. Systems of care seek to implement 

these processes so that care is coordinated and victims of heart attack receive timely and appropriate treatment. 

Although the clot-dissolving drug tPA is available to treat the most common type of stroke, only 3-8.5% of eligible 

stroke patients receive this therapy.  This thrombolytic therapy can significantly reduce disability from stroke, but 

should be administered as soon as possible after symptom onset and preferably within four and a half hours to be 

most effective. It also saves money by improving patient outcomes and reducing the need for more extensive 

medical care. A recent analysis of more than 2,700 stroke patients in the U.S. and Europe confirmed that greater use 

of tPA could save nearly $50 million per year in the U.S. alone. Initial efforts at implementing stroke care systems 

have shown that they improve patient access to recommended care, including increased administration of 

thrombolytic therapy. 

Roughly 1 out of every 4 heart attack victims each year will have the most severe type of heart attack called ST-

Elevation Myocardial Infarction (STEMI). The quicker a patient with this heart attack has the completely blocked 

artery reopened (ñreperfusionò), the better the chances are for survival and less permanent damage to the heart. 

Approximately one-third of STEMI patients do not receive any reperfusion therapy (including the preferred type, 

percutaneous coronary intervention (PCI)) to restore blood flow in the artery. Many more do not receive this 

treatment within the recommended 90 minutes, even though such treatment greatly reduces the risk of death or 

debilitation 

Systems of care are tailored by states or regions and locally implemented to meet the needs and challenges of an 

area, but should be based on the latest scientific guidelines. The ideal system of care provides patients with seamless 

transitions from each stage of care to the next (EMS; acute care; subacute care secondary prevention; and 

rehabilition and coverage). There are gaps and needs at each stage of this care continuum, however, that could be 

addressed by more coordinated care. 

The American Heart Association/American Stroke Association advocates for resources and policies to help facilitate 

the development of coordinated systems of care in states and regions for stroke and STEMI.  Key approaches 

include: 

�x Through an integrated approach with other AHA/ASA program activities, promote efforts to create 

inclusive and coordinated statewide systems of care to improve the treatment of the stroke patient.  

�x Work to ensure that the recognition, and the protection, of Primary Stroke Center, Comprehensive Stroke 

Center and Acute Stroke Capable Facility designation is based on Joint Commission/AHA/ASA 

accreditation or an equivalent accreditation process offered by a guidelines-based, nationally recognized 

accrediting organization.  

�x Utilizing current AHA/ASA guidelines for stroke care, promote within EMSS statewide standardization 

and implementation of stroke training, assessment, treatment, and transportation protocols.  

�x Support access and coverage of rehabilitation services for stroke patients. 



�x Through an integrated approach with the Mission: Lifeline initiative, promote efforts to coordinate systems 

of care to improve the treatment of heart attack and sudden cardiac arrest patients by adhering to 

ACC/AHA guidelines and are consistent with Mission: Lifeline recommendations for criteria for heart 

attack and sudden cardiac arrest systems of care.   



content and timeliness of communication from EMS to hospitals should be addressed to proactively 

mobilize healthcare personnel before arrival and reduce time delays to treatment; 

�x Regional systems may involve a town, a city, a county, a state, or another region of the country.  Systems 

should include academic or community receiving hospitals with multidisciplinary teams, including 

cardiology, critical care, and neurology.  The volume of patients who have restoration of circulation after 

cardiac arrest is not solely tied to institutions but to practitioners who practice at multiple institutions; 

�x Referral hospitals will continue to play a vital role in optimizing care for patients with restoration of 

circulation after OOHCA.  Their immediate efforts, before transfer to the receiving hospital, in initiating 

therapeutic hypothermia early in conjunction with EMS will be important in the final outcomes of many 

patients.  Referral hospitals should be provided with the necessary funds for equipment and education and 

be required to follow specific patient care and triage protocols, and they should report their experience, as 

has been done in selected inclusive regional trauma systems; 

�x As with trauma centers, burn centers, STEMI centers, and stroke centers, national criteria should be 

developed to enable the categorization, verification, and designation of centers for the treatment of patients 

with restoration of circulation after OOHCA.  External credentialing should be required as opposed to self-

designation to support the development and sustainability of adequate patient volumes and high-quality 

care.  The number of level 1 cardiac resuscitation centers in a given region should be limited to maintain 

provider skill levels and to justify the initial costs and institutional commitment required to care for these 

specialized patients; 

�x Assessments of provider or hospital performance of acute coronary angiography should separate 

procedures performed in patients resuscitated from cardiac arrest from those performed in other patients to 

reduce potential disincentives to the performance of an intervention in these patients with high morbidity 

and mortality; 

�x Evidence-based best practices and model EMS protocols should also be developed to guide states and local 

EMS systems in developing inclusive regionalized approaches to post-resuscitation care. 

 

The American Heart Association/American Stroke Association advocates for public policies and resources that 

support a comp



 

�x Telehealth   

o Reimbursement  

o Ease licensing/credentialing barriers 
 

V.  Promote High Quality, High Value Health Care  

 
In its landmark 2001 report, Crossing the Quality Chasm, the Institute of Medicine (IOM) declared that, ñBetween 

the health care we have and the care we could have, lays not just a gap, but a chasm.ò570 Shortly thereafter, McGlynn 

and Asch estimated that Americans only receive the recommended care approximately half of the time.571  The 

report and this subsequent quantification served as a call to action for the healthcare community to focus its attention 

on improving patientsô receipt of evidence-based care.  Recent policy discussions and activities, spearheaded by the 

passage of healthcare reform, have focused on improving healthcare quality, as one component of what has come 

known as the ñtriple aimò - better health, better health care, and care at a lower cost.  Together this tripod represents 

a high-value healthcare system with the aim of getting the highest quality and improvement in health out of every 

healthcare dollar spent. 

 

This section provides an overview of the AHAôs public policy approach to improving healthcare quality, including 



A ñclinical registryò is a database of health information on specific clinical conditions, procedures or populations.  

The data collected in a registry captures clinically important events relevant to a particular population or condition.  

Registries can be integrated with EHRs to directly support evaluation of care delivery and patient outcomes.  

Registries can broaden knowledge of clinical service patterns, processes and patient outcomes and capture valuable, 

real-time patient data that is not present in an administrative record, which typically only contains claims data or 

billing information. Because a registry can continuously capture data, registries have the potential to identify 

unnecessary or inappropriate variation and drive quality improvement by creating a continuous feedback loop to 

pinpoint areas of poor quality. In this way, the data collected and aggregated by the tool allows the provider or 

facility to identify problems with particular types of care, develop quality improvement interventions based on the 

identified problems, and monitor progress after implementation of a chosen intervention.  As a result of the GWTG-

Stroke program that uses a registry to collect and feedback information to participating hospitals, participating 

hospitals have shown improvement in adherence to stroke performance measures.575  

Additionally, registries, as demonstrated by the experiences of the GWTG-Stroke registry can help hospitals reduce 

disparities in the care they deliver. While evidence suggests that not only are minorities at higher risk of suffering a 

stroke but they also receive lower quality of care and have worse health outcomes. Hospitals participating in 

GWTG-Stroke improved care for black, Hispanic, and white patients.576 Clinical registries also support quality and 

safety evaluation by monitoring adverse events related to particular therapies, drugs, or devices577,578 and examining 

provider adherence to safety protocols and best practice guidelines.579 

Data collected via a registry can also catalyze systems changes on a regional or statewide basis to promote a more 

comprehensive and coordinated approach to care. Regional participation in quality improvement programs that 

utilize a clinical registry can help illuminate problems that exist in the system of care so that corrections and 

improvements can be made. For instance, data may show poor patient education about symptoms, geographical 

differences in the quality of care received, or problems with adherence to treatment guidelines. The data can then 

catalyze stakeholders to find solutions to the challenges encountered. For example, data from Marylandôs statewide 

stroke registry showed that some of the stateôs hospitals were reluctant to give tPA ï a drug used to treat thrombotic 

and embolic stroke ï to stroke patients. Having identified this concern, stakeholders were able to investigate its 

cause and determined that these hospitals were wary of prepping tPA because of the drugôs cost in the event that it 

was ultimately not used. Consequently, they developed a system where hospitals can return unused tPA to the 

manufacturer; this has promoted the delivery of tPA to appropriate stroke patients.12 

The increasing sophistication of these tools and the pace of advances in health information technology offer 

significant promise for continued improvement in and better informed clinical decision-making.  
 

American Heart Association Advocacy Priorities around Health Information Technology 
�x Support public policies that encourage the development and implementation of health information tools, 

such as clinical-decision-making technology that deliver clinical guidelines in real-time to clinical decision-

makers.   
�x Promote policies that empower consumers to make informed decisions regarding the importance of 

owning, managing and maintaining personal health records. 

�x Promote legislation and regulations that encourage the development and use of HIT with appropriate 

patient privacy safeguards.   

�x Urge policy makers to create federal, state and local CVD and stroke registries in order to monitor 

incidence and support the development of relevant quality improvement initiatives. 

�x Encourage policy makers to use patient-



Quality and Performance Measures  
Quality measures attempt to represent the achievement of a recommended course of treatment by a healthcare 

practitioner by quantifying the existence of a structural component believed to connect to high quality care, a 

process understood to constitute high quality care, or quantify a particular set of outcomes.  Performance measures 

are quality measures that are applied to the performance of a clinician or group of clinicians to either benchmark 

care delivery or measure improvements in quality over time. Quality-of-care measures can help create learning 

environments for health care professionals and ensure that best practices are applied uniformly to all patients. 

 

ñPay for performance programsò are reporting programs that link the achievement of measure to payment whether 

as a financial reward through additional payment or a bonus or penalties via a reimbursement withhold. More 

research is needed to understand the impact of these programs on patient outcomes, both intended and unintended. 

Evaluation, ideally using clinical rather that administrative or claims data should be a central component of any 

program to better understand the programôs outcomes.580  Given that many programs are still in their early stages of 

implementation which makes systematic evaluation and understanding their long-term impact difficult.  A recent 

study, however, based on a cluster-randomized trial and published in the Journal of the American Medical 

Association did show an association between pay-for-performance programs and modest improvements in 



CCHDs represent about 25% of all congenital heart defects.586  



behalf of cardiovascular disease and stroke patients.  In this way, it shows great promise in expanding the evidence 

base in these critical areas.  

 

American Heart Association Priorities with Comparative Effectiveness Research 
�x Promote the conduct and interpretation of comparative effectiveness research according to fundamental 

scientific principles. 

�x Encourage funding for organizations, including PCORI, that support CER that aligns with Association 

principles. 

 

Delivery System and Payment Reform 
Delivery system reforms and a focus on testing structural and organizational models of care delivery, as well as their 

impact on care access, utilization and effectiveness have garnered recent focus.  A recent Medicare study found that 

the average primary care practice coordinated with 99 other physicians working across 53 different practices.588  In 

this way, many models focus on coordinating care among these providers, supporting medical documentation that 

makes health information portable, and disseminating information throughout the broader system to support 

proactive care management.  Examples of specific models include the patient centered medical home (PCMH) and 

accountable care organizations (ACOs).  

  

Payment models are often used in tandem with systemic or structural changes to create financial incentives for 

providers, patients, and others to encourage care delivery by clinicians and adherence by patients.  These payment 

methods can include capitation, bundled payment, or care coordination/ patient management fees.  Similarly to the 

work that it has done on pay-for-performance programs, the AHA/ASA believes that any payment reform program 

must have the goal of reducing the burden of disease for patients and developed a set of principles that aim to ensure 

that this end goal is met and unintended consequences do not occur.(should be numbered the same as January 2006 

Bufalino citation, cited above)  The principles stress the importance of transparency to consumers of the existence of 

a payment incentive to physicians and any resulting restrictions on access to services this incentive may create; the 

need to allow for variation so that the unique needs of sub-populations are met, as well as existing disparities in care 

delivery are addressed; and the use of quality measures that are evidence-based, meaningful, and designed to ensure 

accountability for quality, not just cost.589 Additionally, any incentive used should encourage the development of 

enabling structures within the healthcare system that enhance its safety, effectiveness, efficiency, equity, timeliness, 

and patient-centeredness.590 

Further testing and evaluation of these models is needed to understand whether they are effective, as well as any 

unintended consequences occur that need to be avoided. The Affordable Care Act created the Center for Medicare 

and Medicaid Innovation (CMMI) within the Centers for Medicare and Medicaid Services (CMS) to conduct this 

testing and evaluation and gave it the authority to scale these models without additional Congressional action if 

evaluation showed they improved quality while reducing or maintaining cost.591  

 

American Heart Association Priorities for Delivery System and Payment Reform 
�x Monitor existing demonstration models testing new delivery and payment reforms. 

�x Encourage adoption of evidence-based methods of care coordination. 

�x Encourage researchers to examine and evaluate the impact of care delivery models on cardiovascular and 

stroke treatment and patients, with particular attention to identifying unintended consequences as they 

occur.  

�x Evaluate the role of quality in health care payment systems. 

�x Support research and evaluation of mechanisms for aligning payment with healthcare improvement. 

 

 

Benefit design 
Health insurance benefit design is also increasingly being used to adjust both provider and patient behavior, making 

it important that public policy supports appropriate patient safeguards in the development and implementation of 

these designs, as well as balances the need for patient access to a wide variety of treatments with the affordability of 

available treatments. 

 



The Association works with CMS, as well as other payors to evaluate the appropriateness of services and 

procedures, such as carotid artery stenting for stroke patients, anticoagulant home monitoring for patients with atrial 



 

 

substitution, but opposes therapeutic substitution and supports communication of the therapeutic interchange to both 

provider and patient. 

 

The Association supports policies that promote formularies that are consistent with the recommendations laid out in 

its position statement.   

 

American Heart Association Priorities on Drug Formularies 
�x Monitor, evaluate, and promote policies concerning drug formularies that are consistent with the AHAôs 

Drug Formulary position statement. 

�x Educate lawmakers about the need to balance access and cost considerations when developing formularies 

for public programs, such as Medicaid and SCHIP. 

�x Monitor drug formulary policy 

 

The Association supports policies that promote formularies that permit therapeutic interchange and generic 

substitution when necessary and in designated circumstances and do not allow for therapeutic substitution.  The 

AHA  continues to monitor, evaluate and promote proposed public policies concerning drug formularies. The 

Association supports increased access to a broad range of cardiovascular disease and stroke drugs, treatments and 

medical devices and opposes therapeutic substitution of prescription drugs within a class.  Public policy should 

support appropriate patient safeguards in the development and implementation of formularies.  Further, drugs and 

devices used to treat or prevent cardiovascular disease and stroke must be properly reviewed, labeled, dispensed and 

marketed. 

 

Medication Adherence 

Nonadherence to prescribed medications is a growing problem that has become too common; the consequences 

include adverse health events and added costs to the U.S. healthcare system. The New England Healthcare Institute 

estimates that patients who fail to adhere to their medications cost the U.S. healthcare system $290 billion 

annually.597  Patients with cardiovascular diseases contribute to poor adherence, raising the risk for heart disease and 

stroke. According to research by Vrijens and colleagues, roughly half of patients who have been prescribed high 

blood 



 

 

American Heart Association Advocacy Priorities for Drug Shortages 
�x Support policies that foster communication between the FDA and manufacturing companies in order to 

prevent or mitigate drug shortages. 

�x Increase funding for research to better characterize cardiovascular care drug shortages and their impact on 

patient care. 

�x Educate and train healthcare providers on how to best mitigate shortages to avoid disruption in care. 

 

 

Personalized Medicine  

We are at the dawn of a new age, where our evolving knowledge of how genes and lifestyle combine to affect our 

health is transforming the practice of medicine.  Genetic analysis can already identify risk factors for certain heart 

disorders, type 2 diabetes, and many other health conditions.  Every few months, researchers are discovering more 

disease-related gene variants.  This new information is being used to ópersonalizeô medicine according to each 

patientôs genetic profile.  Genetic medicine can help identify disease risk as well as the likely response to certain 

drugs and drug doses. As scientists develop a greater understanding of the genetics of heart disease and stroke, we 

will move away from ñone-size-fits-allò medicine to more targeted and effective prevention, treatments, and even 

cures.  

American Heart Association Advocacy Priorities for Personalized Medicine 

�x Require disclosure of test validity and enact appropriate regulatory oversight for marketed tests to assure 

physicians and the public of test quality.  

�x Increase funding for research on the genetics of heart disease and the translation of new discoveries into 

preventive measures and treatments.   

�x Protect individuals undergoing genetic tests from discrimination by all forms of insurance.   

�x Educate and train the medical workforce to prepare for the expanded integration of genetics into healthcare 

practice. 

�x Integrate personalized healthcare with health information technology to deepen our understanding of the 

relationship between genetics, disease, treatments and outcomes. 

�x Ensure that intellectual property practices foster innovation and the development of new genetic tools. 

�x Educate the public about personalized medicine and encourage them to collect their family medical history. 

 

Palliative Care 

Palliative care is medical and supportive care for people with serious illness that is routinely integrated into care by 

all practitioners and focuses on providing patients and their families with relief from illness and suffering burden -- 

including symptoms, pain and stress--regardless of diagnosis601.  By integrating medically appropriate care with 

supportive care practices, it helps patients and their families achieve goals of improved functioning and prolonging 

life, when possible, and with comfort and the preservation of hope at the end of life.  Treatment goals are clarified 

and valued, care is coordinated across settings, and the patientôs practical, social, emotional, and spiritual needs are 

supported.   

 

Research indicates that palliative care is beneficial for cardiovascular and stroke patients, given the symptom burden 



 

 

 

Research demonstrates that patients living with serious illness identify elements of palliative care such as pain and 

symptom management, avoidance of inappropriate prolongation of dying, achievement of a sense of control, and 

avoiding burdening others, as among their top priority needs from the healthcare system.605 A majority of seriously 

ill patients, however, are not currently receiving palliative care.603 As medical technology advances, patients are 

living longer and with conditions that were previously fatal, but with significant adverse implications for their 

quality of life and that of their families. Patients, who suffer from acute cardiovascular events or stroke when 

previously highly functional, also need additional support for coping and adjusting to the illness and complex 

decision making. Together, these factors support the need for the holistic approach taken by palliative care in 



 

 

National Health and Nutrition Examination Survey (NHANES), Behavioral Risk Factor Surveillance System 



 

 

The top areas of focus in the nonprofit sector are described below. 

Support the Charitable Tax Deduction 

More than 80 percent of the 46 million who itemized their tax returns in 2009 claimed the charitable deduction.  

These individuals are responsible for more than 76 percent of individual contributions to charitable organizations. 

Between 2003 and 2009, charitable organizations in the U.S. received $281 in online donations. More than 22 

percent of those donations were made on December 30 and 31 each year; underscoring the extent to which donors 

are aware of, and influenced by, the tax implications of their giving.  An April 2011 Gallup Poll found that 62 

percent of Americans who do not claim the deduction support its preservation as an incentive for giving.   While 

some believe the charitable deduction disproportionately benefits high income taxpayers, a 2012 study by the Center 

on Philanthropy at Indiana University found that 79.3 percent of high-net-worth households (annual income greater 

than $200,000) donated to basic needs charities in 2011.   

Itôs important to remember that unlike incentives to save for retirement or to purchase a home, the charitable 

deduction encourages behavior for which a taxpayer receives no direct tangible benefit.  It simply and effectively 

encourages taxpayers to give away a portion of their income to benefit others. 

Encouraging Volunteerism 

Public policy can play an important role in providing strong incentives for Americans to give their time in service to 

charitable organizations, including the American Heart Association.  The AHA generally supports efforts to 

encourage people of 



 

 

feeling of local ñownershipò of and engagement with the campaign, which in turn may lead to decreased 

participation and donations, especially for local charities. 

2. 









 



 

 

                                                                                                                                                                                           
104 Keller K. Forman J. Lee NM. Kuilema LG. Halford JC (2011). ñUse of licensed spokes-characters to increase 

intake of fruits and vegetables as part of a childhood obesity prevention program: pilot study results.ò  Obesity. 19 

Suppl. 1.   
105 Marino, C. J. and R. P. Mahan (2005). "Configural displays can improve nutrition-related decisions: An 

application of the proximity compatibility principle." Human Factors: The Journal of the Human Factors and 

Ergonomics Society 47(1): 121-130. 
106 Lewis, C. J. and E. A. Yetley (1992). "Focus group sessions on formats of nutrition labels." J Am Diet Assoc 

92(1): 62-66. 
107 Geiger, C. J., et al. (1991). "Nutrition labels in bar graph format deemed most useful for consumer purchase 

decisions using adaptive conjoint analysis." J Am Diet Assoc 91(7): 800-807. 
108 van Kleef, E., et al. (2008). "Consumer preferences for front-of-pack calories labelling." Public Health Nutr 

11(2): 203-213. 
109 Borgmeier, I. and J. Westenhoefer (2009). "Impact of different food label formats on healthiness evaluation and 

food choice of consumers: a randomized-controlled study." BMC Public Health 9: 184. 
110 van Herpen, E. and H. C. Trijp (2011). "Front-of-pack nutrition labels. Their effect on attention and choices when 

consumers have varying goals and time constraints." Appetite 57(1): 148-160. 
111 Hawley, K. L., et al. (2013). "The science on front-of-package food labels." Public Health Nutr 16(3): 430-439. 
112 Aschemann-Witzel, J., et al. (2013). "Effects of nutrition label format and product assortment on the 

healthfulness of food choice." Appetite 71C: 63-74. 
113 Grunert K (2007). ñA review of European research on consumer response to nutrition information on food 

labels.ò J Public Health 15, 385ï389. 
114 Wansink B (2003). ñHow do front and back package labels influence beliefs about health claims?ò J Consum Aff 

37, 305ï316. 
115 Larsson, I., et al. (1999). "The 'Green Keyhole' revisited: nutritional knowledge may influence food selection." 

Eur J Clin Nutr 53(10): 776-780. 
116Reid, R. D., et al. (2004). "The Heart and Stroke Foundation of Canada's Health Check food information program: 

modelling program effects on consumer behaviour and dietary practices." Can J Public Health 95(2): 146-150. 
117 Sacks, G., et al. (2009). "Impact of front-of-pack 'traffic-light' nutrition labelling on consumer food purchases in 

the UK." Health Promot Int 24(4): 344-352. 
118 Steenhuis, I., et al. (2004). "The effectiveness of nutrition education and labeling in Dutch supermarkets." Am J 

Health Promot 18(3): 221-224. 
119 Freedman, M. R. and R. Connors (2010). "Point-of-purchase nutrition information influences food-purchasing 

behaviors of college students: a pilot study." J Am Diet Assoc 110(8): 1222-1226. 
120 Liem, D. G., et al. (2012). "Health labelling can influence taste perception and use of table salt for reduced-

sodium products." Public Health Nutr 15(12): 2340-2347. 
121 Sims, J., et al. (2011). Claiming health: Front-of-package labeling of childrenôs food. Prevention Institute; 2011. 

  
122 Vyth, E. L., et al. (2010). "Actual use of a front-of-pack nutrition logo in the supermarket: consumers' motives in 

food choice." Public Health Nutr 13(11): 1882-1889. 
123 Sutherland, L. A., et al. (2010). "Guiding stars: the effect of a nutrition navigation program on consumer 

purchases at the supermarket." Am J Clin Nutr 91(4): 1090S-1094S. 
124 Nestle, M. and D. S. Ludwig (2010). "Front-of-package food labels." JAMA: the journal of the American 

Medical Association 303(8): 771-772. 
125 



 

 

                                                                                                                                                                                           
131 Zenk, S. N. and L. M. Powell (2008). "US secondary schools and food outlets." Health Place 14(2): 336-346. 
132 Jha, P. and F. J. Chaloupka (2000). "The economics of global tobacco control." BMJ 321(7257): 358-361.  
133 Vartanian, L. R., et al. (2007). "Effects of soft drink consumption on nutrition and health: a systematic review 

and meta-analysis." Am J Public Health 97(4): 667-675. 
134Flood, J. E., et al. (2006). "The effect of increased beverage portion size on energy intake at a meal." J Am Diet 

Assoc 106(12): 1984-1990; discussion 1990-1981. 
135 Nielsen, S. J. and B. M. Popkin (2004). "Changes in beverage intake between 1977 and 2001." Am J Prev Med 

27(3): 205-210. 
136 Schulze, M. B., et al. (2004). "Sugar-sweetened beverages, weight gain, and incidence of type 2 diabetes in 

young and middle-aged women." JAMA 292(8): 927-934. 
137 Nagai, Y., et al. (2009). "The role of peroxisome proliferator-activated receptor gamma coactivator-1 beta in the 

pathogenesis of fructose-induced insulin resistance." Cell Metab 9(3): 252-264. 
138 Jacobson, M. F. and K. D. Brownell (2000). "Small taxes on soft drinks and snack foods to promote health." Am 

J Public Health 90(6): 854-857. 
139 Mozaffarian, D., et al. (2012). "Population approaches to improve diet, physical activity, and smoking habits: a 

scientific statement from the American Heart Association." Circulation 126(12): 1514-1563. 
140Storey, M. L., et al. (2006). "Beverage consumption in the US population." J Am Diet Assoc 106(12): 1992-2000. 
141 Levy, D. T., et al. (2004). "The effects of tobacco control policies on smoking rates: a tobacco control scorecard." 

J Public Health Manag Pract 10(4): 338-353. 
142 Andreyeva, T., et al. (2010). "The impact of food prices on consumption: a systematic review of research on the 

price elasticity of demand for food." Am J Public Health 100(2): 216-222. 
143 Duffey, K. J., et al. (2010). "Food price and diet and health outcomes: 20 years of the CARDIA Study." Arch 

Intern Med 170(5): 420-426. 
144 Block, J. P., et al. (2010). "Point-of-purchase price and education intervention to reduce consumption of sugary 

soft drinks." Am J Public Health 100(8): 1427-1433. 
145 Powell, L. M., et al. (2009). "Food prices and fruit and vegetable consumption among young American adults." 

Health Place 15(4): 1064-1070. 
146 Chaloupka, F. J. and L. M. Powell (2009). "Price, availability, and youth obesity: evidence from Bridging the 

Gap." Prev Chronic Dis 6(3): A93. 
147 Appel, L. J., et al. (2011). "The importance of population-wide sodium reduction as a means to prevent 

cardiovascular disease and stroke: a call to action from the American Heart Association." Circulation 123(10): 1138-

1143.  
148 Whelton, P. K., et al. (2012). "Sodium, blood pressure, and cardiovascular disease: further evidence supporting 

the American Heart Association sodium reduction recommendations." 



 

 

                                                                                                                                                                                           
159 





 

 

                                                                                                                                                                                           
212 Naughton, F., et al. (2012). "Randomized controlled trial evaluation of a tailored leaflet and SMS text message 

self-help intervention for pregnant smokers (MiQuit)." Nicotine Tob Res 14(5): 569-577. 
213 Soureti, A., et al. (2011). "Exploratory study of web-based planning and mobile text reminders in an overweight 

population." J Med Internet Res 13(4): e118. 
214 Blasco, A., et al. (2012). "Evaluation of a telemedicine service for the secondary prevention of coronary artery 

disease." J Cardiopulm Rehabil Prev 32(1): 25-31. 
215 Morikawa, N., et al. (2011). "Effect of salt reduction intervention program using an electronic salt sensor and 

cellular phone on blood pressure among hypertensive workers." Clin Exp Hypertens 33(4): 216-222. 
216 Merchant, R. M., et al. (2010). "Cell phone cardiopulmonary resuscitation: audio instructions when needed by lay 

rescuers: a randomized, controlled trial." Ann Emerg Med 55(6): 538-543 e531. 
217 Whittaker, R., et al. (2011). "A theory-based video messaging mobile phone intervention for smoking cessation: 

randomized controlled trial." J Med Internet Res 13(1): e10. 
218 Sakai, T., et al. (2011). "Effectiveness of the new 'Mobile AED Map' to find and retrieve an AED: A randomised 

 



 

 

                                                                                                                                                                                           
237Fitzgibbon, M. L., et al. (2005). "Two-year follow-up results for Hip-Hop to Health Jr.: a randomized controlled 

trial for overweight prevention in preschool minority children." J Pediatr 146(5): 618-625. 
238 Page, R. M. and A. Brewster (2007). "Emotional and rational product appeals in televised food advertisements 

for children: analysis of commercials shown on US broadcast networks." J Child Health Care 11(4): 323-340.  
239 Halford, J. C., et al. (2008). "Beyond-brand effect of television food advertisements on food choice in children: 

the effects of weight status." Public Health Nutr 11(9): 897-904.  
240 van der Horst, K., et al. (2007). "A systematic review of environmental correlates of obesity-related dietary 

behaviors in youth." Health Educ Res 22(2): 203-226. 
241 Krahnstoever Davison, K., et al. (2005). "Reexamining obesigenic families: parents' obesity-related behaviors 

predict girls' change in BMI." Obes Res 13(11): 1980-1990. 
242 Davis, M. M., et al. (2007). "Recommendations for prevention of childhood obesity." Pediatrics 120 Suppl 4: 

S229-253. 
243Lindsay, A. C., et al. (2006). "The role of parents in preventing childhood obesity." Future Child 16(1): 169-186. 
244 Chriqui, J., et al. (2013). "School District Wellness Policies: Evaluating Progress and Potential for Improving 

Children's Health Five Years after the Federal Mandate. Brief Report. Volume 3." Robert Wood Johnson 

Foundation.  
245 Department of health and Human Services. Million Hearts. 

http://millionhearts.hhs.gov/index.html Accessed September 13, 2013. 
246 Sacco, R. L., et al. (2012). "What the million hearts initiative means for stroke: a presidential advisory from the 

American Heart Association/American Stroke Association." Stroke 43(3): 924-928. 
247 Tomaselli, G. F., et al. (2011). "The American Heart Association and the Million Hearts Initiative: a presidential 

advisory from the American Heart Association." Circulation 124(16): 1795-1799. 
248Bikdeli, B. and J. A. Barreto-Filho (2012). "Reducing the cardiovascular disease burden: justified means for 

getting to the end." Circ Cardiovasc Qual Outcomes 5(4): 580-586. 
249 Afterschool Alliance. Afterschool Issue Overview. 2013; 

http://www.afterschoolalliance.org/researchFactSheets.cfm. Accessed April 19, 2013. 
250 Bassett DR. Erwin P. Fitzhugh EC. F





 

 

                                                                                                                                                                                           
291 Hood, N. E., et al. (2012). "Associations between self-reported in-home smoking behaviours and surface nicotine 

concentrations in multiunit subsidised housing." Tob Control. 
292 Matt, G. E., et al. (2011). "When smokers move out and non-smokers move in: residential thirdhand smoke 

pollution and exposure." Tob Control 20(1): e1. 
293 



 

 

                                                                                                                                                                                           
318 



 

 

                                                                                                                                                                                           
345Xiang, H., et al. (2013). "Estimation of short-term effects of air pollution on stroke hospital admissions in Wuhan, 

China." PLoS One 8(4): e61168. 
346





 

 

                                                                                                                                                                                           
397 Centers for Disease Control and Prevention. Heart Disease and Stroke Prevention: Addressing the Nationôs 

Killers. 2011. Available online: http://www.cdc.gov/chronicdisease/resources/publications/aag/pdf/2011/Heart-

Disease-and-Stroke-AAG-2011.pdf  
398 Vincent, G. K. and V. A. Velkoff (2010). The next four decades: The older population in the United States: 2010 

to 2050, US Department of Commerce, Economics and Statistics Administration, US Census Bureau.  
399 Leira, E. C., et al. (2013). "The growing shortage of vascular neurologists in the era of health reform: planning is 

brain!" Stroke 44(3): 822-827. 
400 Rodgers, G. P., et al. (2009). "ACC 2009 survey results and recommendations: Addressing the cardiology 

workforce crisis A report of the ACC board of trustees workforce task force." J Am Coll Cardiol 54(13): 1195-1208. 
401 Owens, D. K., et al. (2010). "AHRQ series paper 5: grading the strength of a body of evidence when comparing 

medical interventionsðAgency for Healthcare Research and Quality and the Effective Health-Care Program." J Clin 

Epidemiol 63(5): 513-523. 
402 Public Law 111-





 

 

                                                                                                                                                                                           
450 Whellan, D. J., et al. (2005). "Metaanalysis and review of heart failure disease management randomized 

controlled clinical trials." Am Heart J 149(4): 722-729. 
451 Bodenheimer, T., et al. (2002). "Improving primary care for patients with chronic illness: the chronic care model, 

Part 2." JAMA 288(15): 1909-1914. 
452 Chung, H., et al. (2013). "Early experience of a pilot intervention for patients with depression and chronic 

medical illness in an urban ACO." Gen Hosp Psychiatry 35(5): 468-471. 
453 Rokos, I. C. (2011). "Creating "turbo" accountable care organizations for time-critical diagnoses." Circ 

Cardiovasc Qual Outcomes 4(6): 647-649. 
454 Hibbard, J. H., et al. (2005). "Development and testing of a short form of the patient activation measure." Health 

Serv Res 40(6 Pt 1): 1918-1930. 
455 (2013). "Patient engagement, patient safety, and quality of care." Health Aff (Millwood) 32(2): 432-435. 



 

 

                                                                                                                                                                                           
478 



 

 



 

 

                                                                                                                                                                                           
531 Aggarwal, B., et al. (2009). "Influence of caregiving on lifestyle and psychosocial risk factors among family 

members of patients hospitalized with cardiovascular disease." J Gen Intern Med 24(1): 93-98.   
532 Jaarsma, T., et al. (2009). "Palliative care in heart failure: a position statement from the palliative care workshop 

of the Heart Failure Association of the European Society of Cardiology." Eur J Heart Fail 11(5): 433-443. 
533 Mosca, L., et al. (2011). "Patterns of caregiving among patients hospitalized with cardiovascular disease." J 

Cardiovasc Nurs 26(4): 305-311.   
534 Piamjariyakul, U., et al. (2012). "Part I: heart failure home management: patients, multidisciplinary health care 

professionals and family caregivers' perspectives." Appl Nurs Res 25(4): 239-245. 
535 Piamjariyakul, U., et al. (2012). "Part 2: enhancing heart failure home management: integrated evidence for a 

new family caregiver educational plan." Appl Nurs Res 25(4): 246-250. 
536 Center for Healthcare Research and Transformation. Affordable Care Act Funding: An Analysis of Grant 

Programs under Health Care Reform. Sep 2012. Available at: http://www.chrt.org/assets/price-of-care/CHRT-Issue-

Brief-September-2012.pdf. 
537 U.S. Preventive Services Task Force.  About the USPSTF. Available at: 

http://www.uspreventiveservicestaskforce.org/about.htm.  
538 U.S. Preventive Services Task Force, ñUnderstanding How the U.S. Preventive Services Task Force Worksò 

(online at www.uspreventiveservicestaskforce.org/uspstf101_slides/uspstf101.htm). 
539 U.S. Preventive Services Task Force.  Grade Definitions. February 2013. Available at: 

http://www.uspreventiveservicestaskforce.org/uspstf/grades.htm.  
540 U.S. Preventive Services Task Force.  Recommendations. Available at: 

http://www.uspreventiveservicestaskforce.org/recommendations.htm. 
541 USPSTF A and B Recommendations. U.S. Preventive Services Task Force. Available at: 

http://www.uspreventiveservicestaskforce.org/uspstf/uspsabrecs.htm 
542 Patient Protection and Affordable Care Act, Public Law No. 111�æ148, § 1001, 124 Stat. 131, (March 2010), 

amending Part A of title XXVII of the Public Health Service Act, 42 U.S.C. 300gg et seq. 
543 Center for Medicaid and CHIP 



 

 

                                                                                                                                                                                           
558 Task Force on Community Preventive Services (2013). Community Preventive Services Task Force. 

Cardiovascular Disease Prevention and Control. Available at: http://www.thecommunityguide.org/cvd/index.html.  
559 Task Force on Community Preventive Services (2013). Community Preventive Services Task Force. Obesity 

Prevention and Control. Available at: http://www.thecommunityg



 

 

                                                                                                                                                                                           
581 Bardach, N. S., et al. (2013). "Effect of pay-for-performance incentives on quality of care in small practices with 

electronic health records: a randomized trial." JAMA 310(10): 1051-1059. 
582 Parker, S. E., et al. (2010). "Updated National Birth Prevalence estimates for selected birth defects in the United 



 

 

                                                                                                                                                                                           
607 Chen, J., et al. (2011). "National and regional trends in heart failure hospitalization and mortality rates for 

Medicare beneficiaries, 1998-2008." JAMA 306(15): 1669-1678. 
608 Hauptman, P. J. and E. P. Havranek (2005). "Integrating palliative care into heart failure care." Arch Intern Med 

165(4): 374-378. 
609 


