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Editor’s Note

Policy Report
October 31, 2013

We are excited to release the second issue of our Policy Report, which 

highlights some important new areas of policy research for the American 

Heart Association/American Stroke Association. We know that these 

recent papers will help inform both our state and federal advocacy efforts and 

contribute to the American Heart Association’s 2020 Impact Goal. They include:

S  A policy statement on comprehensive smoke-free policy in multi-unit housing.
This is a new area of our tobacco prevention and control work at the state
and local levels, which expands our efforts to reduce tobacco use throughout
the population.

S  An executive summary of “Interactions within Stroke Systems of Care,” an
important policy paper that just published in Stroke. It highlights several key
elements that a stroke system of care needs to reduce stroke-related deaths and
disability, outlining the key steps to appropriately address patient needs from the
moment stroke symptoms appear through transport, treatment and rehabilitation.

S  An update of our forecasting numbers for the future economic costs of heart
disease and stroke. Strikingly, combined costs of heart disease and stroke are
projected to exceed $1.1 trillion by 2030.

Finally, I would like to highlight our important work over the last several months to 
develop principles for the delivery of palliative care. We convened a stellar advisory 
panel of experts from around the country, which was chaired by long-time AHA 
volunteer Lynne Braun, past chair of the Cardiovascular and Stroke Nursing Council. 

After months of deliberation, the group has worked with AHA policy research staff 
to develop a statement of principles that will guide our advocacy work at the state 
and federal levels. It helps ensure access to medical care for people with serious 
illnesses and is focused on providing them with relief from their symptoms, pain and 
stress. The ability to choose this type of treatment is an important part of impactful, 
compassionate patient care. The American Heart Association continues to position 
itself within this important national dialogue. 

As noted in “Forecasting the Future of Cardiovascular Disease in the United States: 
A Policy Statement from the American Heart Association” in Circulation 123: 933, 
2011, people over 65 have a higher prevalence of cardiovascular disease. Since that 
segment of our population is expected to grow significantly in the next two decades, it 
behooves us to prepare for appropriate, compassionate care of our aging population. 
Palliative care that is routinely offered to patients and seamlessly integrated into care 
from the point of diagnosis will be increasingly important, and therefore policy efforts to 
guide our work in the future are especially timely. 

This new issue of the Policy Report continues to expand on our policy work. We 
hope it will be an increasingly valuable resource for our partners in public health, 
practitioners, policymakers and the media.

Elliott Antman, MD 
Chair, Advocacy Coordinating Committee

From the American Heart Association

Volume 1, Issue 2
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American Heart Association/American Stroke 
Association Stroke Association Principles for  
Palliative Care

Introduction
The American Heart Association/American Stroke Association 

aims to help all Americans build healthier lives free of cardiovascular 
diseases and stroke. These efforts include increasing access to 
high-quality, evidence-based care that improves patient outcomes 
and quality of life and is consistent with patients’ values, preferences 
and goals. Ensuring awareness of and access to palliative care 
aligns with the AHA/ASA’s goals. 

Palliative care is defined as medical and supportive care for 
people with serious illness that is routinely integrated into care by 
all practitioners and focused on providing patients and their families 
with relief from illness and suffering burden — including symptoms, 
pain and stress — regardless of diagnosis.1 The AHA/ASA has 
developed principles to guide its advocacy in this important area. 

Background
The AHA/ASA believes that its engagement in support of palliative 

care is appropriate and necessary for several reasons.
Many patients suffer from burdensome symptoms that 

adversely affect function and quality of life. Cardiovascular 
disease and stroke impose a significant burden on many patients 
and caregivers. For example, end-stage heart failure is described 
as having “the largest effects on quality of life of any advanced 
disease,”2 and its patients are described as a group “for whom 
symptoms limit daily life despite usual recommended therapies 
and for whom lasting remission into less symptomatic disease is 
unlikely.”3 Stroke is one of the leading causes of death and disability 

in adults. The palliative care needs of patients and their families with 
stroke are enormous.4 

While less common, children and infants also suffer from heart 
failure and stroke, which are often related to underlying congenital 
syndromes or anomalies diagnosed around the time of birth. 
Although heart failure patients are often assumed primarily to suffer 
from fatigue and dyspnea, pain and depression are also extremely 
common.5 Additionally, patients experience edema, insomnia, anxiety, 
confusion, anorexia and constipation.6 Psychosocial concerns, such 
as hopelessness and social isolation7, 8 and including depression 
and anxiety,9, 10 are prevalent among patients with heart failure and 
are more likely to go untreated.11 

Palliative care, with its primary focus on both expert relief of 
symptoms and supportive care, has the potential to alleviate 
patients’ and family caregiver distress, improve their quality of life 
and foster well-being even as seriously ill patients live with illness 
burden and approach the end of life.

Many patients and families want palliative care, but often 
do not receive it. 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 among their top priority needs from the healthcare system.12 
A majority of seriously ill patients, however, are not currently 
receiving palliative care.13

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 

The Latest Policy Statements
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coping and adjusting to the illness and complex decisionmaking. 
Together, these factors support the need for the holistic approach 
taken by palliative care in helping patients and families achieve care 
goals. Palliative care does this by creating an environment that 
integrates medically appropriate and supportive care practices to 
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responsible decisionmakers occurs in detail before embarking 
on such therapies. Pediatric patients should be included in 
these discussions when developmentally appropriate.

–  A subspecialty palliative care team collaborates closely with 
primary managing clinicians regarding the most relevant and 
current technology and medical management for the patient’s 
specific medical conditions.

–  Care is not episodic, but is continuous along the care 
continuum across settings and care transitions, and includes 
regular screening of individuals for physical symptoms 
and other sources of suffering and the need for related 
adjustments to current regimens. 

–  Well-communicated and organized transitions are made 
between care settings (e.g., from hospital to rehabilitation 
facilities) so that care goals are clearly and explicitly conveyed 
to the receiving care team. 

–  All patients, regardless of racial or ethnic characteristics 
or ability to pay, are offered palliative care, when medically 
appropriate, focused on finding out what matters most 
to patients and their families, and on comprehensive 
assessment and relief of symptom distress.

S Ensures well-prepared, empowered individuals and families:
–  The public is informed as to what palliative care is, its 

availability and how to obtain it from the healthcare system. 
–  Conversations about preferences for treatment occur early in 

the disease process, and throughout the course of disease, 
rather than when death is imminent.

–  Patients and family members engage in shared decision-
making with healthcare practitioners to achieve care goals.

–  Individuals are informed of the importance of designating a  
healthcare surrogate decisionmaker in the event of a future  
loss of decisional capacity, offered the support and opportunity 
to make that designation and engage in conversations with 
the appointed surrogate decision maker about the patient’s 
values and preferences. Processes are in place so they can 
revisit the decision to/not designate a surrogate.

–  Patients and families are informed of and understand the extent 
of life limitations (prognosis, quality of life, function, likelihood 
of recovery to a better condition, transplant or ventricular 
assist device eligibility) resulting from their condition(s).

–  Information on treatment options is presented to patients in a 
culturally sensitive and understandable manner, in plain and 
developmentally appropriate language, in the language of 
their choice, and in a setting conducive to patient and family 
understanding (e.g., quiet, time for questions).

–  Patients and families considering treatment options to extend 
life understand that symptom 3 Td [(lifoadesignation i[eia (uand tOos) so that 88ng cile is,.333 Td (–)Tj 0 0 0 1 k /GSate language,778 -1.3oce  [( k 5 1 1gs 1 1 k /Guals anolong 0.76)Tj 0 0 0 thervle is, extent)-1pen ue )]TJ ]TJS0 gs e of –  Well-communicated and organized trantions to extend  Vste 
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Highlights
S  By 2030, 43.9% of the U.S. population — 122 million people — 

will have some form of CVD. 
–  By 2030, 43% of men and 45% of women will have some 

form of CVD, and blacks suffer at higher rates than whites 
and Hispanics.

–  Hypertension, which impacted 38 percent of adult Americans 
in 2013, is the most common form of cardiovascular disease, 
but it’s not the fastest growing. Between 2013 and 2030, 
heart failure and stroke will each increase by about 20% due 
largely to the aging of the population.

S  Between 2013 and 2030, real (2012$) total direct medical costs 
of CVD are projected to more than double, from $415 billion to 
$918 billion. 

S  Real indirect costs (due to lost productivity) for all CVD are 
estimated to increase from $189 billion in 2013 to $290 billion in 
2030, an increase of 53%. 

S The combined costs are projected to exceed $1.1 trillion by 2030.
–  Annual CVD costs for persons age 65 to 79 are projected 

to increase by a whopping 144 percent, from $215 billion in 
2013 to $524 billion per year in 2030.

These findings indicate CVD prevalence and costs are projected 
to increase substantially. Effective prevention strategies are needed 
to limit the growing burden of CVD.

Key Changes
Total projected costs of CVD in 2030 increased by about 10% 

since the initial analysis (Heidenreich et al., 2011). Cost projections 
changed the most for CHD (+40%), HF (-45%), and stroke (+38%). 
This was driven primarily by a large increase in the “treated 
prevalence” of CHD and stroke in the Medical Expenditures Panel 
Survey condition files. 

In 2008, MEPS changed the way they coded conditions to 
include people that have ever been told they have the disease. The 
estimated per-person costs fell with the addition of these relatively 
lower treatment intensity cases, but the net effect was to increase 
the total costs of CHD and stroke. In addition, many more HF 
patients were now listed as having a CHD/stroke comorbidity, which 
led us to attribute less of their spending to HF and lowered the HF 
cost estimates.

A second significant revision, which also offset some of the increases 
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Interactions within Stroke Systems of Care: Policy 
Recommendations from the American Heart Association/
American Stroke Association

Higashida R, Alberts MJ, Alexander DN, Crocco TJ, Demaerschalk 
BM, Derdeyn CP, Goldstein LB, Jauch EC, Mayer SA, Meltzer 
NM, Peterson ED, Rosenwasser RH, Saver JL, Schwamm L, 
Summers D, Wechsler L, Wood JP; on behalf of the American 
Heart Association Advocacy Coordinating Committee. Interactions 
within stroke systems of care: a policy statement from the 
American Heart Association/American Stroke Association. Stroke. 
2013: published online before print August 29, 2013, 10.1161/
STR.0b013e3182a6d2b2 

A Summary Policy Brief

Background
As the No. 4 cause of death in the United States, stroke and its 

care have a profound impact on public health. Across the United 
States and in other parts of the world, cities, states and regions 
are developing multi-tiered systems for the nd
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6.  Due to the limited distribution and availability of neurologic, 
neurosurgical and radiologic expertise, the use of telemedicine/
telestroke resources and systems should be supported by 
healthcare institutions, governments, payors and vendors as one 
method to ensure adequate 24/7 coverage and care of stroke 
patients in a variety of settings.

7.  Cities, counties and regions are urged to develop an organizational 
infrastructure and decisionmaking body to assist in addressing 
care issues, decisionmaking, implementation and problem 
solving. This is typically in the form of a “Stroke Committee” 
defined by a region or other overarching body. 
7a.  All of the elements of a stroke system of care will operate 

in a highly complex and multidisciplinary environment with 
many elements and stakeholders, each with their own rules 
and recommendations. In terms of the many controlling 
authorities, it is paramount that the best interest of the patient 
be the primary concern and driving factor when rules and 
regulations are made and implemented.

8.  Government agencies and third-party payors are urged to develop 
and implement reimbursement schedules for patients with acute 
stroke that reflect the demanding care and expertise that such 
patients require to achieve an optimal outcome, regardless of 
whether they receive a specific medication or procedure.

9.  Each major element of a stroke system of care, as well as the 
entire system as defined by local regional factors, should develop 
and implement at least two meaningful quality improvement 
projects that will result in improved patient care and/or outcomes. 
9a.  Stroke outcome measures must include adjustments for 

baseline severity. 
10.  A stroke system of care should ensure that all patients have 

access to post-stroke care (i.e., discharge planning services, 
rehabilitation, nursing facilities, medical follow-up) regardless 
of their financial status or socio-economic background. Such 
availability will ensure that each patient has the opportunity 
to achieve a maximum recovery from their stroke, which will 
ultimately reduce its societal and economic impact.

Policy Position on Smoke-Free Policies  
in Multi-Unit Housing (June 2013)

Position
The American Heart Association has long advocated for strong 

public health measures that will reduce the use of tobacco products 
in the United States and limit exposure to secondhand smoke. 
The policies prioritized by the association and its national partners 
include adequate funding for tobacco cessation and prevention 
programs, comprehensive smoke-free air laws, taxation of tobacco 
products and FDA regulation of tobacco. 

As states and localities accomplish each of these policy 
priorities, they are increasingly looking for other policy strategies to 
address the impact of tobacco use on health. Smoke-free policies 
in multi-unit housing are emerging as an important strategy to 
address smoking and exposure to tobacco smoke in homes where 
children, adolescents, the elderly and the disabled are especially 
vulnerable. Research has shown that smoke-free policies in the 
home reduce secondhand smoke exposure for all residents; and 
can increase cessation among smokers and decrease relapse in 
former smokers.1, 2, 3, 4, 5

 The American Heart Association supports comprehensive 
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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.13 

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 secondhand 
smoke in the air14, 15, 16, 17, 18, 19, 20 and transfer of secondhand smoke 
constituents through heating, ventilation, air conditioning systems 
and other connections between units.6, 21, 22, 29 As many as half of 
multi-unit housing residents report that smoke has entered their unit 
from elsewhere in the building or complex24, 25 and detectable levels 
of nicotine have been documented in multi-unit buildings where 
smoking is permitted.26, 27, 28 

In 2009, the U.S. Department of Housing and Urban Development 
encouraged smoke-free policies in public housing to prevent the 
migration of secondhand 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.29 In public housing, children and adolescents are 39 
percent of residents30 while older Americans comprise 15 percent 
of residents. There is evidence that exposure to secondhand smoke 
disproportionately affects minorities,31, 32 women and those in lower 
socioeconomic groups since a larger number of these individuals 
are residing in subsidized housing and blue collar wo287 605.k3 584t4os 
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showed that comprehensive smoke-free policies implemented 
statewide could save owners over $18 million a year.60 Clearly there 
are economic motivations for smoke-free policies that go beyond 
the critically important health benefits.

Residents’ Acceptance of Smoke-Free Policies
Several studies have reviewed whether tenants support smoke-

free policies in multi-unit housing. Generally, former smokers, 
non-smokers, ethnic minorities and those living with children 
support these policies specifically for improved health, fire safety 
and building cleanliness.61, 63, 63, 64 A clear majority of tenants report 
having a smoke-free policy in their own homes, but as already 
mentioned, these residents experience incursions of secondhand 
smoke from other tenants and for almost 10% of residents, that 
incursion is daily.65 Current smokers are less supportive of smoke-
free policies and can be non-compliant.6 It is important that there is 
acceptance and buy-in from all tenants with implementation of any 
smoke-free policies to minimize enforcement issues and maximize 
the health benefits. Use of messaging on the communal impact of 
smoking as well as readily available cessation services can help 
facilitate acceptance. 

Multi-Unit Housing Owners’ Acceptance
Landlords, public authorities or owners of multi-unit housing are 

more skeptical of instituting smoke-free policies due to concerns 
about enforcement, tenant objections, loss of market share, vacancy 
and turnover.6 However, only a small percentage of owners who 
have implemented smoke-free policies report increased vacancy 
and turnover.6 So there is some inconsistency in what is expected 
to happen versus the actual response, perhaps because of less 
availability of other housing options for low-income tenants. Studies 
show greater adoption of smoke-free policies in higher-income housing 
units. In surveys owners who had not yet implemented smoke-
free policies showed some interest in learning more about how to 
implement them.6 There is also some indication that owners would 
be motivated by economic incentives such as insurance discounts 
and subsidies to promote advertising of smoke-free buildings.66 

Research shows that comprehensive smoke-free policies are still 
relatively uncommon in multi-unit housing and many landlords do 
not perceive a demand. This may be because tenants do not feel 
there is opportunity to ask for these policies. There is also some 
indication that landlords need further education about the capacity 
for secondhand smoke to pass between units and expose non-
smoking tenants as well as the financial advantages of adopting 
smoke-free policies.67 Several activities can move owners/landlords 
along toward adopting smoke-free policies (see Appendix A) and 
cost-effective media strategies have been developed to educate 
tenants and owners about the advantages of adopting comprehensive 
smoke-free policies.68 

One of the most difficult challenges for implementing a 
comprehensive smoke-free policy, especially in public housing, is 
enforcement.69 Monitoring and compliance reporting mechanisms 
have to be established with sanctions for noncompliance. Threatening 
eviction is especially difficult in public housing where the fundamental 
tenet is to protect against homelessness for vulnerable populations. 
However, enforcement polices for a smoke-free policy would be very 
much like holding tenants accountable for other rules like sanitation 
or pet ownership where enforcement and monitoring may already 
be in place.

Additionally, landlords and housing authorities can reduce 
their legal liability by restricting or banning smoking since there 

are liability concerns for exposing their non-smoking tenants to 
secondhand smoke.70, 71 The Federal Fair Housing Act of 1992, 
the Americans with Disabilities Act, the Rehabilitation Act and 
state disability discrimination laws provide protection against 
housing discrimination for people with disabilities, including those 
with sensitivities to tobacco smoke.70 There is currently no state 
or federal law that prohibits multi-unit housing operators from 
implementing smoke- free policies.72 Smokers do not have a “right 
to smoke” and smokers are not a protected class under the fair 
housing laws. 

Voluntary vs. Mandatory Implementation
Although still relatively less common, smoke-free policies in multi-

unit housing (public and private) are gaining momentum and can be 
approached voluntarily or in a mandatory way. Following the U.S. 
Department of Housing and Urban Development’s recommendation 
in 2009, more states, localities and local housing authorities began 
to consider smoke-free policies. For example, at the beginning of 
January 2005, seventeen public housing authorities in six states had 
smoke-free policies for some or all of their buildings but by February 
2010, this number had increased to 141 local housing authorities in  
twenty states.73 More than 50 public housing authorities in Minnesota 
developed smoke-free policies and several cities and counties in 
California required smoke-free policies in public multi-unit housing.74

A multi-year campaign around voluntary adoption in Oregon led 
to a 29% increase in the availability of smoke-free rental units in the 
Portland-Vancouver metro area for private and public multi-unit  
housing owners.75 Additionally, there is evidence that as broader 
clean indoor air laws for public places are adopted, there is increased 
implementation of smoke-free polices in multi-unit housing because 
shifting social norms are driving continued policy change.76 

As momentum grows, homeowner associations, landlords or 
housing authorities seeking to implement smoke-free policy should 
consider several factors: support within the resident community, how 
the policy should be implemented, how comprehensive it should 
be, how to handle new versus established tenants, procedures 
for adopting and communicating the policy, implementation costs, 
enforcement, potential legal challenges and impact on resale.
At the federal level, the Department of Housing and Urban 
Development has at least three options to address smoke-free 
policy in subsidized housing (see Appendix B for a more thorough 
explanation of these options with ramifications). (1) Take no 
regulatory action and let public housing authorities regulate smoking 
policies on their own; (2) Specifically include tobacco smoke in 
existing air quality requirements (which would mean that in order 
to comply with federal regulation, most housing authorities would 
have to address second-hand smoke exposure) and; (3) provide 
conditions for full funding that require federally funded public 
housing to phase in 100% smoke-free policies.77 

Conclusion
Studies show that secondhand smoke transfer in multi-unit 

housing is common, the current prevalence of policies is low (even 
though there is growing momentum) and a clear majority of tenants 
in multi-unit housing would choose a smoke-free building over 
housing where smoking is permitted if other amenities are equal. 
Additionally, property managers who adopt no-smoking policies 
indicate that they are likely to continue doing so.78 No level of 
secondhand smoke exposure is safe. 

Whether adopted on a voluntary basis in housing units that are 
privately owned or mandated in housing units that are subsidized by 
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public funding, there are clear health, economic and legal benefits 
for tenants and owners. Public policy can also drive smoke-free 
policies in private housing by offering incentives or resources to 
owners who implement them. Policies should prohibit smoking 
in all new and existing residences that share walls or common 
areas and outdoor common areas should be smoke-free except 
for designated smoking areas. The American Heart Association 
supports comprehensive smoke-free policies in all multi-unit housing.
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Promoting Cardiovascular Health

Tobacco
FDA Regulation of Tobacco 

The signing of the Family Smoking Prevention and Tobacco Control 
Act by President Obama in 2009 was a landmark achievement 
toward further reducing disease and death from use of tobacco. 
The U.S. Food and Drug Administration (FDA) now has the tools 
and jurisdiction to reign in the tobacco industry. The AHA will 
continue to work with the Center for Tobacco Products and support 
and monitor its efforts to prohibit marketing and advertising of 
tobacco targeting youth, to ban misleading claims, and to regulate 
the manufacture of tobacco products in the interest of public 
health. The AHA will ensure comprehensive implementation of FDA 
regulation of tobacco and learn from the data gathered during the 
regulatory process to continue to improve tobacco control efforts in 
the United States.

Excise Taxes

To help save lives, the AHA advocates for significant increases 
in federal, state, and county or municipal excise taxes that cover 
all tobacco products. This work has successfully led to significant 
increases in the federal, state and local excise taxes on tobacco. 
Currently, the federal government imposes a tax of $1.01/pack of 
cigarettes and increased the rates on other tobacco products such 
as smokeless tobacco products and cigars. At the same time, 
states have imposed tobacco excise taxes with a current nationwide 
average of $$1.53/pack (as of July 2013).1 This is an increase from 
an average of 43.4 cents in January 2002 — an incredible public 
health achievement. Many studies have examined the impact 

of cigarette tax increases on smoking prevalence, especially in 
youth. Most have found that higher taxes reduce consumption and 
especially cessation rates in young smokers. The general consensus 
is that  
for every 10% increase in the real price of cigarettes, the increased 
cost reduces overall cigarette consumption by approximately 3%  
to 5%, lowers the number of young adult smokers by 3.5%, and 
cuts the number of children who smoke by 6% to 7%. These taxes 
are a health win that reduces tobacco use, saves lives, raises 
revenue for cash-strapped states, and lowers healthcare costs. 

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_321036.pdf

Reference
1. Campaign for Tobacco Free Kids. State cigarette excise tax rates and rankings. 
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Clean Indoor Air Laws

The AHA advocates for comprehensive smoke-free workplace 
laws at the state and local levels in compliance with the 
Fundamentals of Smoke-free Workplace Laws guidelines (http://
www.no-smoke.org/pdf/CIA_Fundamentals.pdf). There is increasing 
evidence that comprehensive smoke-free laws implemented 
across localities, states, and even countries lower the incidence of 
cardiovascular disease (CVD) and significantly improve public health. 
Physicians should counsel patients that exposure to secondhand 
smoke is a fully preventable cause of death. The AHA maintains 
that smoke-free laws should be comprehensive and apply to all 
workplaces and public environments and that there should be no 
preemption of local ordinances and no exemptions for hardship, 
opting out, or ventilation or for casinos, bars, and private clubs. 

The AHA supports further research to determine the impact of 

Policy Position Statements

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_321036.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_321036.pdf
http://www.tobaccofreekids.org/research/factsheets/pdf/0097.pdf
http://www.tobaccofreekids.org/research/factsheets/pdf/0097.pdf


16
Policy Report • Vol. 1, Issue 2 • October 31, 2013

comprehensive clean indoor air laws on the incidence of acute 
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Physical Activity Guidelines  
for Americans 

In a landmark achievement, the U.S. 
Department of Health and Human 
Services published the first ever Physical 
Activity Guidelines for Americans in 
2008. These science-based guidelines 
help guide Americans aged 6 years and 
older in efforts to improve and maintain 
their health and avoid disease through 
appropriate and regular physical activity 
and serve as the foundation for federal, 
state, and local physical activity policy. 
The guidelines also help physicians 
provide advice to their patients and help 
people learn about the health benefits of 
physical activity, the amount of exercise 
to do each day to improve or maintain 
health, and how to be physically active 
while reducing the risks of injury. Unlike 
the Dietary Guidelines for Americans, 
which are evaluated for an update every 
5 years, the Physical Activity Guidelines 
have no such mandate from Congress. A 
regularly updated set of Physical Activity 
Guidelines is needed to guide our efforts 
and reduce sedentary behavior through 
a regular review of the latest science. 
The AHA will ask Congress to mandate a 
review of the Physical Activity Guidelines 
every 5 years, as is done with the Dietary 
Guidelines, to determine if there is enough 
emerging science to revise the guidelines 
and a comprehensive update should be 
mandatory at least every ten years.

http://www.heart.org/idc/groups/
heart-public/@wcm/@adv/documents/
downloadable/ucm_432592.pdf

Top 10 Things to Know: Population 
Approaches to Improve Diet, Physical 
Activity, and Smoking Habits

my.americanheart.org/idc/groups/
ahamah-public/@wcm/@sop/@smd/
documents/downloadable/ucm_442118.pdf 

Shared Use of School Facilities

In light of our nation’s epidemic of 
sedentary behavior, the AHA supports a 
number of efforts to increase opportunities 
for physical activity within the community, 
worksites, and schools. School facilities, 
especially those that are centered in the 
community, can be an excellent resource 
for recreation and exercise where options 
for engaging in physical activity are limited 

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_432592.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_432592.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_432592.pdf 
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@smd/documents/downloadable/ucm_442118.pdf  
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@smd/documents/downloadable/ucm_442118.pdf  
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@smd/documents/downloadable/ucm_442118.pdf  
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_312809.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_323233.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_323233.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_323233.pdf 


18
Policy Report • Vol. 1, Issue 2 • October 31, 2013

Mobile vending around schools should provide only healthy foods 
and be in line with the Institute of Medicine nutrition standards 
for competitive foods in schools. As an emerging issue, there is 
limited evidence showing the health impact of mobile vending 
around schools. The AHA supports additional research and pilot 

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_446658.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_446658.pdf
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Top 10 Things to Know: Sodium, Blood Pressure, 
and Cardiovascular Disease: Further Evidence  
Supporting the American Heart Association Sodium 
Reduction Recommendations

my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@
smd/documents/downloadable/ucm_446117.pdf

Eliminating Industrially Produced Trans Fats  
in the Food Supply

The AHA believes that eliminating trans fats from the food supply 
through public policy approaches is an important strategy for 
improving cardiovascular health.1 Policies include robust nutrition 
standards in schools, menu labeling in restaurants, bans on use of 
trans fats in restaurants, robust standards for foods marketed and 
advertised to children, and strong procurement policies for foods 
purchased in government buildings and workplaces.

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_301697.pdf

Reference
1. Eckel RH, Borra S, Lichtenstein AH, Yin-Piazza SY. Understanding the 

complexity of trans fatty acid reduction in the American diet. American Heart 
Association Trans Fat Conference 2006. Report of the Trans Fat Planning 
Group. Circulation 2007; 115: 2231-2246.

Sugar-Sweetened Beverage Taxes

The AHA supports a multipronged approach to address the 
nation’s obesity epidemic, which includes creating policies that 
improve access and affordability of healthy foods to all people. The 
AHA also considers the concept of pricing less healthy foods and 
beverages higher to discourage consumption as a possible policy 
alternative to bring food and beverage pricing in line with the AHA’s 
Diet and Lifestyle Recommendations and federal dietary guidelines 

where possible. However, the AHA believes additional research is 
necessary to determine the impact of these types of sales taxes 
or excise taxes on consumption rates and shifts in consumer 
choice with special consideration for disparate populations. The 
AHA supports initiatives in certain states to pilot this policy strategy 
with comprehensive surveillance to discern real-world impact 
on consumption trends and dietary behavior. The AHA believes 
there should be careful consideration of unforeseen, unintended 
consequences and prioritizes evaluation as the most important 
component to determine the impact on consumer behavior.

Criteria for AHA Support of a Beverage Tax Initiative

To determine if the AHA might support a sugar-sweetened 
beverage tax proposal to assess/evaluate efficacy, the 
following criteria were developed as a baseline for support:

S  The tax is structured to result in an increase in price for 
sugar-sweetened beverages (eg, a tax imposed at the time 
of sale as opposed to a tax imposed on the manufacturer, 
which can spread the cost of the tax among all products 
produced by the manufacturer).

S  The amount of tax is anticipated to be sufficient to result in 
a reduction in consumption of sugar-sweetened beverages 
(at least 1 cent per ounce).

S  Money is dedicated for evaluation with guidance that 
ensures rigorous evaluation, including health outcomes.

S  There is a standard definition of “sugar-sweetened beverage.”
S The tax does not expire after a specified time.
S  At least a portion of the money is dedicated for prevention of 

heart disease and stroke and/or prevention of obesity.

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_304547.pdf
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a culture of health in an environment where a majority of adults 
spend a large part of their day. Another approach some employers 
are using to reduce costs is to charge selected employees more 
for their health insurance premiums or raise deductibles if they are 
overweight, smoke, or do not achieve other healthy behaviors. The 
2010 Patient Protection and Affordable Care Act (ACA) codifies 
existing statutes that allow employers to charge employees a 
differential insurance premium based on meeting certain health 
status factors or behavior metrics. The premise behind the new law 
is that the financial incentive/disincentive will motivate employees to 
take personal responsibility for their own health and improve their 
behaviors and health status over the short and long term. However, 
this underlying premise is not well supported by evidence-based 
research. Moreover, the unintended ramifications of this policy 
could be decreased access to health care, preventive services, 
and disease management. The AHA supports additional research 
to monitor the outcomes of an incentive-based approach tied 
to healthcare premiums for behavior outcomes on the quality of 
worksite wellness programming, employee health, and access 
to health care. The AHA also worked closely with the Health 
Enhancement Research Organization, the American Cancer Society, 
the American Cancer Society Cancer Action Network, the American 
Diabetes Association, and the American College of Occupational 
and Environmental Medicine to develop guidance for employers 
who want to implement incentive-based designs within their 
worksite wellness programs.

http://journals.lww.com/joem/Fulltext/2012/07000/Guidance_
for_a_Reasonably_Designed,.20.aspx

Prevention, Diagnosis, and Treatment of Child and 
Adolescent Obesity in the Healthcare Environment

The AHA acknowledges that addressing overweight and 
obesity in children and adolescents in health care is a critical part 
of reversing the bulging waistlines and concomitant incidence of 
chronic disease across the United States. An American Medical 
Association Expert Committee released recommendations on the 
assessment, prevention, and treatment of child and adolescent 
overweight and obesity (http://www.ama-assn.org/ama1/pub/
upload/mm/433/ped_obesity_recs.pdf). The AHA endorses these 
recommendations. The evidence base concerning appropriate 
treatment and prevention options is still evolving; however, these 
recommendations represent the best available science, most 

effective practice, and soundest methods moving forward. The  
AHA policy statement (http://www.heart.org/idc/groups/heart-
public/@wcm/@adv/documents/downloadable/ucm_301721.pdf)  
not only summarizes these recommendations but also defines 
the corresponding policy changes that must occur for the 
recommendations to be fully realized in a healthcare setting. 
Providers play a key role in the fight against childhood obesity and 
need to be given the support and training necessary to be effective 
in the clinical environment and as advocates in their communities. 

Top 10 Things to Know: Change Agents for Obese Children
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@

smd/documents/downloadable/ucm_435584.pdf 

Top 10 Things to Know: Approaches to the Prevention  
and Management of Childhood Obesity: The Role of  
Social Networks and the Use of Social Media and Related 
Electronic Technologies

my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@
smd/documents/downloadable/ucm_444718.pdf 

Body Mass Index (BMI) Screening and  
Surveillance in Schools

The obesity epidemic in children is an enormous societal problem 
with far-reaching consequences. The AHA places a high priority on 
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Obesity Prevention and Health Promotion  
in Child Care Settings

The AHA advocates for strong health promotion and obesity 
prevention programs in early childhood programs. Reaching young 
children and their families in child care settings is an important 
strategy for the primary prevention of CVD and associated risk 
factors through children’s dietary intake, physical activity, and energy 
balance, thus combating the childhood obesity epidemic. Children 
spend many waking hours in these programs, and they should be 
safe, healthy, and smoke-free environments. 

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_304549.pdf

Chemicals in the Environment and the Impact on Obesity
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 CDC Heart Disease and Stroke Prevention Programs

Each year, the CDC spends on average only 16 cents per person 
in the United States on heart disease and stroke prevention. 
The CDC Division for Heart Disease and Stroke Prevention 
awards grants to states and conducts surveillance to improve 
cardiovascular health for all. However, some states receive no 
money. State heart disease and stroke prevention programs focus 
on controlling blood pressure and cholesterol, knowing heart 
disease and stroke signs and symptoms, calling 911, improving 
emergency response and quality of care, and eliminating health 
disparities. The CDC supports the Paul Coverdell National Acute 
Stroke Registry to measure, track, and improve the quality and 
delivery of stroke care in 6 states (Georgia, Massachusetts, 
Michigan, Minnesota, North Carolina, and Ohio). More than 246 
hospitals participate in the Paul Coverdell National Acute Stroke 
Registry. Goals include addressing gaps between practice and 
guidelines and promoting growth of quality improvement in stroke 
care in hospitals and emergency medical services (EMS). Since 
January 2005, the Paul Coverdell National Acute Stroke Registry 
has collected about 120,000 stroke and transient ischemic attack 
cases. Data show sustained progress in 7 of 10 stroke quality 
improvement measures.

In 20 states, the Well-Integrated Screening and Evaluation 
for Women Across the Nation (WISEWOMAN) program screens 
uninsured and underinsured low-income women aged 40 to 65 
years for heart disease and stroke risk. They receive counseling, 
education, referral, and follow-up as appropriate. From 2000 to 
mid-2008, WISEWOMAN reached >84,000 low-income women, 
provided >210,000 lifestyle interventions, and identified 7647 new 
cases of high blood pressure, 7928 new cases of high cholesterol, 
and 1140 new cases of diabetes. Among those participants who  
were rescreened 1 year later, average blood pressure and cholesterol 
levels had decreased considerably.

The AHA advocates for adequate CDC funding for implementation 
of heart disease and stroke prevention programs in all states, the 
Paul Coverdell National Acute Stroke Registry, WISEWOMAN, and a 
broad surveillance system.

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_301639.pdf

Comparative Effectiveness Research

Determining the comparative effectiveness of different treatment 
modalities provides a potentially useful approach for improving 
clinical decision making and patient outcomes. There are, 
however, differing views of the definition, scope, and application of 
comparative effectiveness research that have led to considerable 
controversy. As a mission-driven volunteer organization that focuses 
on optimal cardiovascular health for all Americans and the best 
interests of patients with CVDs and stroke, the AHA offers the 
following principles on comparative effectiveness research: 
S  Conducting and interpreting comparative effectiveness  

research according to fundamental scientific principles 
S  Defining value for patients through comparative  

effectiveness research 
S  Applying comparative effectiveness research to patient  

treatment decisions 
S  Funding and oversight of comparative effectiveness research 
The AHA stands committed to seek input, engage in meaningful 

dialogue, and join in collaboration with other voluntary health 
organizations to help create a stronger consensus on how comparative 
effectiveness research can best serve the public interest.

http://circ.ahajournals.org/content/119/22/2955

Genetics and CVD

The ready availability of human genetic data represents a great 
opportunity to improve human health by personalizing health care 
and has the potential to entirely transform how we think about the 
risk for disease. However, recent technological advances also create 
new moral, ethical, and legal challenges that must be addressed 
before the positive impact of these advances on human health can 
be fully realized. 
S  Although recent legislation protects individuals from discrimination 

by employers or health insurance providers on the basis of their 
genetic information, important areas of potential discrimination 
such as life insurance are not included.

S  Legislation should be formulated to provide broader protection. 
Further patenting of DNA sequences should not be approved 
where the “invention” involves the observation of functionally 
unaltered human DNA, because allowing these patents can lead 
to a monopoly on testing related to these genes, reduce access 
to testing, and further inhibit scientific discovery. 

S  All genetic tests, including laboratory-developed genetic tests, 
should undergo independent review to confirm their analytic and 
clinical validity. The FDA would be an appropriate body to carry 
out this review. Detailed information should be made available to 
healthcare professionals and the public at large. 

S  Genetic testing should be carried out in a specialist center where 
genetic counseling is available. Pharmacogenomics can be used 
to predict drug efficacy and adverse events or to identify optimal 
doses for individual patients. Genetics and genomics should be a  
fundamental part of the training curriculum for all health professionals. 
It is imperative that there be significant funding for research on the 

genetics of CVD by the NIH and other funding agencies to promote 
discovery, improve assessment of variant pathogenicity, refine 
genotype-phenotype correlations, and gain the necessary insights 
into disease pathogenesis that will ultimately allow transformation of 
the clinical management of inherited CVD. 

http://circ.ahajournals.org/content/126/1/142

Top 10 Things to Know: Genetics and Cardiovascular Disease
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@

smd/documents/downloadable/ucm_441156.pdf
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Access to  
Quality Health Care
Pulse Oximetry Screening  
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The AHA supports the many patient-
centered protections in the ACA that 
will make insurance more accessible, 
affordable, and adequate for Americans 
with heart disease or stroke. The 
association is working to ensure that 
these reforms are implemented in a 
common-sense and beneficial way for 
patients and will also work to build on 
these reforms in the coming years to 
prevent patient protections from being 
undermined or repealed.

http://www.heart.org/idc/groups/
heart-public/@wcm/@adv/documents/
downloadable/ucm_304486.pdf
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hospitals that have the expertise and infrastructure to deliver high-
quality stroke care.1 There are 2 types of stroke centers: primary 
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Cardiovascular Care
Systems of Care for Acute Cardiovascular Conditions

Response time during a cardiovascular event is critical, and 
incertain cases, it can mean the difference between life and 
death. Because following certain care processes has proven to 
improve patient outcomes and can also be cost-effective, the  
AHA/ASA advocates for resources in states and regions to help 
facilitate the development of coordinated systems of care for  
acute cardiovascular conditions, such as stroke, heart attack,  
and sudden cardiac arrest (SCA).

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_304794.pdf 

Top 10 Things to Know: Cardiovascular Disease
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@

smd/documents/downloadable/ucm_444447.pdf

Rural and Community Access  
to Emergency Devices: Sudden Cardiac Arrest

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_304794.pdf 
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_304794.pdf 
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@smd/documents/downloadable/ucm_444447.pdf
my.americanheart.org/idc/groups/ahamah-public/@wcm/@sop/@smd/documents/downloadable/ucm_444447.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_301646.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_301646.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_304875.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_304875.pdf
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to improve quality of life when performed electively in appropriate 
patients. Consequently, many clinical care centers are interested in 
knowing more about performing PCI without surgical backup. There 
is presently no nationwide consensus on the practice; allowing or 
preventing PCI without surgical backup varies from state to state.

The AHA believes certain criteria must be considered if states wish 
to pursue policy allowing PCI without surgical backup. 

http://www.heart.org/idc/groups/heart-public/@wcm/@adv/
documents/downloadable/ucm_437472.pdf

Quality of Care
Women and CVD

Heart disease, stroke, and other CVDs are the No. 1 cause of 
death in American women, claiming almost 420,000 lives each 
year, or nearly 1 death every minute. CVD kills more women than 
the next 3 causes of death combined, including breast cancer 
and all other forms of cancer.1 Despite these alarming numbers, 
women, particularly those who are young, who are minorities, 
or who are from low socioeconomic backgrounds, are often not 
aware of the different symptoms of heart disease and stroke in 
women (compared with men). Nearly two thirds of women who died 
suddenly from CVD had no previous symptoms.1 Fortunately, CVD eart ds-re inoritie(wor  s-rbly ir)18(eventible/ T)e AHA bseeksto sraie anare nes on the p]TJ T* [(srtel, amprcti and oymptoms of heart disease and str)18(oke in )omen w]TJ T* [(the)18(ounghsurcces fu carprcignssurch as GoRepdform W18(om n and Cw]TJ T* [(tPrm T92(,uConrazon whoich r  ger)18(ed wo sa Spanish-speakng aldinecer.w]TJ T* [(t)e AHA bals stuport) eaxpaning bhe pCDC-adinoiser)18(es )]TJ T* [(sWISEWOMANir)18(eogram whoich r)18(ovede sCVD esc)18(esenng ald Cife styl p]TJ T* [(scundslieg bholow -nclm n, unngurg18(es  and ondsricgurg18(es )omen wp]TJ T* [(sn )articularlcombmunnies,. Beause o)18(esenr)18(echrs ahae qde tinfis )]TJ T* [(sgedsridif)18(fer)18(entcesin ))18(esepnsenbholar)18(ediacmendcanionw, asmenquait p]TJ T* [(ssricus ,bhe pHA bsuport) empr)18(ove d))18(esort)ng o) hearlthar)18(e cdata,p]TJ T* [(sn luding bnew dru ald Cendcanldeavce; safey old Ce)18(fficay adata,pp]TJ T* [(bybsex,srac, and oethicaty Tj /T1_4 1 Tf 1 -1.333 Td [(http://www)74(.heart.org/idc/groups/heart-public/@wcm/@adv/)]TJ -1 -1.333 Td (documents/downloadable/ucm_4302256pdf))Tj /T1_471 Tf 1 -12.22 3D [(pT)111opr10 3Thng sto sKowi: Gude iegs frrm he p)]TJ 0 -1.322 3D [(pPrimay mP)18(eventinn t) hSr)18(oke ]TJ 0T1_4 1 Tf 1 -1.333 Td [(hm)92(,.aerican eart.org/idc/groups/hahamahpublic/@wcm/@asop)]TJ -1 -1.333 Td (documents/downloadable/ucm_4324330pdf)Tj /T1_571 Tf 1 -12.22 3D [(pT)111opr10 3Thng sto sKowi: P)18(eventinn t) heart dFailue
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