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ABSTRACT: In spring 2018, the American Heart Association convened 
the Value in Healthcare Summit to begin an important conversation about 
the challenges patients with cardiovascular disease face in accessing 
and deriving quality and value from the healthcare system. Following 
the summit and recognizing the collective momentum it created, the 
American Heart Association, in collaboration with the Robert J. Margolis 
Center for Health Policy at Duke University, launched the Value in 
Healthcare Initiative—Transforming Cardiovascular Care. Four areas of 
focus were identified, and learning collaboratives were established and 
proceeded to conduct concrete, actionable problem solving in 4 high-
impact areas in cardiovascular care: Value-Based Models, Partnering with 
Regulators, Predict and Prevent, and Prior Authorization. The deliverables 
from these groups are being disseminated in 4 stand-alone articles, 
and their publication will initiate further work to test and evaluate each 
of these promising areas of reform. This article provides an overview 
of the initiative’s findings and highlights key cross-cutting themes for 
consideration as the initiative moves forward.
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Cardiovascular disease (CVD) remains the leading cause of death in the United 
States,1 and after 40 consecutive years of reductions in cardiovascular mor-
tality rates, there has been a worrisome upswing in the past 5 years. Access 

to care and clinical outcomes vary nationwide, with significant disparities between 
minority and white populations and between urban and rural ones in cardiovas-
cular outcomes.2–4 Further, the costs of care continue to rise between 1996 and 
2014, total cardiovascular expenditures increased by nearly 150%, and the Ameri-
can Heart Association (AHA) estimates that direct costs for CVD care reached $318 
billion in 2015. Compounding these problems, investment in innovation for new 
CVD treatments is lagging behind other clinical areas such as oncology.5 There is 
thus a clear need to improve outcomes and reduce costs—to improve value—for 
CVD.

In spring 2018, the AHA convened the Value in Healthcare Summit to begin 
a conversation around finding solutions to the challenges faced by patients with 
CVD in accessing and deriving quality and value from the healthcare system. Lead-
ers from across healthcare came together and created a shared vision for the 
healthcare system of the future, described by the group as its moral imperative on 
behalf of the patient public. The AHA, in collaboration with the Robert J. Margolis 
Center for Health Policy at Duke University, then launched the Value in Healthcare 
Initiative—Transforming Cardiovascular Care.6
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The Value in Healthcare Initiative held its kickoff 
meeting in September 2018, which was attended by 
representatives from the clinician community, payers, 
pharmaceutical, device, and technology companies, 
government agencies, and, importantly, patients. 
Patient input has been central throughout this pro-
cess: one patient serves as a member of the Initiative’s 
Executive Committee, and a Patient Advisory Group 
comprised of 12 AHA Patient Ambassadors serve as 
ongoing advisors to the initiative.

Based on this meeting’s deliberations along with 
project leadership and the Executive Committee, 4 gen-
eral areas of focus for the Initiative were determined 
and working groups were established for each:

• Value-Based Models Learning Collaborative: 
Implementing value-based payment models for 
cardiovascular drugs, devices, and care to incent 
appropriate use of both existing and innovative 
treatments and products;

• Partnering with Regulators Learning Collaborative: 
Working with regulatory bodies to offer new clini-
cal trial methods and designs that support a more 
efficient model of cardiovascular innovation and 
ready the system for product uptake;

• Predict and Prevent Learning Collaborative: Shifting 
the health system focus to upstream prevention via 
implementation science best practices; and

• Prior Authorization Learning Collaborative: 
Transforming the prior authorization process to 
facilitate value-based care and better support the 
matching of patients with appropriate therapies.

Each Learning Collaborative developed a scoping docu-
ment containing 3 to 5 descriptions of actionable top-
ics. With guidance from leaders on the Initiative’s Exec-
utive Committee,7 the Learning Collaboratives worked 
together virtually and in person throughout 2019 to 
refine the scope of their work, and eventually selected 
a finalized scope of one actionable, specific topic. Each 
Learning Collaborative met in person in Washington, 
DC over the summer and early fall of 2019. The deliver-
ables from these groups are being disseminated along 
with this article in 4 stand-alone articles8–11; their pub-
lication will initiate further work to test and evaluate 
each of these areas of reform (Table). This article will 
provide an overview of the initiative’s findings and high-
light key cross-cutting themes for consideration as the 
initiative moves forward.

DEFINING VALUE
The first step in the initiative’s activities was to define 
value. Typically, value is defined as outcomes of care 
divided by the costs of providing that care. However, 
a key focus of the initiative’s work has been keeping 
the patient perspective central throughout the pro-
cess, and as such, members of the initiative felt that 

the working definition of value should be based on 
patients’ perspectives of value.

To learn how patients define value, the patient advi-
sory group conceptualized, designed, and assisted in 
implementing a Patient Perspective of Value survey 
that was disseminated nationally and aimed to assess 
cardiovascular and stroke patients’ perceptions of the 
value of healthcare. The survey was fielded online in 
November 2018, and yielded 771 respondents, all of 
whom were individuals (or their caregivers, responding 
on their behalf) who had been diagnosed with a car-
diovascular or stroke condition. The survey results are 
described elsewhere, but briefly, respondents ranked 
having knowledgeable and competent practitioners as 
providing the most value when asked to define value 
as it applied to their healthcare experience.12 Having a 
clear treatment plan, having timely access to care, and 
financial affordability were the next leading factors. 
When patients were asked to consider which factors 
were most important in assessing the value of their 
own past healthcare visits, communication and trust 
were ranked the highest on average.

Based on these results, the committee conceptual-
ized value for the purposes of this initiative as consist-
ing of 5 components: quality, communication, whole-
person care, access, and affordability (Figure  1). This 
5-component framework was used to represent the 
concept of value to the Learning Collaborative par-
ticipants and incorporated into their work. It was 
reinforced through patient participation in the Learning 
Collaborative meetings.

VALUE-BASED MODELS LEARNING 
COLLABORATIVE
Background
The Value-Based Models Collaborative elected to focus 
on heart failure because the clinical and financial bur-
den of this condition is high and rising. Heart failure is 
the leading cause of hospitalization among the elderly 
and its costs are projected to reach $70 billion by 2030. 
Under current fee-for-service payment systems, heart 
failure care can be fragmented, uncoordinated, and of 
low quality. While there are payment models currently in 
use by the Centers for Medicare and Medicaid Services 
and others for episodic care (eg, the Bundled Payments 
for Care Improvement Initiative) and for primary care 
(eg, Comprehensive Primary Care), there are no current 
longitudinal payment models focused on chronic CVD. 
Episodic models limit the incentive to invest in systems 
and care redesign to improve longitudinal outcomes, 
while primary care-based payment models have not 
focused on subgroups that might need specialty care 
for optimal management.
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Deliverable
The Value-Based Models Collaborative identified key 
components of the value-based model, including target 
heart failure population, care delivery model, triggers 

to enter the model, quality measures of interest, and 
needed data (Figure 2).8

The Value-Based Models Collaborative concluded 
that an ideal value-based payment model would focus 

Table. Summary of Value in Healthcare Initiative’s Learning Collaboratives

Learning Collaborative Narrowed Focus of Work Deliverable and Key Recommendations

Value-Based Models Improve the value of heart failure 
care through the use of VBP 

models

A value-based model framework for stage C heart failure with 
a longitudinal focus on disease management and prevention 
(including an optional track to prevent high-risk stage B pre-HF 
from progressing to stage C).

 The framework identifies:

    Payment approach

    Care delivery model

    Quality measurement and evaluation

    Patient population

    Triggers for attributing patients to the model

    Necessary data sources

Predict and Prevent Improve stroke prevention by 
better prediction, screening, 

management, and prevention of 
modifiable upstream risk factors

A practical framework of frontier strategies that can be used 
with current primary stroke prevention guidelines to improve 
upstream stroke prevention and stroke equity.

The framework identifies:

    A program of strategies and tools for population-level 
prediction, screening, prevention, and management of 
hypertension and atrial fibrillation.

  Implementation strategies for overcoming barriers related to 
regulatory and policy challenges, low-resource settings, data 
limitations, and patient engagement.

Partnering With Regulators Improve the evidence generation 
process for cardiovascular drugs 

and devices

Short- and long-term recommendations for improving 
cardiovascular therapy development and evidence generation 
through patient-centered research and clinical trials, and 
stakeholder partnering with regulators.

Specific recommendations are made to help accomplish:

  Ensuring that trial participation is convenient and trial 
outcomes are meaningful to patients.

  Standardizing cardiovascular real-world data from 
technology, wearables, and artificial intelligence for assessing 
cardiovascular therapies.

  Improving collaboration between regulators and payers 
in trial design to streamline and standardize efficient and 
innovative trials.

 Expanding the miniscule proportion of sites involved in 
cardiovascular evidence generation and medical product 
development.

Prior Authorization Improve the prior authorization 
system for cardiovascular 

therapies

Innovative solutions to reimagine cardiovascular prior 
authorization system as more transparent, collaborative, and 
beneficial to the entire health care ecosystem (clinicians, payers, 
industry, and patients).

Approaches for embedding prior authorization into VBP 
contracts:

    Relaxing/waiving it for population-based VBP models

    Bundling it with episode-based payment models

    Integrating it into VBP models for pharmaceuticals

  Strategies for how health care organizations can take great 
utilization management responsibility and options for 
streamlining prior authorization processes

VBP indicates value-based payment.
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on longitudinal care for patients with chronic heart fail-
ure in a population-management model. The primary 
focus would be preventing adverse events among stage 
C heart failure patients. Patients would exit the model 
when their heart failure has progressed to stage D, such 
as those with ventricular assist devices, transplants, 
home inotropic therapy, or hospice use. A secondary 
population (perhaps in an optional track of the model) 
could include stage B pre–heart failure and focus on 
prevention of overt clinical heart failure.

Triggers for model entry would include hospitaliza-
tion or emergency department visits with clinical heart 
failure. The care team would vary based on local cir-
cumstances but generally should be co-led by primary 
care and general cardiology, using nonphysician provid-
ers and all involved team members to their maximum 
credentialing. The care delivery model should focus on 

optimizing guideline-recommended care and improv-
ing patient-centered outcomes, including quality of 
life and mortality. Payment model specifications should 
support the delivery of high-quality care; for example, a 
shared-savings approach could be built around relevant 
patient-centered clinical outcomes as well as provision 
of best practice, guideline-directed care.

Next Steps
The long-term goal of the Value-Based Models Col-
laborative is for a pilot payment model focused on 
high-value care for heart failure to be specified, opera-
tionalized, and ultimately implemented. In addition to 
more fully specifying the above elements, integrating 
multiple data sources will be necessary to identify the 
patient population, deliver optimized care, adjust for 

Figure 1. Components of value.
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risk, and evaluate the model. Useful data sources could 
include the Get With The Guidelines–Heart Failure reg-
istry, administrative claims data, electronic health record 
data, patient-reported outcomes data, and data sets 
with details on social determinants of health. Devel-
opment of data capability, perhaps as an extension 
of the existing Get With The Guidelines–Heart Failure 
program, is a key next step in operationalizing a value-
based care delivery model.

PARTNERING WITH REGULATORS 
LEARNING COLLABORATIVE
Background
The impetus for the Partnering with Regulators Learn-
ing Collaborative grew from the recognition that invest-
ments in new cardiovascular therapeutics have lagged 
recently, and the belief that better partnerships could 
improve this trend. The collaborative identified 3 key 
issues: (1) complicated, costly, and slow development 
and approval processes; (2) low return on recent invest-
ment relative to other disease states6,13; in part due to 
(3) slow uptake and implementation of new therapies 
because of issues with payer coverage and pricing.14,15 
The Partnering with Regulators Collaborative agreed 
that these problems stem in part from an outdated 
ecosystem for cardiovascular therapy development 
and approval. To speed the process, reduce complex-
ity and cost, and improve the quality of the evidence 
gathered, multifaceted improvements should be made. 
Transitioning to digital methods of data collection, trial 
administration, and patient recruitment could enable 
the use of real-world evidence to improve clinical tri-
als.16,17 In addition, the Food and Drug Administration’s 
Real World Evidence initiative focuses on evaluating the 
fitness-for-use of existing data from real-world popula-

tions for regulatory decision making. The application of 
technology to recruit and monitor patients could reduce 
cost and increase power by allowing clinical research to 
be performed more efficiently.18

Deliverable
The Partnering with Regulators Collaborative identified 
a series of short-term actions to improve the process 
of cardiovascular therapy development, clinical trials, 
regulatory approval, and use of real-world data and 
evidence.10 They also identified long-term strategies to 
address systemic barriers to patient engagement and 
centricity in therapy development. Although patients 
have been under-involved in guiding and supporting 
cardiovascular clinical research and trial recruitment, 
their increased participation could rejuvenate the 
research enterprise.19 Increasingly diverse recruitment 
would improve the generalizability of evidence.20 Ensur-
ing that outcomes used as end points are meaningful 
to patients would help to establish a more collabora-
tive and inclusive research and development process. 
Patient involvement in clinical trial design and end point 
evaluation would improve the meaningfulness of the 
generated evidence and facilitate uptake by clinicians 
and health systems.21,22 The report also discusses the 
need to expand the research community network and 
recognize those systems and hospitals that have made 
a commitment to cardiovascular trials. Lastly, standards 
for the collection and analysis of real-world and com-
mercial device application data acceptable for use in 
cardiovascular trials are needed.

Next Steps
One key recommendation of the report is for the AHA 
to develop a regular convening for industry, research-

Figure 2. Key components of a value-based payment model.
ED indicates emergency department.
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ers, and other stakeholders in the cardiovascular thera-
py pipeline ecosystem to meet with the Food and Drug 
Administration and other regulators affecting research 
or implementation (eg, National Institutes of Health, 
Centers for Medicare and Medicaid Services). This 
would focus on barriers to innovation, ideas for innova-
tive design, and would not be specific to a particular 
therapy application.

PREDICT AND PREVENT LEARNING 
COLLABORATIVE
Background
The Predict and Prevent Learning Collaborative’s prem-
ise is that value could be improved by shifting the health 
system focus to upstream prevention rather than treat-
ment of extant disease. With improved prediction mod-
els, prevention could potentially be more effectively tar-
geted to improve long-term cardiovascular outcomes. 
The collaborative focused on stroke prevention by 
prediction, prevention, and management of hyperten-
sion and atrial fibrillation—2 upstream risk factors with 
evidence-based strategies that could be implemented 
in diverse settings. Stroke is the fifth leading cause of 
death in the United States,23 and despite treatment 
advances, stroke mortality has stalled or risen for some 
subpopulations the last several years.24 Further, the 
burden of stroke is disproportionately borne by racial 
and ethnic minorities, who face persistent inequalities 
in stroke prevention, care, and outcomes.25 Identifying 
opportunities to better implement stroke prediction 
and prevention strategies is critical to reverse this trend.

Deliverable
The Predict and Prevent Collaborative conceptualized 
a resource kit to improve stroke prevention and equi-
ty by identifying, modifying, and managing upstream 
medical risk factors, in particular, hypertension and 
atrial fibrillation. The toolkit synthesized 2 key areas of 
knowledge that are laid out in the Predict and Prevent 
Collaborative article.9 First, the possible key compo-
nents of an upstream stroke prediction and prevention 
program focused on hypertension and atrial fibrillation, 
with a focus on strategies that are likely to be feasible in 
a wide variety of settings. Second, the toolkit identified 
potential barriers to implementation in clinical practice 
(eg, regulatory and policy challenges, risk communica-
tion, low resource settings, local context, technological 
constraints, medication adherence), and strategies to 
overcome them.

The stroke prevention resource kit fits well within 
the overall Value in Healthcare Initiative patient-cen-
tered value framework, as it ties together the pro-
vision of high-quality care, communication, whole-

person care, access, and costs. Patients receiving 
team-based management of stroke risk factors would 
be receiving guideline-concordant care through a 
high-fidelity program. Communication and whole-
person care would be facilitated by the team-based 
approach, and access could be improved through the 
use of remote monitoring and other technologies. 
Finally, costs are generally low for preventive inter-
ventions, which could be cost-effective if events are 
avoided downstream.

Next Steps
A goal of the resource kit is to provide enough detail on 
key strategies without being overly prescriptive—to bal-
ance scalability and customization—and is designed to 
be implemented in low-resource settings and to benefit 
vulnerable populations. The Predict and Prevent Collab-
orative hopes to identify possible partners to pilot test 
such a toolkit in the immediate future.

PRIOR AUTHORIZATION LEARNING 
COLLABORATIVE
Background
Prior authorization is the most well known of the utiliza-
tion management tools that payers use to help ensure 
appropriate healthcare provision and control costs. It 
compels clinicians to communicate the presence of spe-
cific clinical attributes to payers in order for therapeu-
tics and testing to be approved and financially covered 
and is primarily instituted for expensive novel therapeu-
tics and testing. Consensus among payers is that utili-
zation management protocols such as prior authoriza-
tion are necessary, even though opportunities remain 
to improve their functionality and administration. The 
need for constraints on clinician testing and treatment 
selections are explained by evidence of ongoing low-
value care choices as well as prices that are not aligned 
with value.26,27 Potential mechanisms to improve utiliza-
tion management include waiving prior authorization 
for high-performing clinicians, more fully automating 
prior authorization processes, and implementing stan-
dards for payer and clinician communications. Increas-
ing participation in value-based contracting may serve 
as the mechanism to strategically coordinate clinicians, 
health systems, and payers. In these models, utiliza-
tion management can be integrated into clinical care 
as part of broader value-based interventions to improve 
patient health outcomes.28

Deliverable
The Prior Authorization Collaborative produced a guide 
for stakeholders to improve deployment of prior autho-
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rization, including within value-based contracts.11 This 
playbook contains strategies to increase predictability, 
limit bureaucratic burden, and improve patient access 
and the patient-clinician experience. Strategies to 
streamline prior authorization include improved digital 
communications and data interoperability, audit-based 
or automated programs to expedite approvals, as well 
as enhanced transparency and nondenial models (in 
which a payer automatically escalates requests that 
would traditionally be denied to peer-to-peer discus-
sions). The benefits and drawbacks of these methods 
will need to be individualized by the specific involved 
stakeholders. The deliverable highlighted examples of 
these principles in the real world, including cardiovas-
cular examples when found.

Next Steps
This concept may coalesce around future AHA-medi-
ated roundtable discussions with payers, clinicians, 
patients, and health systems to establish the appropri-
ate guide rails for these activities. These discussions 
may also allow development of use criteria for pharma-
ceutical prescription and clinical testing that can guide 
utilization management, particularly if they can be pro-
duced more rapidly than the current guideline genera-
tion process, with the ability to respond more nimbly to 
the constantly changing evidence base.

CROSS-CUTTING THEMES
A number of cross-cutting themes emerged across the 
Learning Collaboratives. These themes represent areas 
where broader investment or advocacy may facilitate 
multiple avenues towards value.

Patient Voice
Each of the Learning Collaboratives identified the need 
to better incorporate patient perspectives into problem-
solving deliberations and assessments of value. As the 
principle consumers of healthcare, patients deserve a 
strong voice in identifying concerns, determining their 
importance, and formulating their solutions. However, 
patient perspectives have not been routinely integrated 
into decision-making around end point selection and 
value assessment in the healthcare ecosystem.29

The patient voice should also be heard as a clinical 
outcome. The Partnering with Regulators Collaborative 
noted that clinical trials created by academia, indus-
try, and regulators frequently do not include patient 
quality of life and preference ascertainment.30 The 
Value-Based Models Collaborative noted that includ-
ing patient-reported outcomes in payment models 
should be encouraged to incent clinicians to focus on 

these important measures. Inherently, patient-reported 
outcome measures are patient-centered, as patients 
populate them, and they capture distinct aspects of the 
patient experience from other clinical and physiological 
assessments.31 Patient-reported outcomes can answer 
crucial patient-centered questions about whether they 
will feel better, how their symptoms and well-being will 
change over time, and the overall value of an interven-
tion.32 The relative importance and disutility of cardio-
vascular treatments for patients should inform all proj-
ects intended to improve value, and these can only be 
known by listening to patients.33

Equity
Another key cross-cutting theme was health equity. 
There are myriad examples of inequities in CVD care 
and outcomes and improving them was noted as an 
important need across the collaboratives. The lack of 
equity is reflected in a shorter life expectancy, poorer 
health outcomes, higher rates of disease, and lack of 
access to care.34 In the United States, minorities and 
indigenous peoples, as well as those living in rural 
areas, suffer the greatest inequities.35,36

In the Value-Based Models Collaborative, there was 
agreement that team-based, patient-centered care 
would by necessity include attention to social determi-
nants of health, since addressing these issues is critical 
to achieving good clinical outcomes. A more flexible 
payment model could incent practices to invest in ser-
vices, such as social work, or partnerships with com-
munity-based organizations, that could benefit their 
most vulnerable patients. In the Predict and Prevent 
Collaborative, there a focus on prevention, which is 
often most underused in underserved groups where 
the burden of stroke is also higher. Thus a focus on 
prevention could improve equity. There is also a need 
for strategies that are customizable at the local level 
given varying resources and unique needs within at-
risk populations. In the Prior Authorization Collabora-
tive, recent data was cited demonstrating that many 
utilization review procedures disproportionately hurt 
racial and ethnic minorities and individuals living in 
poverty; therefore, improving these processes could 
improve equity.

Based on the conversations of Learning Collabora-
tive participants, the need to understand and address 
the unique health needs of persons residing in rural 
America was identified as an additional priority area. It 
is imperative that all populations, including those living 
in rural areas, benefit from innovations in care models 
that a value-based system may bring. This prompted 
the publication of Call to Action: Rural Health: A Presi-
dential Advisory by the AHA and American Stroke Asso-
ciation in February 2020.37
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Digital Tools, Wearables, and Patient-
Generated Data
Across Collaboratives, it was recognized that improv-
ing the value of cardiovascular care will require us to 
reimagine what cardiovascular care looks like. Towards 
this new paradigm for care, digital tools, wearables, 
and remote monitoring devices represent infrastructure 
that may be vital to developing novel care pathways 
and driving high-value care.

For example, the Apple watch may be able to identi-
fy patients at risk for thromboembolic events related to 
undiagnosed atrial fibrillation—an advance that could 
make the goals outlined in the Predict and Prevent Col-
laborative more easily achievable if scaled and deployed 
with appropriate quality control. Similarly, using the 
AliveCor platform to get a medical-grade ECG in 30 
seconds, or the Butterfly iQ to democratize echocar-
diography and ultrasound could make preventive care 
more targeted and accessible, or could facilitate data 
collection for clinical trials, relevant to the Partnering 
with Regulators Collaborative. Using an implantable 
pulmonary artery pressure sensor to optimize care for 
selected high-risk patients with heart failure could be of 
particular relevance to the Value-Based Models Collab-
orative’s proposed new payment model for this group. 
If such interventions significantly reduce hospitaliza-
tions and improve quality of life, they could be high-
value even if they are relatively high-cost.

While we are early in our application of these novel 
tools, their potential to improve quality and value is 
provocative, particularly if they are deployed in a man-
ner cognizant of disparities and resources. Looking 
ahead, the application of implanted sensors, health 
apps, and digital tools may become a cornerstone for 
improving the value of care, if used appropriately and 
targeted carefully. Relatedly, the importance of engag-
ing patients to generate, curate, share, and leverage 
their own data will be critical. On the contrary, if such 
technologies are deployed without attention to costs, 
disparities, and access, they could worsen value. There 
will need to be further collaborations between technol-
ogy and device companies, entrepreneurs, investiga-
tors, and most importantly patients, to identify particu-
larly promising areas for development.

Flexible Value-Based or Alternative 
Payment Models
Another cross-cutting theme in each of the collabora-
tives was the idea that flexible payment models are 
needed to facilitate the type of innovation and change 
for which each group advocated.

Currently, most outpatient care is delivered within a 
fee-for-service construct, in which typical medical servic-
es like physician visits and imaging tests are reimbursed, 

while things like care coordination, social work, coach-
ing, and monitoring are not. However flexible payment 
models, as are used in many value-based and alternative 
payment programs, allow provision of needed services 
and the hiring of key personnel that may not have been 
reimbursed under fee-for-service. For example, cardio-
vascular care involves significant care coordination, and 
which many current alternative payment models, such 
as accountable care organizations and bundled payment 
programs, explicitly incentivize. This can incentivize the 
involvement of care coordinators, community health 
workers, patient navigators, and other team members 
in patient management.

Flexible value-based or alternative payment models 
also allow payment to be explicitly linked to guideline 
adherence and quality performance, which is not pos-
sible under standard fee-for-service. Where inadequate 
delivery of quality care exists, financial incentives can 
create a powerful nudge to clinicians, administrators, 
and care team members to focus on improving perfor-
mance in key areas. On the contrary, potential unin-
tended consequences of such programs should be con-
sidered and monitored. For example, linking payment 
to guideline adherence may result in inappropriate 
application of the guidelines or gaming of the system; 
appropriate monitoring would be necessary to limit any 
unintended consequences.

Flexible value-based or alternative payment models 
were central to all the Collaboratives. The Value-Based 
Models Collaborative focused on this as their central 
theme, but the Prior Authorization Collaborative also 
included payment models as a way to improve patients’ 
access to medications. The Predict and Prevent Collab-
orative included supportive payment models as a key 
implementation consideration for getting risk factor 
modification into practice. For the Partnering with Reg-
ulators Collaborative, flexible payment models could 
be used to speed uptake of new therapeutics where 
appropriate, or to encourage de-prescription of old 
ones. Across the collaboratives, payment models are a 
key tool to reshape value in cardiovascular care delivery.

Data Standards and Interoperability
Issues of data standards and interoperability were 
important across collaboratives as well. For example, 
healthcare data are collected in a large and grow-
ing number of settings, both within and outside of 
the care delivery environment. Given the widespread 
interest in using real-world data from electronic health 
records, administrative claims, wearables, and online 
portals, the ability to aggregate information from dis-
tinct environments is an increasingly central compo-
nent of health care delivery and large-scale population 
health research, and as such is important across many 
of the Collaboratives.
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Over the past decade, major progress has been 
made to enable interoperability through publication of 
consensus-based standards, such as the Fast Healthcare 
Interoperability Resources standard. However, ability to 
customize standards can result in inconsistencies due 
to different local implementation, which can challenge 
multi-system approaches. Even in the setting of optimal 
interoperability, there are limited incentives for health-
care providers to share data. Providing meaningful 
incentives to providers and healthcare systems is par-
ticularly important given growing concerns about data 
privacy and potential risk for re-identification.

These issues have direct relevance to collaborative 
efforts. For example, data sources relevant to predic-
tion and prevention research often span clinical and 
behavioral factors, which present unique challenges 
to investigators due to inherently limited data interop-
erability across sources. Value-based models require 
integration of data from clinical and financial data-
bases, as well as potentially from patient wearables 
and other devices. Streamlining regulatory processes 
using real-world data generation is impossible without 
interoperability, as would be any revolutionary chang-
es to prior authorization.

The ability to share and use data to improve patient 
care is increasingly recognized as a critical component 
to realizing the potential of real-world data for value, 
risk prediction, regulatory uses, and rational approach-
es to pharmaceutical policy such as prior authorization. 
Uniting stakeholders across healthcare systems, infor-
matics research communities, data privacy experts, and 
patient communities will be critical to continuing prog-
ress toward this goal.

Implementation Science
Finally, the field of implementation science, the study 
of methods and strategies to promote the uptake 
of evidence-based practices into routine clinical 
usage,38,39 has cross-cutting relevance to the work of 
each of the collaboratives. Implementation science 
aims to address gaps in how health care is delivered, 
and therefore, is a crucial piece in moving value to 
the bedside. It is well known that effective therapy 
may still not reach the target population. For example, 
while the effectiveness of controlling hypertension is 
well known, the ability to provide this therapy on a 
population basis remains inadequate.40,41

Implementation science evaluates which approaches 
work, which do not, and why. Such work is central for 
value-based payment models and clinical prevention 
strategies to maximize successes and minimize unin-
tended consequences. For example, studying various 
implementation strategies for remote monitoring can 
determine which are most likely to drive improvements 
in care for heart failure patients in value-based payment 

models. It can also inform ways in which interventions 
can be most effective in providing care for vulnerable 
populations. Implementation studies might find that 
successful interventions for heart failure management 
must involve cultural awareness, to meet with and 
work with communities where they are sociologically 
and economically. Or such studies might demonstrate 
that successful interventions for prevention of stroke 
involve communities taking ownership of the process, 
where the members of the community are aware that 
the program being offered is in their interest and are 
prepared to champion it.38 Implementation science, 
therefore, offers approaches which will be critical to 
improving medical care and public health, crucial to 
success across each collaborative.

CONCLUSIONS
The Value in Healthcare Initiative brought together a 
diverse group of stakeholders to think deeply about 
how to improve value across the care delivery, with 
a particular focus on achieving value that matters to 
patients. Each collaborative has produced a deliver-
able article, elsewhere in this journal,8–11 that aims to 
spur meaningful change and to move cardiovascular 
care towards providing higher value to all its constitu-
ents. The AHA is committed to seeing the recommen-
dations from the initiative’s work put into action and 
calls on organizations across, as well as outside, the 
healthcare ecosystem to implement and pilot the rec-
ommendations.

Additionally, the Association plans to:
• Incorporate the learnings of this work across exist-

ing AHA programs, as well as use them to inform 
future work

• Continue to facilitate convenings of the nation’s 
top researchers, regulators, and innovators and 
catalyze activity in support of the initiative’s aims

• Foster further dialogue among the AHA science 
and research community to support research and 
analysis that informs the topics, including conduct-
ing implementation science

• Engage in policy in line with the recommendations 
of the initiative and support more patient-centered 
care and eliminate barriers to the receipt of evi-
dence-based, appropriate care by patients

• Leverage the association’s varied and diverse com-
munication and dissemination channels to show-
case best practices and nontraditional approaches.
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