American Heart Association’s Call to Action
for Payment and Delivery System Reform

Downloaded from http://circ.ahajournals.org/ by guest on July 11, 2017

ABSTRACT: The healthcare system is undergoing a transition from
paying for volume to paying for value. Clinicians, as well as public
and private payers, are beginning to implement alternative delivery
and payment models, such as the patient-centered medical home,
accountable care organizations, and bundled payment arrangements.
Implementation of these new models will necessitate delivery system
transformation and will actively involve all fields of medical care, in
particular medicine and surgery. This call to action, on behalf of the
American Heart Association’s Expert Panel on Payment and Delivery
System Reform, serves to offer support and direction for further
involvement by the American Heart Association. In doing so, it (1)
provides baseline review and definition of the present models and
some of the early results of these delivery models, including outcomes;
(2) initiates a conversation within the American Heart Association on
the impact of payment and delivery system reform, as well as how the
American Heart Association should engage in the interest of patients;
(3) issues a call to action to our organization and to cardiovascular and
stroke health professionals across the country to become educated
about these models so to as to understand their impact on patient care;
and (4) asks the government and other funding agencies, including
the American Heart Association, to begin supporting and prioritizing
meaningful research endeavors to further evaluate these models.
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he transformation of healthcare provider payment
that is currently under way from fee-for-service
(FFS) to value-based payments can be characterized as a move from a system that pays for the volume
of care to one that instead pays for value of care a patient receives. These payment conversations, once only
about the amount paid for a particular service, now include consideration of that service as one component
of broader care delivery and a focus on both quality
and performance. This expanded view involves system
interactions rather than just individual care transactions
and brings with it greater implications, both in terms
of benefit and potential unintended consequences,
for patients. Evidence on the impact of these models
and their payment mechanisms, however, is limited to
date. Many are still very new or have been introduced
in limited rollouts as demonstration projects and with
preliminary results, without the requisite time to assess
meaningful and sustained clinical outcomes.
Indications by payers, both private and public, however, are that these models will be used to drive toward improved patient outcomes at reduced costs. The
Centers for Medicare & Medicaid Services (CMS) has
announced achievement of its previously stated goal to
tie 30% of Medicare FFS payments to quality or value through alternative payment models by 2016 and
is moving toward its 50% goal by 2018.1 It has also
announced that it will connect 85% of all Medicare
FFS payments to quality or value by 2018 and 90% by
2019. The passage of the Medicare Access and CHIP
Reauthorization Act of 2015, which repealed the sustainable growth rate, sunsets earlier CMS value incentive programs such as the Medicare electronic health
record incentive program (meaningful use), the valuemodifier incentive, and the Physician Quality Reporting
System. The Medicare Access and CHIP Reauthorization Act of 2015, also known as the Quality Payment
Program, combines these elements into the new Merit-based Incentive Payment System and will further
catalyze the movement of providers and systems into
value-based models of care. Providers can be exempted
from participating in the Merit-based Incentive Payment System if they are part of a qualifying advanced
alternative payment model; however, the threshold for
participation in such a model typically requires more
substantial experience in assuming and managing risk.
The performance period for this new program is set to
begin January 2017 to impact 2019 payments, with the
potential for payment incentives or penalties of up to
9% by 2022 under the Merit-based Incentive Payment
System program and with a guaranteed bonus of 5%
on part B payments for those that meet appropriate
advanced alternative payment model specifications.2
Providers might be confused by the multiple new models and find it difficult to see their place in this new era
of fee for value. As such, there is an opportunity for
e2

TBD TBD, 2017

professional societies and care delivery organizations to
support educational efforts so that providers will understand how they can function as high-quality practitioners within these new models.
Implementation of these new models will necessitate delivery system transformation and will actively
involve all fields of medical care, in particular medicine
and surgery. The American Heart Association (AHA) can
actively engage in the process both of program design
and evaluation, as well as in the development of collaborative partnerships to innovate around care delivery.
Furthermore, with our established expertise in quality
measurement and outcomes research, cardiovascular
and neurological specialists are well positioned to contribute to this transformation by promoting optimal
outcomes while seeking to mitigate unintended consequences. To be both thoughtful and proactive in this
effort, the AHA convened an Expert Panel on Payment
and Delivery System Reform in 2015 with clinical and
economic experts from leading institutions and tasked
it with assessing the current environment and determining the optimal role for the AHA in moving forward
on behalf of patients. A full roster of the expert panel
members is found in the Appendix.
This call to action, on behalf of this group, serves to
offer support and direction for further involvement by
the AHA. In doing so, it (1) provides baseline review and
definition of the present models and some of the early
results of these delivery models, including outcomes
(although not an exhaustive review); (2) initiates a conversation within the AHA on the impact of payment
and delivery system reform, as well as how the AHA
should engage in the interest of patients; (3) issues a
call to action to our organization and cardiovascular
and stroke health professionals across the country to
become educated about these models so to as to understand their impact on patient care; and (4) asks the
government and other funding agencies, including the
AHA, to begin supporting and prioritizing meaningful
research endeavors to further evaluate these models.

REVIEW OF MODELS AND EVIDENCE
Although it has gained substantial recent attention,
the adoption of financial incentives to drive improved
quality of healthcare delivery is not a new concept.
Introduced primarily by commercial health insurers in
the 1990s and early 2000s, early pay-for-performance
initiatives were included in physician contracts and
incentivize the use of quality of care measures.3 In 2003,
CMS initiated pay-for-performance demonstration programs for hospitals with the Premier Hospital Quality
Incentive Demonstration program. The passage of the
Affordable Care Act in 2010 expanded the use of value-based purchasing strategies significantly. Required
by the Affordable Care Act to develop and assess new
Circulation. 2017;136:00–00. DOI: 10.1161/CIR.0000000000000516
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Patient-Centered Medical Homes
In the broadest sense, the PCMH model emphasizes additional support for primary care providers in a teambased model. A “primary care transformation,”7 the
PCMH redesigns primary care delivery such that the
primary care doctor and patient are at the center of
the hub of team-based care and ensure that specialist referral and management changes are shared with
and known by the primary care provider.8 The medical neighborhood expands this model and represents
a broader collection of primary care doctors, specialists
such as cardiologists, hospitals, and other care delivery stakeholders within a region who seek to reduce
fragmented care by sharing accountability and assisting
with harmonization of care.9,10
The principal tenets of the PCMH model are to be
patient centered, comprehensive, accessible, coordinated, and committed to quality and safety through a
systems-based approach. Patients are attributed to primary care providers on the basis of care patterns and
history, and there are goals in terms of quality measures
and other utilization indices that include performancebased incentives.11 The National Committee for Quality
Assurance and other entities certify programs as adhering to certain structural and process components. Not
all medical homes pursue these certifications, however,
Circulation. 2017;136:00–00. DOI: 10.1161/CIR.0000000000000516

and a review of published research found that a lack
of a standard definition of the medical home is listed
as a common limitation for their assessment.7 The Patient-Centered Primary Care Collaborative has pointed
out that although the goals and attributes of models
might be similar, they differ in terms of implementation,
measurement, and performance, and it cites another assessment that notes that depending on capability, value,
and patient needs of the particular PCMH being examined, each might excel in different ways.12 Others have
highlighted the variability by which the programs are assessed and the resulting impacts that are determined.13
As a result, one can find a range of measured impacts of
PCMH models. Although many show minimal improvement, they tend to trend positive. The Patient-Centered
Primary Care Collaborative, along with the Milbank
Memorial Fund, conducted a review of evidence of 28
PCMH studies in peer-reviewed academic, state government, and industry reports, and reported improvements
in utilization (24 studies), reduction in cost of care (17
studies), and improvements in quality (11 studies), access (10 studies), and patient satisfaction (8 studies).7,12,14
Of those outcomes improvements, cardiovascular care
impacts of note included improvements in low-density
lipoprotein screenings and reductions in low-density
lipoprotein levels, as well as improved control of blood
pressure.15
As the field has matured, successes are being reported as the PCMH model has been applied to chronic care
settings. One such example is an analysis of the PCMH
model applied to diabetes mellitus, a condition for
which patients exhibit a multitude of comorbidities and
require multiple specialists, as well as consistent care coordination and engagement. Stevens et al16 performed
a cross-sectional survey of patients with California Medicaid (Medi-Cal) and type 2 diabetes mellitus using the
Primary Care Assessment Tools to evaluate patient indicators of PCMH quality. In this group, composed of patients with lower socioeconomic status and with a majority of Hispanics (74%), patients who received more
timely diabetes mellitus care reported better coordination of care and PCMH performance as associated with
each diabetes mellitus care measure, such as an HbA1c
screening in 6 months and a yearly eye examination. Although the ESRD Seamless Care Organizations and Oncology Care Model offer a model for better alignment
of primary and specialty care, additional examples are
still needed. The National Committee for Quality Assurance’s recently initiated Patient-Centered Specialty Practices Recognition program appears to be a promising
approach17 and might address the finding that specialty
practices have remained largely unchanged.18
Longer time-frame results beyond early improvements
such as increased delivery of preventive services are also
being reported. In 2006, Group Health Cooperative, an
integrated insurance and healthcare delivery system, reTBD TBD, 2017
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delivery models that would increase value, defined as
improved patient outcomes achieved at lower costs,
CMS and its Center for Medicare & Medicaid Innovation developed new payment models and implemented
a variety of programs with the clearly stated intention
of improving quality of care while reducing Medicare
spending. Models examined in this article include the
patient-centered medical home (PCMH), including the
“medical neighborhood,” accountable care organizations (ACOs),4 and the bundled payment program.
Although it is worth noting the existence of both the
ESRD (end-stage renal disease) Seamless Care Organizations and the Oncology Care Model to promote improved coordination and care in the management of
patients with specific chronic conditions, further discussion is beyond the scope of this article. The intention of
all of the PCMH and ACO initiatives is to improve value
by focusing on the Institute for Healthcare Improvement’s healthcare “triple aim”: better care for individuals, better health for populations, and lowered growth
in expenditures.5 They do this by incentivizing collaboration, efficiency, patient-centeredness, development
of a foundation of primary care, and the building of
partnerships,6 and have been evaluated against this aim
and the process of achieving it. Evidence of the models’ impacts is variable, however, and must be reviewed
with an appreciation for the contextual factors of their
implementation.

Bufalino et al

ported improvements in their PCMH model clinic compared with control clinics using electronic medical records and showed 12-month improvement in quality of
care, provider satisfaction, and controlled costs.19 When
the data were analyzed at 24 months, most effects had
persisted, and the patients continued to report improvements in care coordination, access to care, and personal
health goals, whereas costs remained controlled.20

Accountable Care Organizations
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The ACO is a broader care-delivery arrangement whereby
groups of providers are accountable for the quality, cost,
and overall care of a particular population, typically involving a value-based contract with payers.21 The model
was created to serve as a structure that would allow providers and health systems to focus on using data to improve care and to allow savings, if achieved and if quality
targets were met, to be shared by participating providers,
something that might not otherwise have been permitted
under federal law. Shortell and others22 have developed a
taxonomy of ACOs to categorize the many ACOs that exist, breaking them down into 3 groups: large, integrated
systems with a broad set of services, which tend to include postacute facilities; smaller, physician-led, primary
care–focused practices with a high degree of physician
performance management and accountability; and
moderately sized hybrid groups with a moderate scope
of services and some postacute involvement.
The Pioneer ACO model, launched in 2012, as well
as the newer Next Generation ACO model, launched in
2016, are CMS models geared to providers and systems
that were willing to assume financial risk. The 20 Pioneer ACOs participating in 2014 (performance year [PY]
3), the most recent year with data, included 622 265
beneficiaries, a 2% increase from 2013 (607 945), and
showed continued strong performance and improvement across financial, quality of care, and patient experience measures. The model generated total savings
of $120 million, a 24% increase from PY 2 and a 36%
increase from PY 1. The mean quality score among Pioneer ACOs increased to 87.2% in PY 3 from 85.2% in
PY2 and 71.8% in PY 1. These ACOs showed improvements in 28 of 33 quality measures and experienced
average improvements of 3.6% across all quality measures compared with PY 2.23 Retention of participants in
the Pioneer ACO program, however, has decreased, and
only 9 of the original 32 participating provider groups
are still in the program. Although there is no formal
analysis of the reasons for departure, analysts point primarily to the financial risk model. There are difficulties
meeting benchmarks as improvement and cost savings
become increasingly difficult to achieve over time, and
there is inequity between low- and high-cost markets,
with the potential to generate savings being easier in
the latter.24,25 Some of these participants have switched
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into the Medicare Shared Savings Program (MSSP), typically with less (or no) financial risk. Others are considering the Next Generation ACO model which, despite requiring the acceptance of more risk, also provides more
programmatic flexibility and the ability to incorporate
options such as telemedicine and home visits.26 Peer
review publications investigating more detailed differences in spending patterns with respect to Pioneer ACO
performance note that in the first 2 years, Pioneer ACO
beneficiaries had smaller increases in total Medicare
spending and reductions in utilization of health services, with little difference in patient experience.27
In the MSSP, the largest ACO model sponsored by
CMS for Medicare beneficiaries, the ACO can capture
shared savings if it meets certain quality performance
standards while reducing its healthcare expenditures.
Notably, nearly half of the quality measures are related
to cardiovascular disease.28 There are currently 3 tracks in
the MSSP. Track 1 ACOs have 1-sided risk (upside only),
which enables them to receive a maximum of 50% of
obtained savings in the first 3 years of the program if
quality metrics are met. Track 2 and track 3 ACOs have
both upside and downside risk. Track 3 ACOs are also
subject to a waiver of the requirement that a patient
have a 3-night hospital stay before admission to a skilled
nursing facility,29 and both track 2 and 3 models qualify
as advanced alternative payment models as part of the
Quality Payment Program. A new MSSP track 1.5, which
is yet to be developed but was mentioned in the recent final rule for the Quality Payment Program, will also
achieve advanced alternative payment model status.2
As of April 2016, there were 411 track 1 ACOs, 6
track 2 ACOs, and 18 track 3 ACOs, covering ≈7.7 million
lives. With results released in August 2015 for the 2014
PY and earlier, 92 MSSP ACOs held spending to $806
million below their targets and earned performance
payments of more than $341 million as their share of
program savings, generating $465 million in net savings
to the Medicare Trust Fund. These numbers represent
a savings increase from 2013. Others point out, however, that although the cost of care was lowered, CMS
paid out more in bonus payments than was brought in
via savings, which undermined the cost-saving intent of
the program.30,31 Interestingly, ACOs with greater experience with this program were more likely to generate
shared savings,32 as were those who started with higher
baseline spending.33 Among ACOs that entered the program in 2012, 37% generated shared savings compared
with 27% of those that entered in 2013 and 19% of
those that entered in 2014. MSSP ACOs that reported
in both 2013 and 2014 improved on 27 of 33 quality
measures.32 A recent analysis noted that within the first
year of MSSP contracts, 2012 entrants achieved savings,
whereas 2013 entrants did not, and these savings were
more significant in primary care practice–based ACOs
than in those that included hospitals.34
Circulation. 2017;136:00–00. DOI: 10.1161/CIR.0000000000000516
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savings (1.9% in year 1, 3.3% in year 2) compared
with spending in groups not participating in the contract and demonstrated improvement in quality measures.44 Other analysis of commercial ACOs, however,
has noted that in some cases, even with no increase
in use, outpatient spending still increased. In this way,
increased attention to other dynamics such as provider
market concentration must be monitored to ensure the
triple aim is being achieved under these models.45

Bundled Payment
The CMS Innovation Center began the Bundled Payments for Care Improvement (BPCI) program in 2012.
Similar to the Hospital Inpatient Prospective Payment System, which reimburses hospitals for inpatient care based
on patients’ diagnoses (via a diagnosis-related group),
BPCI programs reimburse providers for episodes of care
triggered by an acute care hospitalization with durations
of varying lengths. Rather than paying for each individual service a patient receives, as under FFS, the model
is intended to align incentives across providers to support better communication about and coordination of
patient care. The rationale, therefore, for all of the BPCI
programs is that they incentivize clinicians, hospitals, and
other providers to work together and share information
so that care is more efficient, better coordinated, and of
higher quality. Although the 48 clinical episode groups
proposed by CMS range from common diseases such as
atherosclerosis, stroke, and diabetes mellitus to specific
procedures, including coronary bypass surgery, percutaneous coronary intervention, and lower-extremity joint
replacement surgery, most BPCI programs to date have
involved narrowly defined episodes of care, such as joint
replacements and coronary bypass surgery. Early success
with the joint replacement bundle programs prompted
CMS to initiate a mandatory Comprehensive Care for
Joint Replacement model in 2016; as of the time of writing of this call to action, CMS had proposed expanding
the program to other hip surgeries, as well as cardiac
surgeries and the management of acute myocardial infarction, portending the likely continued extension of
bundled payment within Medicare.2 Whether the program is implemented remains to be seen under a new
presidential administration. The Table summarizes the 4
different BPCI models and basic characteristics.46
BPCI payment models and alignments of provider
participants vary and are complex. Although some have
suggested that these programs could in fact incentivize more care rather than better care,47 there is also
concern that providers might achieve program savings
not just by forgoing wasteful or redundant care but by
failing to provide needed care or by choosing the least
expensive but less effective treatment alternative. A
concern about care rationing by patient selection exists;
relatively healthier patients might be included in these
TBD TBD, 2017
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As these models have evolved to address components
other than just spending, they have demonstrated improvements in patient outcomes and experience. Busch
et al35 noted that early efforts that only examined spending showed little improvement in patient outcomes, but
when the model itself was focused on behavioral health,
for example, patient outcomes improved.36,37 Other
published reports demonstrated the ACO model’s ability to improve patient experience via Consumer Assessment of Healthcare Providers and Systems surveys. In an
extensive report that included 32 334 FFS beneficiaries
in various ACOs, Consumer Assessment of Healthcare
Providers and Systems measures, such as access to care
and care coordination, improved significantly compared
with non-ACO care. The improvements were modest
and greater for patients with complex conditions,38 as
well as for the highest-risk patients.39
In addition to examining outcomes, early studies
have begun to look at how shared savings could be
distributed, including to specialty groups. One study
noted that in comparing MSSP ACOs launched in 2012
to 2014, ACOs that planned to give >50% of share savings to their primary care providers and specialists and
those with >10 participating entities were more likely to
have generated savings (P=0.001 and P=0.004, respectively).40 Early studies also examined changes in patient
experience after ACO enrollment, noting improvements
in timely access to care and knowledge of specialty services, as well as improvement in overall ratings of care
for patients with multiple chronic conditions.34 There are
also, of course, challenges with the MSSP ACO model.
For one, the likelihood of achieving shared savings has
typically been ≈25%, which raises questions about the
viability of the financial model for those that might rely
on savings to sustain programmatic expenses. In addition, both track 1 and track 2 MSSP models rely on
retrospective attribution, which makes it more difficult
to implement population management programs, because the population can change from year to year. Furthermore, as designed, patients maintain the choice of
providers whether inside or outside the ACO network.41
The continued refinement and expansion of ACOs has
been the principal work of the CMS’ MSSP program
since its passage in the Affordable Care Act.
There are also several hundred commercial ACOs. In
fact, commercial ACOs accounted for 17.2 million of
the total 28.3 million covered lives in public and private
ACOs in 2016.42 Although little information is publicly
available, notable examples include the California Public Employees’ Retirement System, which experienced
a 15% reduction in inpatient days per 1000 members.
Total program savings were $15.5 million, with 10%
lower costs than those not in the pilot.43 The Blue Cross
Alternative Quality Contract in Massachusetts, with
payment/quality contracting similar to the Pioneer ACO
as a commercial ACO-like model, resulted in a 3.3%
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Table.

Characteristics of BPCI Models

Model
(Participants*)

Duration

Payment

Responsible Parties

1 (1)

Acute hospital stay only

Total cost of acute care

Hospital receives discounted DRG amount;
physicians receive usual reimbursement
under PFS

2 (649)

Acute care hospital, postacute, all related
services ending 30, 60, or 90 d after
discharge

Retrospective bundled payment arrangement
with actual expenditures reconciled against a
target price for episode of care

All paid FFS and recoupment or payment
made after comparison with target price

3 (862)

Postacute care initiated within 30 d of
discharge and up to 30, 60, or 90 d after
initiation of episode of care

Retrospective bundled payment arrangement
with actual expenditures reconciled against a
target price for episode of care

All paid FFS and recoupment or payment
made after comparison with target price

4 (10)

Acute hospital stay and 30 d post hospital
discharge

Total cost of acute care, including
readmissions

Hospital and all providers via single
prospective payment

*As of April 1, 2016.
BPCI indicates Bundled Payments for Care Improvement; DRG, diagnosis-related group; FFS, fee for service; and PFS, physician fee schedule.

Downloaded from http://circ.ahajournals.org/ by guest on July 11, 2017

programs, whereas high-cost sicker patients might be
denied such care. These concerns exist for all shared
savings programs.48 All BPCI programs are certain to reduce Medicare payments for the bundled episodes of
care, because agreed upon payments to the participating providers include a 2% or 3% discount from the
historical payment. It is not clear, however, how well
the proposed measure sets will account for all care contingencies and effectively monitor quality.
As discussed previously, there are few outcomes studies to date that allow for effectiveness reporting on these
new payment models beyond impact on the quality and
cost of the acute care episode. The AHA, as a science
and health advocacy organization, shares the CMS goals
of improved patient outcomes by better care coordination and elimination of unnecessary variations of care.
As such, there are numerous and substantial opportunities for cardiovascular and neurological specialists to lead
clinical care transformation and support research, evaluation, measure development, and quality improvement
projects that will refine and inform these models.

CALL TO ACTION
There is sound reason to believe that collaborative care
models, inclusive of patients, providers, and other care
team members, are directionally promising and will improve the care that is received, but as suggested previously, evaluation efforts are still in their infancy. Much
of the analysis to date has focused on quality measurement and achievement of cost savings, and therefore,
important opportunity remains to better characterize
the models’ long-term clinical outcomes. Given the
heterogeneity across these models, research that is focused on and identifies which particular aspects of such
programs make them successful would be a significant
contribution to the evidence base. The first step in this
process is to identify the metrics that indicate true improvements in delivery and performance against which
the ACOs should be measured, as well as to further dee6
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velop the science that will allow for isolation and evaluation of the most critical elements. Longitudinal care
of chronic illness also requires examination beyond an
early decrease in emergency department or urgent care
visits to specific, not general, measures of quality.
The inclusion and refinement of tested risk adjustment models to account for patient factors and ensure
those managing more complex patient populations are
not disproportionately penalized is important. Unintended consequences of the drive to cut costs could
include selection of low-risk, low-cost patients and the
penalization of providers and facility types that care for
complex, sicker individuals. If benchmarks and other
methodological approaches are performed inappropriately, they can create unintended consequences for patients.49 Use of survey information could help mitigate
the selection of less ill patients, and appropriate and
accurate coding for those who are caring for the sicker
population would likely be helpful as well.50
Not often discussed are the ethical challenges posed
by ACOs and bundled payments, including loss of
professional autonomy, the dual responsibility to the
patient versus the system, and where to concentrate
efforts with regard to distribution of resources.51 Although not entirely dissimilar from the challenges originally posed by the introduction of health maintenance
organizations, the questions are now a bit more sophisticated, focusing on the most appropriate site of care
rather than general withholding of services. In this way,
answers may come with continued delivery system adjustments. Potential real or perceived competition can
also occur between primary care and specialty providers. Thoughtful planning of structures and processes
needs to occur before the implementation of any new
payment model to address the administrative, financial,
professional, and ethical conduct of all involved.
Consistent with the AHA’s important advocacy role,
cardiovascular and neurological specialists must be
aware of and engaged in the oversight of these new
care models, and they must be vigilant about possible
Circulation. 2017;136:00–00. DOI: 10.1161/CIR.0000000000000516
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tions in morbidity and mortality, and they note that the
next step could be using the specialty’s expertise within
these new delivery models to allow for “coordinated improvements in health and more efficient use of cardiology expenditures.” They note that the same tools that
have enabled these clinical milestones to be reached,
such as guidelines, quality measures, and registries, could
be used to define and measure value. Furthermore, there
is important opportunity as it relates to appropriate use
of medical imaging, with significant impact on cardiovascular and neurological specialties, and this also relates to
the national Choosing Wisely campaign.53,54
Medical professionals and organizations like the AHA
have an opportunity to leverage evidence-based tools in
support of the movement to value-based care. Anderson
et al,55 on behalf of the AHA and the American College
of Cardiology, have begun this process by laying out a
proposed method for determining value (quality/cost)
and its incorporation into clinical decisions. They propose a value classification system with supporting levels
of evidence similar to those used for clinical guidelines,
but they stress that the value category should be only
one of several considerations in decision making. They
recommend that these assessments inform the development of performance measures, only using those with
high value for performance measurement.55 The AHA
can further help to lead the movement to implementation science and the science of care delivery both by assisting in methods for real-time assessment and quality
improvement, as well as through more traditional evaluative approaches.
Finally, we are issuing a call to action to our organization and cardiovascular and neurological professionals
across the country to engage in meaningful research endeavors to further understand the impact of these new
delivery system models. Furthermore, we encourage providers to be creative and innovative in crafting original
programs, structures, and processes, even if outside the
accustomed practice venues and across a range of clinician types. Examples of such could be same-day clinics,
which could prevent hospitalizations; virtual encounters
using current technology; and the use of smart phones
to track symptoms. These novel programs, driven by our
own health professionals, could be funded by health systems and practices seeking to innovate, by government
grants and by other funding agencies, and they could
be rigorously tested by outcomes researchers across
the country. The Expert Panel intends to look at these
emerging models in its ongoing work.
We hope this call to action will further a dialogue
that will allow us to maximally leverage our strengths
and the opportunities that lie before us, to advance the
goal of achieving the best health and health care for
our patients.
TBD TBD, 2017
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unintended consequences for patients. The Expert Panel, therefore, calls on the AHA to continue to monitor opportunities for cardiovascular and neurological
specialists to serve as leaders in these care models, as
well as urges its members and supporters to seek collaborative partnership opportunities and to always ensure that the best interests of the patient remain central
while remaining open to further exploration and investigation. Furthermore, because providers and systems
are measured on population health metrics, we call on
the AHA to continue its leadership in the space of conceptualizing and developing measures that incentivize
systems to provide high-quality, patient-centered care,
including those that incorporate patient experience and
patient-reported outcomes.
As an evidence-based organization committed to
funding research that creates scientific guidelines to advance the scientific enterprise of cardiovascular care, we
have taken the same approach to assessing delivery and
payment models, with the belief that it is important to
analyze the clinical import of these care models and not
just their financial outcomes. As noted previously, this will
continue to be vitally important, because indications by
payers, both private and public, are that they will continue to use these models to drive toward improved patient
outcomes at reduced costs. It is important that providers
seek to understand how they can function as responsible, high-quality practitioners within these new models.
Providers must also understand the variable impact that
greater adoption of these models might have on different
group sizes and facility types. In this way, the Expert Panel
also sees a role for the AHA to be an educator of healthcare professionals who might not be as familiar with the
new models of care that are not yet mainstream in the
practicing community. There is a clear need to educate
practitioners so that they can understand how they can
impact the care they deliver to patients. This call to action
is intended to be the next step in that education.
These models do not assume that all care can or
should be pushed to the primary care space; instead,
they require the development of partnerships and collaboration among providers of many disciplines. As Ojeifo and Berkowitz4 point out, there are opportunities
for cardiologists and other specialists to participate and
collaborate in existing or new ACO arrangements, particularly because their patients have significant chronic
care needs. Attending to these care needs requires that
these models have collaboration as their foundation.
Participating in these partnerships will allow cardiology
and neurology to engage and make sure that the distinct needs of their patients, who might receive care
in the hyperacute phase but then require support for
long-term management and secondary prevention,52
are taken into account and met as these models evolve.
Additionally, as Patel et al28 suggest, cardiology has
been a leader in the use of evidence to support reduc-
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