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OVERVIEW

1 Case for change in severe aortic stenosis

Barriers to appropriate management in the patient pathway

Looking forward to improving care

2
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AORTIC STENOSIS: SIGNIFICANT BURDEN & RISK IN THE ELDERLY   

0.9

2.4

7.3
6.4

8.9 8.7

+80

Age

<70 70-79

Prevalence of significant aortic stenosis (%)1

Severe

Moderate

Risk of sAS increases with age;  ~1 in 15 

individuals over 80 with severe AS (sAS)

Significant mortality risk if untreated once 

symptoms develop

Note: AVR, aortic valve replacement. Sources: 1.Danielsen et al. 2014. 2. Ross et. al.1973
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Within 2 years of symptom onset,
1 in 2 patients with Severe AS will die  

without Aortic Valve Replacement

Sources:  1. Bonow et al. (Circulation 2015), 2. Braunwald (Circulation, 2018), 3. Ross et. al. (British Heart Journal, 1973), 
4. Braunwald et al. (Circulation, 1968)
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TREATMENT INDICATED FOR SEVERE AORTIC STENOSIS WITH EVIDENCE OF 
MYOCARDIAL DAMAGE

Source: Leon et al. 2010

Surgical Valve 

Replacement (SAVR)

Transcatheter Aortic 

Valve Replacement

(TAVI)

Survival after randomization to medical (standard) 

therapy or AVR (TAVI) in inoperable symptomatic sAS2
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TREATMENT BENEFITS EXTEND OUTSIDE SURVIVAL 

Physical benefits 

Medical 
1management 1TAVI

KCCQ total 

symptoms 

(12 mos.)

59 75

KCCQ physical 

limitations

40 56

SF-12 physical
30 35

+16

+16

+5

Decreased post-op
hospitalization costs2

1 year follow up costs

Relative to medical management, AVR (TAVI) with significant benefit on QoL & economics 

Medical 
1management 1TAVI

KCCQ quality 

of life

(12 mos.)

48 76

KCCQ social 

limitations

50 65

SF-12 mental
47 53

Mental benefits 

Notes: Values represent survey data where 100 represents better outcomes and 0 represents worse outcomes. 
Source: 1. Reynolds et al. (Circulation, 2011) 2. PARTNER 1B Trial (Circulation, 2012)

+28

+15

+6

$29K

$54K

+86%

TAVR

Medical management
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Less than 1 in 2 patients with known 
Severe AS receive treatment within a 

year after symptom development

Sources: 1. Optum database, manuscript in submission, 2. Frey et al (BMC Cardiovasc Disord. 2017) 
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UNDER-TREATMENT IS EVEN GREATER FOR WOMEN & MINORITIES

 US Population
 Treatment Rate

<50%

Severe symptomatic AS1,2

Men
6.09

Women
3.91

A woman is 36% less likely to be diagnosed than a man , and

ssAS diagnosed
incidence / 10k

Black
2.19

Caucasian
6.20

ssAS diagnosed
incidence / 10k

A woman is 20% less likely to be treated than a man

A black patient is 65% less likely to be diagnosed than a white patient

23% less likely to be treated than a white patientA black patient is

Source: 1. Frey et al.2017, 2. Brennan et al. 2020.  3. Lowenstern et al. 2021
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BARRIERS TO APPROPRIATE 
MANAGEMENT & COVID
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POTENTIAL CHALLENGES ACROSS THE PATIENT PATHWAY

Awareness

Lack of recognition of the 

burden of sAS and its 

impact on patients from 

QoL to survival 

Detection & diagnosis

Failure to refer an indicated 

patient to echo; challenges 

on echo review; missed 

follow up for less severe AS

Referral 

Challenges in assessing 

symptomatic status, 

patient uncertainty in 

risk/benefit trade off
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Public Awareness Gaps
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Q: Which of the following health conditions concerns you most? Q: Do you know what “aortic stenosis” is?

Questions for EU patients over 60

DESPITE INROADS IN TREATMENT, AWARENESS REMAINS LOW FOR AORTIC STENOSIS

Just 2% of respondents said that valvular heart disease is the 

condition that concerns them the most

Even in 2017, only 4% of respondents were aware and could correctly 

define aortic stenosis

Source: Gaede et al. (Clinical Research in Cardiology, 2019)

Awareness 
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Detection & Diagnosis Gaps
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Murmurs—Adjusted Score

MR AS

Accuracy (%)
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CHALLENGES IN AUSCULTATION IN DETECTING AORTIC STENOSIS

Detection & diagnosis 

 Limited accuracy identifying AS by exam, including

among graduating medical trainees1

 Limited accuracy identifying Valvular Heart Disease 

by exam, including among practicing clinicians2

Sources: 1. Mangione S. JAMA 1997,  2.  Gardezi S. Heart 2018

0

100

25

50

75

Accuracy (%)

VHD Severity

Mild Mod/Sev

GP

Cards
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AORTIC STENOSIS NOT INDOLENT WITH NEED FOR CAREFUL MONITORING TO
CAPTURE PROGRESSION TO SIGNIFICANT DISEASE

1. Cosmi  et al. 2002  2. Lancelloti et al. 2018.

Number of years from aortic valve thickening to severe aortic stenosis AVR free survival in patients with moderate aortic stenosis 

Majority of patients progress
from sclerosis to severe AS within 8 years1

For patients with moderate disease,
~50% will require an intervention in 5 years2

600 7212
0

4824 36 84 96

80

20

40

60

100

Follow-up, months

AVR-free survival (%)

5

15

0

10

20

25

Patients (%)

2

Years

4 6 8 10 12

514 255 122 43 18

Pt at

risk

30 ± 5%

65 ± 3%

82 ± 2%

Detection & diagnosis 
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COMPLEXITY IN ECHO TECHNIQUE AND INTERPRETATION CAN ALSO CONTRIBUTE TO 
MISSED SEVERE AORTIC STENOSIS

Detection & diagnosis 

1. Thaden et al. 2015 2. Minners et al. 2008

AVA, aortic valve area; BSA, body surface area; Vmax , peak flow velocity; ΔPM, mean 

pressure gradient

Variation in the number of severe AS patients 

diagnosed depending on echo criterion used

77.0% 73.4%
90.5%

23.0%
10.1%

9.5%16.5%

Severe AS by all windows ("true")

Overall

n=79

High gradient Low gradient

n=100 n=21

Misclassified

Misclassified as severe low 
gradient

Correctly identified

Misclassified as moderate

Share of patients misclassified with only interrogating the 

apical window

Thorough doppler evaluation critical to 

accurately determine the severity of AS1

Guidelines/

Recommendations Parameter

Patients with

severe stenosis

 AHA/ACC3  AVA < 1.0 cm2  69%

 ESC2  AVA/BSA < 0.6 cm2  76%

 Otto4  Vmax > 4.0 m/s  45%

 AHA/ACC3  ∆Pm > 40 mmHg  40%
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EXERCISE STRESS TESTING UNDERUTILIZED, DESPITE COMPELLING EVIDENCE OF BENEFIT 
IN ASYMPTOMATIC PATIENTS

Notes: Study n shown above each column. 1. Iung et al. 2019 2. Redfors et al 2017

Share severe AS patients receiving stress testing

6.1%

n=409n=2152

All

3.1%

NHYA I

Valvular Heart Disease II Survey show low 

rates of formal stress testing in severe AS1

Detection & diagnosis 

67% 65%

38%
48% 47%

n=69

Amato et al 

(treadmill, Ellestad)

n=60

Lafitte et al 

(Treadmill, 

mod. Bruce)

Lancellotti et 

al (Exercise 

echo, bicycle)

n=128

Lancellotti et 

al (Exercise 

echo, bicycle)

Marechaux et 

al. (Exercise 

echo, bicycle)

n=66 n=50

Despite literature showing formal stress tests find abnormal 

results in 40-70% of asymptomatic severe AS cases2

Share with abnormal stress
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Referral & Treatment Gaps
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60% OF UNTREATED SSAS PATIENTS ARE FOLLOWED IN CARDIOLOGY CLINICS

47%

7%

32%

 14%

PCP

CT

Card.

Treated

Furthest point of 

patient contact 

in the spectrum 

of ssAS care

Diagnosed untreated (by 'leakage point')

14%

Note: Cardiologist category includes ICs with >5 PCIs, and GCs
Source: Optum data, BCG EHR analytics

Referral  
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PATIENT PREFERENCE, MISCLASSIFICATION, AND VIEW OF SYMPTOMS DRIVE 
REFERRAL GAPS

Source: Tang 2018

Cited reasons for no AVR in patients with severe, 
symptomatic AS

Potentially appropriate for AVR (n=359)

PCP visit only (n=53)
CV consultation, no AVR 

referral (n=214)
AVR referral (n=92)

Patient or family refusal, n (%) 7 (13.2) 130 (60.7) 59 (64.1)

AS incorrectly deemed not severe, n (%) 13(24.5) 32 (15.0) 8 (8.7)

Symptoms not attributable to AS, n (%) 3 (5.7) 20 (9.3) 7 (7.6)

Mild or stable symptoms, n (%) 4 (7.5) 18 (8.4) 6 (6.5)

High risk, n (%) 0 (0) 13 (6.1) 2 (2.2)

Not documented, ‡ n (%) 26 (49.1) 0 (0) 0 (0)

Referral  
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1 IN 3 MEDICALLY MANAGED PATIENTS “CHOOSE” THIS STRATEGY, BUT ARE THEY 
ADEQUATELY INFORMED?

 Among medically managed patients, 31% chose ‘no 

treatment’ after referral1…

 …for these patients, 31%, felt unsure; and, 14% 

didn’t feel adequately prepared for the decision1

1.4%

1.4%

2.8%

2.8%

2.8%

2.8%

8.5%

9.9%

11.3%

14.1%

15.5%

19.7%

31.0%

30.00.0 40.010.0 20.0

Symptoms not attributed to AS

Proportion of Patients (%)

Considering TAVR elsewhere

Unknown

Acute MI within 30 days

Concurrent acute illness

Bicuspid AV

Inadequate access for TAVR

Evaluation ongoing

Inoperable or anatomic…

Unable to get commercial TAVR

Bridging with BAV

Medical Futility

Patient preference

Sources:  1. Dharmarajan K.│PLOS ONE | https://doi.org/10.1371/journal.pone.0175926 April 21, 2017

87%

86%

85%

69%

13%

14%

15%

31%

The heart valve doctors and their 
staff helped me better 

understand my aortic stenosis

My heart valve doctors 
involved me in decisions made 

about my treatment and care

I was given enough information 
about the pros and cons 

of each treatment option

I feel the final decision about my 
aortic stenosis treatment 
was the right one for me

Agree Don’t Agree

Referral  



VARIATION IN AVR RATES AMONG US CARDIOLOGISTS
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Median odds ratio (MOR) expresses the likelihood of a different outcome (i.e. AVR) if a patient goes
to another randomly selected provider. MOR of 1 indicates no difference in outcomes between
providers; MOR of 1.5 indicates 50% chance of a different outcome if the patient goes to another
randomly selected physician. Source: Optum EHR, n=30,642 patients. BCG analysis.

2.3x likelihood of different 
outcome (AVR or no AVR) if 

the patient had another 
managing cardiologist

2.28
95% CI 2.17 to 2.38

2nd quartile 3rd quartile

% of 
Class I 
indicated 
patients 
that are 
treated

Cardiologists ranked by treatment rates of AVR patients

Highest 
Treatment Rates

Lowest 
Treatment Rates

Top 25% of 
cardiologists 
by AVR rate

Lots of referrals & 
treatments in top quartile 
of cardiologists

Bottom 25% 
cardiologists 
by AVR rate

Bottom quartile 
have very few referrals 
(some have no referrals)

1. Brennan, TVT 2019. 2. Median odds ratio (MOR) expresses the likelihood of a different outcome (i.e. AVR) if a patient goes to another randomly selected provider. MOR of 1 indicates no difference in outcomes between providers; 
MOR of 1.5 indicates 50% chance of a different outcome if the patient goes to another randomly selected physician. MOR can be directly compared to hazard ratios. 



Significant variation in cardiologist ssAS treatment rate with impact on outcomes

IMPACT OF WATCHFUL WAITING
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2nd quartile 3rd quartile
Cardiologists ranked by treatment rates of AVR patients

Highest 
Treatment Rates

Lowest 
Treatment Rates

Top 25% of 
cardiologists 
by AVR rate

22% 
Increased risk of death
for patients managed by cardiologists in 
the bottom quartile versus the top even 
when controlling for comorbidities

Bottom 25% 
cardiologists 
by AVR rate

% of Class I 
indicated 
patients that 
are treated

1. Yes . 2. Median odds ratio (MOR) expresses the likelihood of a different outcome (i.e. AVR) if a patient goes to another randomly selected provider. MOR of 1 indicates no difference in outcomes between providers; MOR of 1.5 indicates 50% 
chance of a different outcome if the patient goes to another randomly selected physician. MOR can be directly compared to hazard ratios. 
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COVID-19: IMPACT OF A GLOBAL PANDEMIC ON SEVERE 
SYMPTOMATIC AORTIC STENOSIS

Referral  

Source: https://coronavirus.jhu.edu/map.html, Accessed: 2/6/2021
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COVID-19: IMPACT OF A GLOBAL PANDEMIC ON SEVERE 
SYMPTOMATIC AORTIC STENOSIS

Issued April 2020

• TAVI recommended for highly symptomatic AS patients 

• TAVI or close monitoring recommended for minimally 

symptomatic AS patients

 Temporary guidance to triage intervention 

including AVR during COVID-19

Recent prospective view highlighted higher rates of 

adverse events associated with deferred AVR1

1. Ryfell et al. 2020. 

Referral  
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COMMON TREATMENT DELAYS COST LIVES1

32

 1 in 4 patients waited >5 weeks from 
referral to treatment

 5-week delay translates to an 8% 
increase in mortality

Source: Malaisrie et al. Annals of Thoracic Surgery. 2014

Referral  



3333

LOOKING FORWARD TO 
IMPROVING CARE
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34

Shining a light to find the 
path forward

TARGET: AORTIC STENOSIS
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TARGET: AORTIC STENOSIS
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WHAT WOULD BE THE IMPACT OF BUILDING TO A GOLD STANDARD LEVEL OF
CARE?

With a proactive recognition of individuals at
high-risk of sAS

Objective criteria to indicate intervention timing and 
management protocols

Greater society engagement and recognition

Stronger public awareness and urgency
to intervene

At least 90% of patients receiving 
appropriate treatment

Potential for
an additional

233,000 life years 
saved annually1

Note: Life years saved (232,455) determined by multiplying the expected life year extension from a TAVI procedure (2.7 years) by the annual 
incidence of diagnosed untreated sAS patients (86,095).

Source: Analyses of Optum data
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BECAUSE THEY’RE WORTH IT…

J. Matthew Brennan, MD, MPH

Duke University School of Medicine

brenn009@duke.edu
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A vision of lowering cardiovascular mortality, specifically by “establishing and 

advancing a new standard of care in structural heart disease”

How we will get there:

Quality Systems 
Improvement

Public Health 
Awareness & 
Education

External 
Partnerships

Measure & recognize quality, 
deliver guideline-directed, 

optimal-care.

Launch programs to increase 
patient awareness and 

engagement.

Amplify our reach with 
strategic organizational 

partnerships.

Initiative Objectives



“Our shared vision of ensuring all structural heart 
disease patients are identified and appropriately 
treated is no small undertaking.

With the support of Edwards Lifesciences and 
working with our clinical network on our patient-
centered public outreach programs, we can better 
help the millions of Americans impacted by 
structural heart disease each year”

Nancy Brown,
Chief Executive Officer

American Heart Association“We are excited to be collaborating with an 
organization who shares our passion for 
helping transform patients’ lives . 

Together with the Association, we are confident 
we can have a positive impact on people living 
with structural heart disease. 

The Association is uniquely positioned to lead this 
initiative given its representation of not only the 
scientific community, but also patients and the full 
spectrum of care providers, all aimed at helping 
people live longer, healthier lives.”

Todd J. Brinton, M.D., F.A.C.C. 
Corporate Vice President of Advanced Technology and 

Chief Scientific Officer
Edwards Lifesciences

Announcement: November 2019



To help healthcare providers identify and refine better/best practices that can 
be leveraged and scaled as part of an intensive continuous quality 

improvement for patients living with Aortic Stenosis. 

Aortic Stenosis Initiative Overview

Increased awareness of 
the signs and 

symptoms of aortic 
stenosis among at risk 

populations.

Increased percentage 
of aortic stenosis 
patients who are 

identified and 
diagnosed.

Improved clinical 
pathways and 

processes to impact 
patient outcomes.

Increased compliance 
with established 
guidelines for the 

appropriate follow-up 
of structural heart 
disease patients at 

discharge and 
beyond.



Indications for aortic valve replacement 
and TAVI (surgical or transcatheter)
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• Severe high-gradient AS with symptoms (class 1 recommendation, level A evidence)

• Asymptomatic patients with severe AS and LVEF < 50 (class 1 recommendation, level B-NR evidence)

• Severe AS when undergoing other cardiac surgery (class 1 recommendation, level B-NR evidence)

• Asymptomatic severe AS and low surgical risk (class 2a recommendation, level B-R evidence)

• Symptomatic with low-flow/low-gradient severe AS (class 1 recommendation, level B-NR evidence)

• Moderate AS and undergoing other cardiac surgery (class 2b recommendation, level C-EO evidence)

• TAVI is preferred among symptomatic patients of any age with high or prohibitive surgical risk, if predicted survival 
after intervention is >12 months with an acceptable quality of life (class 1 recommendation, level A evidence)



Deborah Heart 
and Lung Center
Browns Mills, NJ

SD

Thomas Jefferson 
University Hospital
Philadelphia, PA

Participating Pilot Sites
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Geisinger 
Medical Center
Danville, PA

Doylestown Hospital
Doylestown, PA

Northwestern 
Memorial Hospital 
Chicago, IL

WellStar 
Kennestone
Hospital
Marietta, GA

Colorado Heart 
and Vascular/
St. Anthony Hospital
Lakewood, CO

Ronald Reagan 
UCLA Medical 
Center
Los Angeles, CA Baylor Scott & 

White Heart and 
Vascular Hospital
Dallas, TX

University of Utah
Salt Lake City, UT

Stanford Hospital
Stanford, CA

Providence 
St Vincent 
Medical Center
Portland, OR

Vanderbilt 
University 
Medical Center 
Nashville, TN

University of Kansas
Kansas City, MO

Cleveland Clinic 
Main Campus
Cleveland, OH

Penn Medicine
Philadelphia, PA



Measure Development and Integration
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Establish and advance a new standard of 
care for patients with aortic stenosis 

Awareness Detection Diagnosis Treatment Monitoring

Structural Heart Disease Patient Care Pathway

Referral

Delivery of 
targeted, credible 
education and 
resources to at-risk 
patient populations 
designed to drive 
health actions and 
behavior change

Capabilities to 

capture patient 
reported outcomes
like KCCQ via the 
digital Patient 
Support Network and 
Preferences Registry

Working within sites 
and expanding in 
ambulatory, focus on 
quality of education 

and analysis of 
gaps, assessment of 
patients missed, 
and why

Identify gaps between 
detection and 
appropriate diagnosis;

identify barriers and 
changes in workflow 
that will improve 
diagnosis

What is the process for 
referral, who is doing 

it, in what timeframe, 
identify gaps, 
identify best 
practices and scale 
them

Ultimately did 
patients receive the 
right treatment / 
guideline-directed 
therapy for their 
diagnosis



Pilot Measures to Improve the Patient 
Care Pathway

Awareness Detection Diagnosis Treatment Monitoring

Structural Heart Disease Patient Care Pathway

Referral

Diagnosis Referral Treatment Monitoring / QoL Management 

• Percentage of moderate aortic stenosis 
patients receiving a follow-up echocardiogram 
during the measurement period (index echo) 
that is within 24 months of prior 
echocardiogram.

• Percentage of echocardiogram reports 
performed within a health system with aortic 
velocity >= 4 m/s that include the severity of 
aortic stenosis and a clinical recommendation 
for further evaluation/referral of patients

• Percentage of patients with low flow, low 
gradient severe aortic stenosis who receive a 
dobutamine stress test during the 
measurement period

• Percentage of patients with asymptomatic 
severe aortic stenosis who receive either an 
exercise stress test or an assessment of activity 
tolerance to confirm symptom status within 6 
months of diagnosis

• Percentage of patients diagnosed with 
severe aortic stenosis during the 
measurement period who were 
evaluated by the Multidisciplinary 
Heart Valve Team within 14 days of 
initial diagnosis

• Percentage of patients who receive 
definitive treatment (SAVR, TAVI or 
Palliative Care) within 30 days of initial 
evaluation by the Multidisciplinary 
Heart Valve Team

• Percentage of patients who completed a 
Kansas City Cardiomyopathy 
Questionnaire (KCCQ-12) prior to and 
within 30 days after TAVI

• Percentage of patients who completed a 
Kansas City Cardiomyopathy 
Questionnaire (KCCQ-12) prior to and 
within 90 days after SAVR

• Percent of patients who had improvement 
of at least 10 points in their KCCQ-12 
score or had a total KCCQ-12 score of >= 
60 at 30 day  after TAVI



Pilot Measure Development Process

48

1. Environmental Scan: Reviewed relevant guidelines and other literature related to key 
processes of care for patients with Aortic Stenosis.

2. Measure Concept Development: Proposed potential measure concepts based on literature 
review and initial input from SAG and industry partners

3. Measure Selection: In collaboration with the SAG, selected measure concepts for further 
development and specification based on level of supporting evidence, importance and 
feasibility.

4. Measure Development: With guidance from the SAG, identified target population 
(denominator), exclusions and exceptions and patients to include in numerator for each 
measure and method of reporting (e.g., rate or distribution)

5. Approval: Final review and approval by the full SAG.

6. Specification: Identified required data elements and created detailed measure logic for 
implementation in the AHA GWTG - CORE registry.

7. Elaboration and Implementation: Worked with IT vendor to ensure that programming and 
implementation are consistent with the intent of the measures.

8. Post-Pilot Refinement: Based on feedback from the sites, findings related to availability of 
data and an understanding of site workflow, we will add, refine or retire measures, as 
needed.
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A Focus on Quality
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The Creation and Testing Target: Aortic 
Stenosis Tool
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• Rapid deployment of data elements 
and measures.

• CORE environment is standard 
platform that can be quickly 
customized.

• Allows for pilot environment, still 
under data use agreements, to enter 
patient data

• Patient form: one-time entry for each 
patient

• Event form: added to patient for each event 
or visit

• 68 data elements 

• Reports for all measures, and specialized 
reports to monitor progress throughout 
year.

• Robust reporting, both for the hospital and 
comparison against the aggregate. 

Leveraging the Get With The Guidelines-
CORE environment, we rapidly created and 
deployed a new stand-alone data collection 
tool specifically for Aortic Stenosis. 

Leveraging the Get With The Guidelines-
CORE environment, we rapidly created and 
deployed a new stand-alone data collection 
tool specifically for Aortic Stenosis. 

Get With The Guidelines - CORE

Aortic Stenosis Tool Pilot



Learning Collaborative Model

Spread best practices nationally through education, 
model sharing, developed tools and resources, and 
abstracts 

Identify consensus best practices among collaborative 
hospitals, bridging gaps within the patient journey to 
treatment

Engage all hospitals in learning collaborative model to 
share practices (barriers and achievements) to identify 
opportunities for improvement along the journey

Analysis of individual hospital patient journey from 
identification, diagnostics, treatment and referral process

Changing 
Behavior 
Through 

Improving 
Process



National Target: Aortic Stenosis 
Learning Collaborative 
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Partnering pilot hospitals are testing: 

• Data entry and data migration into a new tool

• Reporting capabilities

• Third party vendor applications 

• Pilot measures and delivering feedback

Partnering pilot hospitals will be developing: 

• Best practices impacting the Aortic Stenosis patient journey

• Tools and education that will be shared nationally



Patient/Provider toolkit

Online/download patient 
education tools

Webinar/podcast 
series content

Owned, earned, 
paid social media

Dedicated forum within 
Support Network

Patient stories on 
Support Network 

Initiative promotion on 
AHA owned email 
channels

Patient Engagement



Who We’re Talking To
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Target Audience
Diagnosed and Undiagnosed AS patients 
65+ experiencing symptoms and their loved 
ones 

Insights:

• Age-related aortic stenosis usually 
begins after age 60

• Patients may not fully recognize disease 
progression and risks

• Abnormal heart murmurs may be 
missed, or doctors may fail to associate 
the symptoms with the disease



Patient Tools and Resources
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COVID-19 and AS Response
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Newsroom Release

newsroom.heart.org/news/scheduling-surgery-covid-19-risks-and-more-what-heart-valve-patients-need-to-know



COVID-19 and AS Response

Dr. Arnold & AHA collaborate to address 
AS patient concerns during COVID-19

AHA YouTube channel: 
youtube.com/watch?v=WXyyoi1shxU

OBJECTIVE
Develop content for aortic stenosis patients, addressing concerns 
related to their condition and how it’s impacted by COVID-19
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Strategic Alliance Objectives
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Amplify Target: Aortic Stenosis
through communities or health 
care outreach efforts with 
partner organizations

Impact 

Increase patient 
and provider 
conversation 

about follow-up 
care

Decrease time to 
diagnosis

Improve 
knowledge for 
appropriately 
referring an AS 

patient

Decrease 
disparities of 

care

Increase instance 
of follow-up care 

& timely 
treatment 

Improve 
self-management 
with AS patients

Alliance organizations we’ve established 
a relationship with for year 1:



FREE WEBINAR Key Messages for Clinicians in the 

2020 AHA/ACC Guideline for the Management 
of Patients with Valvular Heart Disease

Visit learn.heart.org 
Webinar Date and Details Coming Soon! 

Vera Rigolin, MD
Professor of Cardiology
Northwestern Medicine
Feinberg School of Medicine

Hani Jneid, MD, FACC, FAHA, FSCAI
Associate Professor of Medicine
Director, Interventional Cardiology Fellowship Program
Director, Interventional Cardiology Research
Baylor College of Medicine
Director, Interventional Cardiology
The Michael E. DeBakey VA Medical Center

Thoralf M. Sundt, MD
Cardiac Surgeon | Thoracic Surgeon
Chief, Division of Cardiac Surgery
Director, Corrigan Minehan Heart Center
Co-director, Hypertrophic Cardiomyopathy Program



Questions – Please use Q/A section

61


