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l. Introduction

The American Heart Association’s public policy agenda provides our federal, state and local advocacy staff with
strategic guidance and direction on policy issues and positions that align with and support the Association’s mission
and strategic priorities. The document attempts to capture the breadth of the Association’s policy portfolio over the
next three years, however, it is possible that issues will emerge during that time that could not be forecasted and
might become a priority for the American Heart Association and incorporated into our work. Additionally, the
Association scans the political landscape annually to identify leading opportunities and establishes federal and state
priorities that serve to focus our immediate advocacy efforts on those issues that present the greatest opportunity for
success in achieving mission and strategic priority around health impact through public policy.

This document provides a comprehensive summary of the policy priorities of the American Heart Association in the
areas of heart disease and stroke research, cardiovascular health (nutrition, physical activity, obesity treatment and
prevention, tobacco cessation and prevention, and air pollution), high quality/high value of heart disease and stroke
care, appropriate and timely access to heart disease and stroke care and protection of the non-profit environment.
Included in each of these areas is the Association’s commitment to eliminate health disparities. Working with our
local affiliates and You’re the Cure grassroots advocates, the Association can address legislative and regulatory
opportunities that advance our mission through public policy at the federal, state, and local level. Table 1
summarizes the policy and advocacy strategies in each of these priority areas and illustrates the impact of AHA’s
advocacy work on our mission, including health impact, engagement, positioning, and revenue generation.

The American Heart Association’s Advocacy Coordinating Committee (AdCC), a committee of the Association’s
national board, is responsible for establishing the Association’s policy positions, public policy agenda, and annual
legislative and regulatory priorities. The public policy agenda and annual priorities are a product of a rigorous
internal process that is informed by our science, guided by our 2020 health impact goal and strategic plan, and
refined through the advice and counsel provided by AHA staff and volunteers. These priorities, which are
predicated on extensive policy research and analysis, are realized through legislative and regulatory advocacy
conducted by staff, media advocacy efforts, and You’re the Cure volunteer advocates.

1. Heart and Stroke Research

In working to achieve its mission, the American Heart Association makes medical research a top priority. The
association believes that basic research is the starting point for all medical advances and is an essential function of
the federal government that the private sector cannot fill. Learning more about the life processes of the
cardiovascular system is the only sure way the association can continue to treat—and prevent—heart disease and
stroke and promote cardiovascular health for all Americans.

Although the association is the largest supporter of heart and stroke research outside of the federal government and
the pharmaceutical industry, the American Heart Association cannot accomplish its mission without the help of
research supported by the federal government, primarily the National Institutes of Health (NIH), but also the Centers
for Disease Control and Prevention (CDC), comparative effectiveness research, including PCORI, CMS Innovation
Fund, demonstration projects, the Agency of Healthcare Research and Quality (AHRQ); and the various state
agencies. The association also advocates for the identification of additional federal funding sources to supplement,
not reduce, monies awarded through the appropriations process. This section focuses on several areas of the
association’s advocacy/policy agenda on heart and stroke research.



The association’s research priority includes all forms of scientific studies, including basic science as well as clinical,
translational, health services (outcomes), genomics, and comparative effectiveness research and the overall research
environment. Effectively preventing and treating disease depends on accurate knowledge about its causes, on how
disease affects the body, on drugs that combat disease, on devices that are safe and work, and on operations that cure
as well as clinical research that helps enable health care professionals to assist their patients and their families in
building the skills they need to adopt and maintain a healthy lifestyle. The knowledge, material and skills on which
prevention and treatment are based have come from a variety of sources, including information that can only be
obtained from research on both animals and humans. Animal research has improved the health and welfare of both
animals and humans. The decline in death rates in the United States from heart disease and stroke since the 1960s is
due to lifestyle changes and new methods of treatment and prevention, many of which are based on animal research.
The association generally opposes legislation and regulations that would curtail necessary heart disease and stroke
research or make it unduly difficult or costly.

Demographics

Death rates from coronary heart disease have fallen 40 percent from 1999 to 2009 and have dropped for stroke
nearly 37 percent during that same time period.> This decline is directly related to heart and stroke research, with
scientists on the verge of new and exciting discoveries that could lead to innovative treatments and even cures for
heart disease and stroke. However, as baby boomers age, heart disease, stroke and other forms of cardiovascular
disease will cost more lives and money. Heart disease and stroke are the number 1 and 4 causes of death,
respectively, in the U.S.! By age 45, lifetime risk for cardiovascular disease (CVD) is 2 in 3 for men and more than
1in 2 for women.! As the baby boomers age, heart disease deaths are projected to increase 2.5 times faster than the
population, and the prevalence of heart disease is projected to increase by 16% each decade.? A recent study
projects that more than 40% of adults in the U.S. will live with cardiovascular disease at a cost of $1.5 trillion
annually by year 2030.% This same study forecasts that direct costs for stroke will escalate 238 percent and
prevalence will increase 25 percent over the next 20 years.® Treatment costs for CVD are expected to rise 64-84
percent by 2025.# Costs to treat heart failure are expected to more than double by 2030 as the U.S. population ages
and the number of people with heart failure could climb 46 percent.® By 2030, costs to treat stroke are projected to
more than double and the number of people suffering strokes may increase 20 percent.> Americans now 45-64 years
old are expected to have the highest increase in stroke at 5 percent.®

Research Can Save Money

Heart and stroke research can reduce healthcare costs. For example, every $1 spent in technological improvements
in treating heart attacks saves $7.6 NIH research has shown that ordinary aspirin, with or without other anti-platelet
drugs, can reduce the risk of recurrent stroke.” The drug, tPA (tissue plasminogen activator) is the only FDA-
approved emergency treatment for the most common type of stroke.® Patients treated with tPA within 3 hours of
onset of stroke symptoms are 30% more likely to have minimal or no disability at a 3-month follow-up.® A study
estimates the original National Institute of Neurological Disorders and Stroke (NINDS)-funded tPA trial resulted in
a 10-year net benefit of $6.47 billion.® NINDS’s Stroke Prevention in Atrial Fibrillation (AF) Trial 1 showed
treatment with aspirin or Warfarin could reduce stroke in AF victims by 80%, resulting in a 10 year net benefit of
$1.27 billion, with a savings of 35,000 quality-adjusted life years.® Death rates from heart disease has dropped by
more than 60 percent and from stroke by 70 percent since 1940, in large part as a result of NIH-funded research.©
Eliminating deaths from heart disease would generate about $48 trillion in economic value from increased life
expectancy.'! Eliminating deaths from heart disease would generate about $48 trillion in economic value from
increased life expectancy.!?

Research Improves Care

Heart and stroke research has revolutionized patient care. The following are some examples of life-saving
treatments:



Revolutionary clot-busting drugs reduce disability from heart attack or stroke by dissolving the blood clots that
cause the attack.

. The use of drugs to lower cholesterol has reduced the average cholesterol level in the U.S. to the ideal
range for the first time in about 50 years;!?

. Small, wire-mesh stents are one option for widening narrowed arteries in the heart or neck;

. Pacemakers, implantable cardiac defibrillators, automated external defibrillators (AEDs), and minimally
invasive surgical techniques have significantly improved health care outcomes;

. FDA has approved the first totally implanted permanent artificial heart for patients with advanced heart
failure;

. An international research consortium that conducted one of the largest genomic studies ever, identified 29

genetic variations that influence blood pressure, a leading risk factor for heart attack and the major one for stroke.
More than half of these genetic variants were previously unknown. This will provide insights into the biology of
blood pressure and may lead to novel therapeutic strategies.

. Constraint-induced Movement Therapy—a rehabilitative method forcing use of a partially paralyzed arm—
can help stroke survivors regain arm function. Rehabilitation can also include prosthetic valves including those
deployed percutaneously, closure devices that can be deployed without surgery.

. Those at highest risk for a second stroke should be treated with aggressive medical therapy alone rather
than with a brain stent (NINDS SAMMPRIS 2011)

The AHA’s Policy Agenda to Address Heart and Stroke Research
Restore and Protect Funding
The National Institutes of Health

The NIH is our nation’s premier medical research agency and includes 27 Institutes and Centers. According to the
NIH, it is the primary federal agency for conducting and supporting basic, clinical and translational medical
research, and it investigates the causes, treatments, and cures from both common and rare diseases. To reduce
disability and death from heart disease, stroke and other forms of cardiovascular disease, the Association seeks to
restore funding lost to the sequester, cover medical research inflation and provide modest growth for 2013-2023,
including for heart disease, stroke, cardiac arrest, and other cardiovascular diseases. Stable and sustained funding is
essential to capitalize on past investments. Sustained funding will permit aggressive implementation of priority
initiatives. (The sequester is the result of the Budget Control Act that requires Congress to reduce spending over the
next 10 years by $2.1 trillion. The first year of the sequestration cuts took place on March 1, 2013. NIH lost $1.5
billion or 5% of its budget, cut evenly across all programs, projects and activities. Therefore, about 700 fewer
competitive research project grants will be awarded this year. In addition, under this year’s sequestration cut,
20,5000 jobs across the United States will be lost and a $3 billion cut in new economic activity.) This includes
medical research programs of the

. National Heart, Lung, and Blood Institute: the NHLBI plans, conducts, and supports research related to the
causes, prevention, diagnosis, and treatment of heart, blood vessel, lung, and blood diseases; and sleep disorders.
The Institute also administers national health education campaigns on women and heart disease, healthy weight for
children, and other topics; and

. National Institute of Neurological Disorders and Stroke: the NINDS is the nation’s leading funder of
research on the brain and nervous system. The Institute’s mission is to reduce the burden of neurological disease—a
burden borne by every age group, by every segment of society, by people all over the world.



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

. National Institute on Aging (NI1A): the NIA leads the federal effort supporting and conducting research on
aging and the medical, social and behavioral issues of older people;

. National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK): the NIDDK conducts and
supports basic and clinical research and research training on some of the most common, severe and disabling
conditions affecting Americans. The Institute’s research interests include: diabetes and other endocrine and
metabolic diseases; digestive diseases, nutrition, and obesity; and kidney, urologic and hematologic diseases; and

. National Institute of Nursing Research (NINR): the NINR supports basic and clinical research that
develops the knowledge to build the scientific foundation for clinical practice, prevent disease and disability,
manage and eliminate symptoms caused by illness, and enhance end-of-life and palliative care.

NIH-supported research has revolutionized patient care and holds the key to finding new ways to treat and prevent
heart disease and stroke and promote cardiovascular health for all Americans, resulting in longer, healthier lives and
reduced health care costs. In addition, NIH generates economic growth, creates jobs and preserves the U.S. role as
the world leader in pharmaceutical and biotechnology industries. Specifically, NIH invests resources in every state
and in 90 percent of congressional districts. Further, the typical NIH grant supports seven mainly high-tech full-
time or part-time jobs.*® Every dollar that NIH distributes in a grant returns more than $2 in goods and services to
the local community in one year.'* Over the last decade, NIH has lost 20 percent of its purchasing power.

Agency for Healthcare Research and Quality

The AHRQ develops scientific evidence to improve health care for Americans, AHRQ provides patients and
caregivers with valuable scientific evidence to make the right health care decisions. AHRQ’s research also enhances
quality and efficiency of health care, providing the basis for protocols that prevent medical errors and reduce
hospital-acquired infections, and improve patient confidence, experiences, and outcomes. To reduce disability and
death from heart disease and stroke, the Association advocates for stable and sustained federal funding for AHRQ.

Centers for Disease Control and Prevention (CDC)

The CDC, based in Atlanta, GA works to protect public health and safety by providing information, and conducting
surveillance and programming to enhance health decisions, and promote health through partnerships with state
health departments and other organizations. The CDC focuses national attention on developing and applying
disease prevention and control, environmental health, occupational safety and health, health promotion, prevention
and education. The American Heart Association works closely with CDC across several areas and advocates for
funding for CDC and its initiatives. The CDC remains under-funded to fully achieve its mission in cardiovascular
health—prevention of risk factors, detection and treatment of risk factors, early identification and treatment of heart
attacks and strokes, and prevention of recurrent cardiovascular events—with unfulfilled potential to translate
knowledge into public health practice through policy/environmental/system change and to evaluate the impact of
these changes on improved cardiovascular health of the nation. The Association advocates for stable and sustained
federal and state funding for CDC’s work, supporting activities focused on surveillance, chronic disease prevention,
school-based health, and population-based prevention. The Association strives to decrease the percentage of people
at risk for heart disease, stroke and other cardiovascular diseases that effectively reduce the risk factors to goal levels
established by the Association’s guidelines for primary and secondary prevention. In particular, the Association is
focused on stable and sustained federal funding for the Division for Heart Disease and Stroke Prevention, which
manages initiatives on surveillance, evaluation, research, WISEWOMAN, and Million Hearts. The Association
works to secure and protect dedicated state appropriations for state Heart Disease and Stroke Prevention Programs in
state health departments. Other areas are the tobacco cessation and prevention work within the Office of Smoking



and Health, and obesity prevention, nutrition, and physical activity grants, and surveillance and programming within
the Division of Adolescent and School Health.

State Health Departments and other regulatory agencies

In collaboration with departments of health in each state the American Heart Association works to maximize both
federal and state resources for heart disease and stroke prevention programs. While working to secure and protect
dedicated state appropriations aligned with the American Heart Association’s strategic plan the association also
works to support program implementation in the states. American Heart Association staff teams in each state
explore opportunities to generate and direct additional fiscal resources for state heart disease and stroke prevention
programs and initiatives. The association supports other public health initiatives and evaluation targeted at heart
disease, stroke and related risk factors, and the disparities that exist in these areas. The American Heart
Association’s work with regulatory agencies most frequently involves following through on recently adopted
legislation to confirm the promulgation of necessary rules to confirm successful implementation in the states.
During that process the association makes comments to proposed rules to confirm and ensure the intent of the
legislation. In addition the staff teams in each state closely monitor opportunities for public comment to other
proposed regulatory rules and procedures.

Remove Barriers to Medical Research

Unfortunately, participation in clinical trials is very low: Only 6 percent of patients with severe chronic illnesses
participate. These low participation rates mean that research takes longer, costs more, and ultimately results in
delays in the development of new therapies or a lag in evidence about the safety and effectiveness of existing
therapies. Over the years, medical research has faced various barriers, including proposed constraints on animal
research, undue constraints within the Institutional Review Board processes and HIPPA regulations, and removal of
insurance barriers to patients’ participation in research. The AHA advocates on several of these issues to limit the
following barriers to effective medical research.

Animal Research Constraints

A small group of extreme animal-rights activists will not rest until all animal research is banned. For example, after
more than a decade, these activists were successful in banning the use of U.S. Department of Agriculture licensed
and regulated Class B dealers as a source of non-purpose bred dogs and cats in medical research for NIH grant
recipients, beginning in 2015. In addition, they strive to discourage pounds from providing unwanted animals for
medical research. They wanted to end Class B dealers based on an erroneous assumption that these dealers
routinely sell abused or stolen animals to scientific laboratories. Prohibition of the use of these Class B dealers
would jeopardize cardiovascular disease research because certain studies and training to fight this condition are best
performed on dogs that are large in size, older and represent a genetically diverse population. In many areas,
suitable animals of these types are only available from Class B dealers. To fill this void, NIH is working to increase
the capacity of Class A vendors to supply the types of dogs that currently come from Class B random source
dealers. The association wants to ensure that suitable animals required for all types of medical research will be
accessible and affordable.

Institutional Review Board Processes/HIPAA Regulations

Institutional Review Board processes and HIPAA privacy rules do create patient and research participant confusion,
inhibit recruitment of research subjects and impose costly administrative procedures. (2008) Research conducted by
the AHA has shown that respondents felt their research was “impacted” by HIPAA, public trust in research is not
enhanced and others said the “research enterprise” is damaged—specifically 49% of respondents said recruitment is
decreased, 67% said submissions are more complex, 78% said costs are increased and 79% said studies are longer.
Additional research from AHA has shown that potential subjects were overwhelmed with minutiae to the point



where the aim of the study was lost in "necessary text" making a full reading of the form nearly impossible for
patients. This in turn discouraged many patients from participating in clinical research; and some researchers noted
that it is often difficult to get busy clinicians to make contact with families to ask them "permission™ for a third party
to contact them about research. AHA research also found that current process requirements lead to more
administrative costs including additional staff and/or increased number of meetings with legal, compliance,
administration, to discuss roles, business relationships, and procedures that need to be followed; and delays now
inherent in IRB review and re-review nearly ensure delays unacceptable to funding agencies.

Insurance Coverage for Clinical Trials

According to a June 2013 survey by Research! America, knowing that their medical bills would be covered if an
injury results is an important consideration for patients when deciding whether to participate in a clinical trial, with
88 percent of those surveyed saying this would be an important factor in the decision to participate. Many insurers
have refused to cover the routine costs for patients participating in clinical trials, and participation in clinical
research should therefore be encouraged through the removal of insurance barriers.

As part of its work on the Affordable Care Act, the association has worked to address this barrier. Section 2709 of
the ACA requires health plans to cover the routine medical costs for individuals with life-threatening conditions
participating in approved clinical trials, effective January 1, 2014. However, the Department of Health and Human
Services has not issued regulations to implement this section of the law, instead indicating that it is self-
implementing. The association will need to closely monitor implementation of this provision to ensure that its
promise is fulfilled for patients.

Increase Participation of Underrepresented Groups in Clinical Research

Women, racial and ethnic minorities, and the elderly have historically been underrepresented in clinical trials for a
variety of reasons. It is important that clinical trials include diverse populations to the maximum extent possible and
appropriate to ensure that clinicians and patients have the best information possible when making decisions about
what treatment will be safest and most effective for them. According to an August 2013 study by the Food and Drug
Administration, while progress has been made in the inclusion of women, minorities, and the elderly in clinical trials
used for approval of new medical products, gaps remain in the extent of their inclusion in research, in demographic
subgroup analyses, and in the public availability of subgroup specific information. The Association will continue to
work to ensure that women, minorities, and the elderly are adequately represented in clinical research, that subgroup
analysis is conducted, and that health care providers and their patients have access to subgroup specific safety and
efficacy information.

I1. Prevention and Healthy Lifestyle
Physical Activity

Regular physical activity is associated with a healthier, longer life and with a lower risk of heart disease, high blood
pressure, diabetes, obesity, and some cancers.'® Being physical active is one of the most important health behaviors
people can do to maintain cardiovascular health and quality of living. The 2008 Physical Activity Guidelines for
Americans®® recommend that children engage in at least 60 minutes of moderate-vigorous physical activity each day
to include aerobic, muscle, and bone strengthening exercises and adults should engage in 150 minutes/week of
moderate-intensity, or 75 minutes a week of vigorous-intensity aerobic physical activity that includes muscle-
strengthening activity two or more days a week. Adults and children should avoid long periods of inactivity through
the day. A key public health goal is to move the very sedentary part of the population to at least some exercise --
some physical activity is better than none, and adults who participate in any amount of physical activity gain a
certain level of health benefits. In order to promote physical activity across the U.S. population, the National
Physical Activity Plan highlights the major sectors where policy, environment, and programmatic changes,
including transportation, business/industry, schools, parks/recreation, healthcare, will facilitate active living. The
following areas are prioritized by the American Heart Association to improve physical activity levels and address
one of the seven important health factors that impact the cardiovascular health of our population.



Address the quality and increase the frequency of physical education in schools and promote regular moderate-
vigorous physical activity before, during, and after the school day.

The quality and quantity of physical education in the nation’s schools is an important part of a student’s
comprehensive, well-rounded education program and a means of positively affecting life-long health and well-being.
The optimal physical education program will foster a long-term commitment to physical activity as part of a healthy
lifestyle that will help children prevent chronic disease and numerous other conditions, including abnormal
cholesterol, high blood pressure, obesity, and heart disease. Quality physical education also should be
supplemented, but not replaced, by additional school-based physical activity.

Physical education teaches students the basics of physical literacy and how to integrate exercise into their lives in
order to establish a lifetime of healthy living. The Institute of Medicine recommends that children have adequate
opportunities to get 60 minutes of physical activity every school day.'” Physical education should be an important
part of that physical activity time.

Unfortunately, many youth are increasingly sedentary throughout their day, meeting neither physical education nor
national physical activity recommendations. Physical education in schools has been decreasing in recent years.'8
Only 3.8% of elementary, 7.9% of middle, and 2.1% of high schools provide daily physical education or its
equivalent for the entire school year.?® Twenty-two percent of schools do not require students to take any physical
education at all.™> Nationwide, only 51.8% of high school students attend at least some physical education (PE)
classes and 31.5% of those students have daily physical education.?® Recent analysis shows that physical education
continues to decline in schools while opportunities for school-based sports programs have increased for some
students.®

Public support exists for increasing physical education in schools. The vast majority of parents of children under 18
(95%) think physical education should be part of a school curriculum for all students in grades K-12.2' The majority
of parents believe that physical education is at least as important as other academic subjects ranging from 54% to
84%, depending on the subject being compared.?> Numerous professional associations, medical societies, and
government agencies formally support the need for physical activity for youth and for quality physical education in
schools.?®

A large number of studies have focused on the impact of improving physical education in schools by updating
physical education curricula, increasing the number of classes offered, and improving teacher training, often in
coordination with additional educational or home-based components.?42>26 272829 |n g systematic review of
physical education programs that increased the amount of time that students were physically active, students’
aerobic and physical fitness increased.3*3* One systematic analysis has shown that mandated physical education
policy in schools may have the greatest physical-activity-related energy expenditure for school and community-
based policies.*> Compliance with state physical education laws or regulations where states have requirements for
the time in physical education is critical for seeing improvement in student fitness.?* The benefits of modifying the
school physical education curricula are experienced across diverse racial, ethnic, and socioeconomic groups, among
boys and girls, elementary- and high-school students, and in urban and rural settings.?* A six-month exercise
program among obese children and adolescents reduced body mass index, diabetes risk factors and low-degree
inflammation and demonstrated that regular exercise can restore blood vessel function and improve cardiovascular
risk factors.®® Evidence from the Early Childhood Longitudinal Study showed that physical education programs do
have an impact on improving risk factors in young overweight girls.3*

A growing body of evidence demonstrates that the benefits of physical education are beyond the classroom.
Physical fitness can have a positive impact on cognitive ability, avoiding tobacco use, and reducing insomnia,
depression, and anxiety.'® Physically fit children have higher scholastic achievement, better classroom behavior,
greater ability to focus, and less absenteeism than their unfit counterparts.®% 37 School-based physical activity
correlates with the improved academic performance.383°4° Several large-scale studies found improvements in
students’ academic performance and cognitive ability with increased time spent in physical education.*!



Additionally, children who spent time in physical education in place of a classroom activity performed no worse
academically than students not enrolled in physical education.?

In addition to quality physical education, other opportunities exist to increase the level of physical activity at school.
Classroom-based physical activity, recess, walking or biking to school, and before and after school physical activity
including sports programs, intramurals, or physical activity-related clubs, should supplement physical activity
provided through physical education. Increasing other school-based physical activity should not be an excuse to cut
or substitute for the quantity of physical education. Physical activity is neither an equivalent to nor substitute for
physical education, but both can contribute meaningfully to the development of healthy, active children.*® Physical
activity is bodily movement of any type and may include recreational, fitness, and sport activities such as jumping
rope, playing soccer, basketball, biking, swimming, and lifting weights, as well as daily activities such as walking,
taking the stairs, or gardening.**

Specific American Heart Association Advocacy Priorities for Physical Education:

e Require all school districts to develop and implement a planned, K-12 sequential physical education
curriculum that adheres to national and state standards for health and physical education.

e Require all schools districts to provide all students with 150 minutes per week of physical education in
elementary schools and 225 minutes per week in middle schools and high schools.

e School-age children should accumulate at least 60 minutes per day of physical activity and avoid prolonged
periods of inactivity. The key method for achieving this goal is physical education supplemented by
additional opportunities for physical activity before, during, and after the regular school day.'’

e Require physical education credit(s) for graduation from high school with appropriate accommodations and
considerations for children with disabilities and medical conditions.

e Require that students be active in moderate-vigorous physical activity for at least 50% of physical
education class time.

e School districts and schools should complete comprehensive self-assessments of their physical education
programs using existing tools. The results of the assessment should be integrated into the district or
school’s long-term strategic planning, School Improvement Plan, or school wellness policy, to address the
quality and quantity of physical education offered.

e School districts and schools should report the findings of their assessment to parents and members of the
community through typical communication channels such as websites, school newsletters, school board
reports, and presentations.

e Hire a physical education coordinator at the state level to provide resources and offer support to school
districts across the state. Hire a physical education coordinator in the school district to provide support to
physical educators in the school district.

o  Offer regular professional development opportunities to physical education teachers that are specific to
their field and require teachers to keep current on emerging technologies, model programs, and improved
teaching methods.

e Require physical education teachers to be highly-qualified® and certified (as per state requirements).

e Add requirements for fitness, cognitive, and affective assessment in physical education that are based on
student improvement and knowledge gain. Student assessments should be aligned with state/national
physical education standards and the written physical education curriculum.

e Assure that physical education programs have appropriate equipment and adequate facilities. Require class
size consistent with other subject areas.

o Disallow automatic waivers or substitutions for physical education. Disallow the ability of states and school
districts to assign or withhold physical activity as punishment.

e Do not allow waivers for students with disabilities, but rather allow modifications or adaptions that allow

! “Highly-qualified” is defined by the No Child Left Behind Act as fully certified and/or licensed by the state,
holding at least a bachelor's degree from a four-year institution, and demonstrating competence in each core
academic subject area in which the teacher teaches.




physical education courses to meet the needs of disabled students.

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

e Schools should implement programs to support evidenced-based physical education, activity, and fitness,
and nutrition by promoting activities that increase and enable active student participation; are
comprehensive; help students understand, improve, or maintain their physical well-being; enhance the
physical, mental, social, and emotional development of students; and establish lifelong healthy lifestyles.

e  States should develop or enhance data collection systems so local leaders have the information they need to
improve physical education and activity within their schools and communities.

e Schools should include opportunities for parents and guardians to support their children in leading a healthy
and active life.

e Continue to advocate for the Fitness Integrated with Teaching Kids (FIT Kids_ Act to educate
policymakers on the importance of physical education as well as look for legislative opportunities to
advance the bill.

Promote Recreational Spaces, Changes to the Built Environment, Shared Use of School Recreational Spaces,
Street Level Design and Community Development that Promote Opportunities for Physical Activity and Active
Transport

It is imperative to find ways to increase physical activity opportunities and recreational spaces where people live,

work, learn and play to promote ways to become or stay more physically fit. Fewer than two in 10 adults in the U.S.
get the recommended amount of physical activity each day, and more than a quarter of adults do not devote any time
to physical activity.*> More than 62% of children do not get daily vigorous physical activity,*® and only 5% report
any kind of vigorous activity.*

To compound the problem, traditional transportation and community planning often overlook the effect on health
and as a result, the U.S. population has an overwhelming reliance on cars for transportation. Our communities are
frequently “recreational deserts” without green spaces or connected walking and biking routes. Integrating health
objectives within transportation and community planning would create more active communities, more balanced
transportation systems and a cost-effective opportunity to improve public health, as well as improve economic
health by improving property values and enticing businesses to open in these kind of communities.*’ It is a priority
to make our communities optimal for healthy living.

Several studies have found that the way communities are designed and developed can have an effect on physical
activity opportunities and obesity rates. Safe sidewalks, green spaces, parks, public transportation, and ready access
to fruits and vegetables lower the risk for developing diabetes and other chronic disease as compared with those
communities that do not have these resources.*® We must make opportunities for physical activity more accessible.
People who are sitting throughout their day have roughly twice the risk of having heart attacks, heart surgeries,
strokes, or other cardiovascular events compared to those who are more active.*®

Cities and communities across the U.S. are exploring ways to become vibrant and attractive places to live. One
option is to convert vacant lots or brown fields to spur economic development. Community gardens, small parks,
and open green spaces are excellent options for these areas. Studies have shown that community gardens and
walking/biking trails have a positive impact on surrounding residential properties, by increasing rates of home
ownership and spurring economic redevelopment.5® Other studies have found that building bike/pedestrian trails
reduces health care costs associated with physical inactivity. For every dollar invested in building these trails, nearly
$3 in medical cost savings may be achieved.5! Additionally, linking different parts of the community with trails and
walkways opens up the opportunity for community integration, more efficient land use, lower traffic congestion, and
better quality of life.

Research has shown that people who have parks or recreational facilities nearby and live in communities with well-
connected streets exercise much more than those who do not have easy access.5?%® Unfortunately, lower-income




communities, especially in predominantly Latino or African-American neighborhoods, often have fewer resources to
support active lifestyles and places to play and exercise.> Programs targeted to low-income, racially and ethnically
diverse populations can increase active commuting and are associated with higher overall levels of moderate to
vigorous physical activity throughout the day.® Community-based physical activity interventions are cost-effective,
reducing new cases of many chronic diseases and improving quality of life.

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

e Street Level Design/Complete Streets policies consider the needs of all users in all transportation projects
incorporating walking, bicycling, public transportation, and driving.

e Smart Growth Design communities are designed with active living as the focus. Communities are
connected with street patterns that make it easy to walk or bike to destinations. Developers try to locate
essential services like schools and stores closer to homes to encourage walking and provide green spaces
for recreation.

e Shared Use of School Facilities These agreements allow schools to share their physical activity facilities
(gyms, running/walking tracks, multi-purpose rooms) with the community for recreation and exercise
opportunities. Public schools are located in all communities and often have physical activity facilities and
spaces that can be shared with community members. The American Heart Association (AHA) supports
policies enabling schools to share their physical activity spaces with individuals and community groups and
this is also a strategy of the US National Physical Activity Plan®, an objective of Healthy People 2020(PA-
10),%8 a recommendation of the 2010 White House Task Force on Childhood Obesity,® and is in line with
recommendations of leading public health authorities.!”¢%¢! The shared use of school recreational facilities
can provide safe and affordable places for communities. Studies suggest that challenges to shared use
include additional cost, liability protection, communication among constituencies interested in sharing
space, and decision-making about scheduling and space allocation. The American Heart Association and
other public health partners have developed resources to overcome these barriers and support communities
in expanding shared use opportunities.

e Transportation Alternatives Under MAP-21, states and localities can use Transportation Alternatives
funding to construct, plan, and design on-road and off-road trail facilities for pedestrians, bicyclists, and
other nonmotorized forms of transportation; construct, plan, and design infrastructure-related projects and
systems that will provide safe routes for non-drivers, including children, older adults, and individuals with
disabilities to access daily needs; convert and use of abandoned railroad corridors for trails for pedestrians,
bicyclists, or other nonmotorized transportation users. These funds can also be used for Safe Routes to
School, which enables more children to safely walk and bike to school. Community leaders prioritize the
safety of these routes and are working to reduce traffic congestion and improve health and the environment.

American Heart Association Policy Recommendations for Active Communities and Recreational Spaces

e  Support provisions in transportation reauthorization and other initiatives that create more livable and active
communities.

e Protect the Safe Routes to School program, incorporate significant evaluation and provide technical
assistance to communities.

e  Support sustained concentrated funding to assist communities in implementing active transportation
networks.

e  Work with state DOTs and communities to take advantage of all Transportation Alternatives funding
opportunities to be used toward active transportation projects.

e  Support regulatory opportunities to incorporate healthy design elements into homes and communities

e Require state departments of transportation, metropolitan planning organizations and local municipalities to
adopt complete streets/street level design policies to consider the needs of all users in all transportation
projects — whether walking, bicycling, public transportation, or driving — to reduce the need to retrofit
existing roads and paths.

e Provide tax incentives to support school construction and physical activity facilities.

e Incorporate health impact assessments into community planning.

o Integrate shared use agreements into the existing federal and state programs and statewide recreation plans
(SCORPs).



http://www.cdc.gov/physicalactivity/everyone/getactive/index.html
http://www.cdc.gov/nccdphp/index.htm

e Promote physical activity through shared use of School recreational spaces

e  Support physical activity opportunities through economic and other tax incentives such as tax relief for
development of recreational spaces/community revitalization or reimbursement for physical activity
equipment and memberships.

Advocate for Revision and Regular Update of the Physical Activity Guidelines for Americans

In a landmark achievement, the United States Department of Health and Human Services published the first ever
Physical Activity Guidelines for Americans in 2008. These guidelines established the United States as a world
leader in pulling together the consensus science around physical activity and fitness. This science-based guidance
helps guide Americans aged 6 and older in efforts to improve and maintain their health and avoid disease through
appropriate and regular physical activity and serves as the foundation for federal, state, and local physical activity
policy. The Guidelines also help physicians provide advice to their patients and help people learn the health benefits
of physical activity, the amount of exercise to do each day to improve or maintain health and how to be physically
active, while reducing the risks of injury. Unlike the Dietary Guidelines for Americans that are evaluated every five
years for an update, the Physical Activity Guidelines have no such mandate from Congress.

Since the U.S. population is becoming more sedentary, diabetes rates are continuing to climb, and obesity remains
an epidemic, it is more important than ever that we continue to actively promote regular physical activity to the U.S.
population through whatever means are available. As part of this effort, the United States is in need of a regularly-
updated set of Physical Activity Guidelines to guide efforts and reduce sedentary behavior through a review of the
latest science. The update process for federal dietary and physical activity guidelines maintains the United States’
global leadership on physical activity and requires a financial commitment to conduct the update and communicate
the guidelines to the public.

American Heart Association Recommendations for the Physical Activity Guidelines for Americans

e  Congress should mandate a review of the PAGs every five years as is done with the Dietary Guidelines, in
order to determine if there is enough emerging science for interim guidance and at least every ten years
there should be a mandatory comprehensive update.

e There should be a coordinated dissemination and communication strategy with an accompanying physical
activity campaign to assure that all Americans know about the Guidelines and how to incorporate them into
their daily lives.

Nutrition

Advocate for calorie labeling in all restaurants and quick-serve outlets with additional nutrition information
available on site. Support consumer education that helps put calorie intake into context with daily energy needs.

The American Heart Association (AHA) believes that educated consumers, armed with the right nutrition information, can
make healthier choices when they are eating out. Better menu labeling can also inspire industry innovation toward smaller
serving sizes or different recipe formulations. Americans spend nearly half (46%) of their food budget on foods eaten
away from home , in restaurants, fast-food chains, cafeterias, and other public places.®2® As a result, it is all the
more important for consumers to have nutritional information available in order to make healthy food choices at
restaurants, just as they do in a grocery store. Foods eaten away from home are typically served in larger portion
sizes and have more calories than those eaten at home.%* Additionally, people most often underestimate the calories
in the foods they eat.®




Research documents the link between more frequent eating out and increased body weight.®%67 Obesity is not only a
major health risk factor but it threatens to reverse all of the improvements in cardiovascular health made over the
last fifty years.®®% Indeed, with Americans eating more than 30% of their daily caloric intake outside of the home, ™
adverse health consequences such as type 2 diabetes, high cholesterol and high blood pressure have begun to
emerge.”

The American Heart Association supports the federal menu labeling law that requires restaurants with 20 or more
locations to post calories on menus and menu boards (including boards at drive through service) and make other nutrition
information available in the restaurant. To put this information in context with overall diet, restaurants are required to include
a daily calorie intake statement. In addition, vending machine operators with more than 20 machines must post calories on or
next to the machines. At the state level, the association will be advocating for restaurants with less than 20 locations to follow
the federal menu labeling law.

Although the federal menu labeling law has not yet been fully implemented, several studies have investigated the impact of
menu labeling especially on purchasing behavior in areas of the country where menu labeling has been put into practice
through state law or local ordinances. In some studies, customers who reported seeing and using the posted calorie
information purchased fewer calories, especially women and parents choosing for their children.”>73747576 QOther research,
has not shown significant effect of calorie labeling on decreased purchasing or consumption™ 77787980 or an impact of the
calorie statement on facilitating understanding of the overall dietary intake.8* The format in which the calorie information is
presented may contribute to its efficacy.82# Continued research will be necessary as the federal law is implemented to gauge
its effectiveness and effect on health status, industry innovation, consumption behavior, and purchasing decisions.®

Summary of American Heart Association Policy Priorities on Menu Labeling

e Robust and timely implementation of the federal menu labeling law when the final rule is released

e An accompanying consumer education campaign to help people “know their energy needs” and understand
how many calories they should eat in a day to achieve or maintain a healthy weight

e Monitoring and evaluation of menu and vending machine labeling initiatives, tracking consumer
purchasing and consumption, industry innovation, and the impact on public health

e Menu labeling at the state and local level that addresses all restaurants not covered by the federal law,
assuring that they display calorie counts on their menus and menu boards and offer nutrition information in
a manner consistent with federal law.

Monitoring and Providing Input for the Revision and Update of the Dietary Guidelines for Americans

As mandated in the National Nutrition Monitoring and Related Research Act of 1990, the Dietary Guidelines for
Americans are reviewed, updated, and published every five years, led by a joint effort between the Department of
Health and Human Services (Office of Disease Prevention and Health Promotion) and the US Department of
Agriculture (Center for Nutrition Policy and Promotion). During each five year process, a Dietary Guidelines
Advisory Committee (DGAC), consisting of nationally recognized experts in the field of nutrition and health, is
appointed to develop recommendations to the federal government which the agencies then develop and publish as
the Dietary Guidelines for Americans policy document. The DGAC reviews all of the latest scientific and medical
literature to determine areas of focus and update for the next iteration of the Guidelines. The Dietary Guidelines for
Americans provide recommendations for all people 2 years and over, including those at risk of chronic disease and
are the basis for federal food and nutrition policy and education initiatives.

The American Heart Association is actively involved in the process to update and revise the Guidelines by
nominating members for the DGAC, providing written comments during open public comment periods, offering our
scientific statements and guidelines as input into the process, attending the DGAC meetings and providing
comments to the Committee, and meeting with the relevant agencies when there is a particular topic of concern.




American Heart Association Recommendations for the Dietary Guidelines for Americans

The American Heart Association will actively engage throughout the entire process of updating and revising the
Dietary Guidelines for Americans to assure that the best possible evidence base is informing the final policy
document and providing guidance to improve the cardiovascular health of the US population.

Reducing the Marketing and Advertising of Unhealthy Foods to Children

Inappropriate consumption of low nutrient, high calorie foods contributes to energy imbalance and poor health.
Additionally, electronic media use is significantly correlated with childhood obesity®>2¢87:8 and advertising
unhealthy foods contributes to children’s food preferences, requests, and diet.8°0%%%2 Even children up to the age of
12 have a difficult time identifying the persuasive intent of food advertising and marketing.*®* Consequently, the
American Heart Association sees no health, ethical, political, scientific, or social justification for marketing and
advertising low-nutrient, high-calorie foods to children and supports efforts to diminish its occurrence in the United
States.

Television and other electronic media have a pervasive influence on children’s lives. Young people see more than
40,000 advertisements per year on television alone.** They are also bombarded with carefully crafted marketing
tactics employed in multiple environments designed to improve brand recognition and increase sales. Newer digital
marketing strategies allow instantaneous and constant contact with peers, provide opportunities for self-expression,
identity exploration, and social interaction, and facilitate mobility and independence and are connecting to kids
through ubiquitous connectivity, personalization, peer-to-peer networking, engagement, immersion, and content
creation, at a minimal expense to the companies.®® Young people are both shaping and being shaped by this digital
marketplace and further research is needed to understand its potential role in impacting health. A recent study
showed that although food advertising was not all-pervasive on popular kids’ websites, the foods that were promoted
were primarily candy, cereal, quick-serve restaurant foods, and snacks.®® By developing a presence with these
established and emerging technologies, the food industry is reaching children in a domain where parents have little
or no oversight or consent.

A recent report®” from Packaged Facts, a market research firm, predicts a 40% growth in sales of products targeting
two to twelve year- olds by 2015, exposing 43 million children in this age bracket to the accompanying marketing
and advertising used to promote those products. According to the report, this demographic represents about one-
seventh of the population, a $10 billion market, and is the most influential demographic for marketers as these
young people are establishing life-long dietary habits and brand loyalty.®? This illustrates why it is more important
than ever that industry is accountable for the quality of the foods they are marketing and promoting to children.

Although many European countries rigidly control or ban food advertising to children,®® it is not well regulated in
the United States. In 2006, the FTC obtained data from the food industry through a compulsory process and found
that the 44 major food and beverage marketers spent $1.6 billion to promote their products to children under 12 and
adolescents ages 12 to 17 in the United States.*® There are additional roles for FTC in regulating unhealthy food and
beverage advertising based on whether food advertisements are deceptive or unfair.% Although broader rule making
under the unfairness authority would take an act of Congress, there are possibilities for rule making under the
deception doctrine and FTC could strengthen mechanisms for making voluntary initiatives more meaningful.

Brand licensing is becoming more and more pervasive, where a program or its licensed characters are used to
promote purchase of a particular food. Grocery store shelves are filled with examples such as Dora the Explorer on
sugary fruit snacks. One study showed that the majority of cereals marketed to children (66%) did not meet national
nutrition standards and were especially high in energy, added sugars and sodium when compared to cereals
marketed to adults.1%




American Heart Association Policy Recommendations for Reducing Unhealthy Food Marketing and
Advertising to Children

e Ultimately advocate for federal regulatory oversight of foods marketed and advertised to children since
voluntary standards have not shown a significant impact on health outcomes.10%1%3

e Inthe interim, work to strengthen voluntary initiatives to include more participation by industry, a more
comprehensive definition of the media/technology that is used to target children, and robust enforcement of
the nutrition standards.

e There should be no unhealthy food and beverage advertising to children in schools, on buses or education
materials because children should have a learning environment free of commercial influence and pressure.

e  Supports measures that restrict food advertising and marketing to children including, but not limited to
allowing only healthy foods to be marketed and advertised to children, discouraging the product placement
of food brands in multiple media technologies, eliminating the use of toys in unhealthy kids’ restaurant
meals, and using licensed characters on only healthy foods.%*

Food Labeling

Consumers, manufacturers, third party organizations such as the American Heart Association, and retailers realize
the benefit of informing purchasers how to facilitate healthy purchasing by providing symbols and other messaging
on the food packaging or retail shelves. Consequently, health-related icons have proliferated in the marketplace
across the U.S. and internationally from third-party organizations, retail outlets and manufacturers. Some publicize
the criteria used by their systems and others are proprietary and do not release their algorithms or criteria to the
public. Even if the criteria are transparent, they may vary dramatically across each system. Consequently, even
though consumers indicate they would like front-of-package labeling to help them make quicker decisions as they
shop, many do not trust the systems in the marketplace or find the plethora of symbols confusing. They, along with
health professionals, are perplexed as to what these symbols mean. Experts question whether the icons currently in
use are of any value in helping people make healthy food choices at point-of-purchase.

Research on the effects of food labels has shown that the label format is important, but there is inconclusive
evidence on the impact of the label on dietary preferences and food consumption. In terms of influence on consumer
behavior, when compared with standard nutritional label formats, some studies have shown that the use of elaborate
symbols and placing less emphasis on raw quantitative data on nutritional labels is more effective. 1%° 1% 107 Fyrther,
the use of familiar symbols and color-coded lighting schemes (i.e. the UK’s “Traffic Light” system) has been shown
to be particularly effective at increasing consumers’ ability to ascertain healthier food choices, % 109 110 111 hyt they
don’t influence dietary preferences. 2

Color codes and graphic symbols have been used on front-of-package labels (FOP), which have shown to be more
effective than traditional labels. 1** 114 However, the influence of such labels in and of themselves has been shown to
be inconclusive. For example, some studies have shown that FOP labels may increase the knowledge base of
consumers with low-nutrition education,*® yet others have indicated they disproportionately benefit those with a
high-nutrition education, 5116

Research has also been inconclusive on the effects of FOP labels on consumers’ food decisions. Notably, some
studies have shown that consumers do not alter their dietary behavior based on the type of information displayed on
FOP labels, nor are they swayed from choosing unhealthy foods at the initial point of purchase.'” 18 Moreover,
FOP labels do not lead to an increase in product sales,'*® nor to an increase in consumer knowledge on unhealthy
nutrients (i.e. salt, sugar) and they may actually lead to an increase in the purchase of unhealthy foods due to the
negative taste perception consumers have of products with low quantities of unhealthy nutrients.*?° They may also
be misleading.?

However, in contrast, some researchers have shown that FOP-labeling systems can have a positive impact on
consumers’ reported diets, leading to reduced consumption of negative nutrients (e.g., salt and sugar).122 123 124 125 126
For example, individuals who purchase products with FOP logos or symbols consume a lower fat diet, are more
likely to lose weight, and may consume less unhealthy nutrients.*?” However, these studies underscore a wide gap
between FOP labels’ influence on those who are educated and motivated to consume nutritional information and
those who are not.




The American Heart Association created its Food Certification program in 1995 because it recognized the value of
an on-package consumer education program in adopting heart-healthy dietary guidelines at the time and place that
consumers make selection decisions and because the FDA did not have sufficient resources to monitor or manage
such a program. The public had made it clear that it desired this type of guidance from the association.

Evolving research, public demand, and changes in the market place have created a window of opportunity for the
establishment of a unified nationwide science-based system. Consumers are increasingly receptive to this type of
information to inform and guide their dietary purchasing and choices. The association ultimately favors the
establishment by the FDA of a directed, standardized, comprehensive front-of-package food labeling program and
icon system with unified criteria based upon the best available science and consumer research, featuring consumer
education as a primary goal along with healthier food selection and consumption. In the meantime, systems
currently in the marketplace and additional research will determine which type of guidance works best for educating
the consumer and facilitating healthier food choices.

If a single, unified system is created, sufficient resources must be committed to the management and enforcement of
the program, criteria and rules. The system should be generalized to the entire U.S. population, (it should not be
disease-specific) highlighting foods and nutrients that are “good for you” and those that should be avoided. All
foods and beverages should be considered for display of the icon, with manufacturers responsible for full disclosure
of nutritional components that cannot be evaluated by examining the Nutrition Facts Panel (e.g. added sugars) as
well as producing current lab analyses for their products. Government or third-party oversight would confirm this
testing with regular spot-checks. The process should be objective and specific, transparent, adaptable to
accommodate a wide range of foods and beverages, easily understandable to the general public and financed without
the appearance of conflict of interest. The process for implementing such a system, monitoring and updating needs
to be streamlined, timely, and efficient. The American Heart Association is concerned that until such a
comprehensive program is established, competing health-related icons will continue to proliferate in the
marketplace. The association will evaluate the environment carefully to determine its role in the evolution of a
unified system.

The optimal program should reference the Dietary Guidelines for Americans and the National Academy of Sciences
Dietary Reference Intakes Reports. There should be an effective, tested, and proven accompanying nutrition
education campaign focused on calories, saturated fat, trans fat, sodium, added sugars, nutrient density and portion
control. Consumer testing should be conducted in advance of establishing any system to validate that it will be easy
to understand, relevant and useful to consumers. Importantly, the program must include appropriate and robust
enforcement and monitoring, including components such as random sampling in the marketplace. Finally, the
program should be evaluated every five years to ensure its standards are consistent with current Dietary Guidelines
for Americans and the Dietary Reference Intakes and if not, the standards should be modified to comply.

American Heart Association Recommendations

e  Support the eventual development of a single, on-package labeling system overseen by the FDA.
e Continue to inform the regulatory agencies with our own research on the best approaches to help
consumers make healthier decisions at point of purchase.

Reducing Sugar-Sweetened Beverage Consumption

Sugar-sweetened beverages are the largest single source of added sugars in the U.S. diet.!? A recent meta-analysis
provides evidence that sugar-sweetened beverage consumption promotes weight gain in children and adults.?°
Children and adolescents derive around 10% to 15% of their total calories from sugar-sweetened beverages and
100% fruit juice.**® In 2005, children between the ages of 12 and 19 spent an estimated $159 billion on food, candy
and soft drinks.*3! Because youth are more responsive to price change than adults, the potential exists for an even
greater impact on consumption by youth,*3

Indications are that beverage consumption rates are high in all ages and as consumption of these drinks increases,

there is a concomitant rise in energy intake or “empty calories.33134 Soft drink consumption is associated with lower




intakes of milk, calcium, and other nutrients and an increased risk of several medical problems including
diabetes_133,135,136,137

In the United States, at least 17 states have implemented taxes on SSBs and syrups, primarily as a means to generate
state income rather than to improve health, but the overall amounts are generally small and have not been
systematically assessed.'*8%° And there is a significant need to understand the systemic impact of the price change
on the purchase of SSBs and other categories of beverages to understand whether consumers substitute choices or
eliminate SSBs from their diets when prices increase. This kind of full analysis would provide a better picture of the
impact of SSB taxation on consumer behavior and health.

Research demonstrates that beverage consumption varies across age, sex, and race/ethnicity. A 2006 study
published in the Journal of the American Dietetic Association revealed that in general, males consume more
beverages than females, African Americans consume more fruit drinks and Caucasians drink more carbonated soft
drinks than other race/ethnic groups.'*® These results underscore the point that taxation policy should cover all
beverages with added sugars to reach diverse segments of the population.

Although there is limited research on the impact of these taxes in the area of food and beverages, there is certainly
strong economic and public health evidence on the impact in the areas of tobacco and alcohol excises taxes. 4!
Additionally, a recent comprehensive, systematic review of 160 studies looked at the effect of price on food demand
and consumption behavior in the United States and focused on the price elasticity of demand for major food
categories. Food eaten away from home, soft drinks, juice and meats were the most responsive to price changes (0.7-
0.8).142 Al of these were cross-sectional studies and only a very few examined direct and cross-elasticities and the
total effect on diet. The only study which has done this and examined net effect on caloric intake is a recently
published longitudinal study that followed price changes [both increases and decreased] for 20 years in a sample of
young adults. This CARDIA study showed that a rise in price in away-from-home foods and soda was associated
with lower energy intake, lower weight, and lower insulin resistance.43 All other studies are cross sectional but
support the notion that sugar-sweetened beverages are price elastic and a price increase would considerably reduce
their consumption and in turn, reduce weight gain.’** The systematic review of this cross sectional literature
suggests that a 10% price increase would conceivably decrease consumption by about 8-10%.% There is an
assumption inherent in these results that consumers will not substitute other caloric beverages for full-calorie
beverages. Vulnerable populations, especially those who are low-income, and less educated, as well as children and
adolescents, are especially price-sensitive, 142145146

The American Heart Association supports a multi-pronged approach to address the nation’s obesity epidemic which
includes creating policies that improve access and affordability of healthy foods to all people. The association also
considers the concept of pricing less healthy foods and beverages higher to discourage consumption as a possible
policy alternative to bring food and beverage pricing in line with the American Heart Association’s Diet and
Lifestyle Recommendations and federal dietary guidelines where possible. However, the association believes
additional research is necessary to determine the impact of these types of sales taxes or excise taxes on consumption
rates, and shifts in consumer choice with special consideration for disparate populations. The association supports
initiatives in certain states to pilot this policy strategy with comprehensive surveillance to discern real-world impact
on consumption trends and dietary behavior. To determine if the association might support a sugar-sweetened
beverage tax proposal as a pilot opportunity to assess/evaluate efficacy, the following criteria were developed as a
baseline for support: At least a portion of the money is dedicated for heart disease and stroke prevention and/or
obesity prevention, the tax is structured so as to result in an increase in price for sugar sweetened beverages (e.g.,
imposed at the time of sale as opposed to the manufacturer that can spread the cost of the tax among all products),
the amount of tax is anticipated to be sufficient to result in a reduction in consumption of sugar sweetened beverages
(at least 1 cent/0z), there is money dedicated for evaluation with guidance that assures rigorous evaluation including
health outcomes, there is a standard definition of "sugar sweetened beverage,” and there is no sunset. The
association also believes there should be careful consideration of unforeseen, unintended consequences of these



types of policies and prioritizes evaluation as the most important component to determine impact on consumer
behavior.

American Heart Association priorities to reduce sugar-sweetened beverage consumption

e Robust nutrition standards in schools that eliminate or reduce sugar-sweetened beverages in meals and
competitive foods

e Robust standards for early childhood programs that eliminate access to sugar-sweetened beverages

e  Support efforts to pilot programs within the Supplemental Nutrition Assistance Program and other
government feeding programs that reduce purchase of sugar-sweetened beverages

e Support SSB taxes of at least once cent/oz. that meet other criteria established by AHA including
evaluation and that at least a portion of the revenue goes to obesity prevention programs

Reduce Sodium in the Food Supply

The American Heart Association recommends that all Americans consume less than 1,500mg of sodium per day.
This recommendation is based on a careful review of the science which shows a link between excess sodium intake
and high blood pressure.’*”*¢ Diets high in sodium are linked to the development and worsening of high blood
pressure and increased risk for heart attack, stroke, and kidney disease. Unfortunately, the average American
consumes 3,400mg of sodium per day, more than twice the amount the Association recommends.4°

Research has shown that lowering sodium consumption can have significant health benefits. A reduced sodium
intake can prevent and treat hypertension and reduce the risk of adverse cardiovascular and stroke events. Even a
gradual reduction in sodium consumption to 2,200mg should result in 280,000 to 500,000 fewer deaths over 10
years.*®® A national effort to reduce sodium consumption would also save $10 to $24 billion in healthcare costs
annually.*#’

The association is aware, however, that there are some who question the need to reduce sodium consumption,
arguing that the evidence does not show that reducing sodium intake results in better cardiovascular outcomes and
may instead be harmful. %1% The American Heart Association has reviewed these claims and found the evidence
for harm to be unpersuasive and methodological issues with these studies limit their usefulness. The vast majority
of research shows the benefits of lowering sodium consumption. 153 154 155 156 157 |t s the strength of this scientific
evidence relating excess sodium intake to high blood pressure, cardiovascular disease and stroke that form the basis
for the associations’s recommendation to limit sodium consumption.

It is difficult, however, for consumers to control the amount of sodium they consume because of the high content of
sodium in the food supply. More than 75% of the sodium we consume comes from salt added to processed and
restaurant foods.**® To achieve significant reductions in sodium consumption, the sodium content of the food supply
must be reduced.

The American Heart Association’s Priorities on Sodium Reduction

e Play a leading role in reducing the sodium content of the food supply

e Advocate for implementation of the recommendations in the Institute of Medicine’s 2010 report “Strategies
to Reduce Sodium Intake in the United States,” including modification of the GRAS status of salt and the
establishment of national standards for the sodium content of foods!*®

e Lower the amount of sodium recommended in upcoming editions of the Dietary Guidelines for Americans

e  Lower the sodium limit in the Daily Value on the Nutrition Facts Panel

e Support efforts to include robust sodium limits in procurement standards, government feeding programs,
including the National School Lunch and Breakfast Programs, school competitive foods, and
meeting/conference guidelines

e Enhance U.S. surveillance/monitoring of sodium intake to understand the effectiveness of national and
statewide interventions




Promote Nutrition Standards for Foods in Schools and other Government Feeding Programs

Schools, child care programs, community programs for elder adults, and government feeding programs like the
Supplemental Nutrition Assistance Program, the Women, Infants, and Children Program, and the Child and Adult
Care Food Program provide important access to healthy foods, and can address food insecurity and health promotion
in vulnerable segments of the U.S. population. These programs can help establish a foundation for a lifetime of
healthy behaviors.

In December 2010, the Healthy, Hunger-Free Kids Act became law, giving the U.S. Department of Agriculture
(USDA) the authority to update national nutrition standards for school meals and establish nutrition standards for
other foods, called competitive foods, sold on school campuses throughout the school day. The law strengthens local
wellness policies by creating more accountability and better implementation; includes funding to help schools
establish school gardens and source local foods into their cafeterias. These provisions will help schools give children
the jump start they need for long, healthy lives. There is still room for state and local advocacy to bolster the law and
help schools implement the provisions well across the entire country.

The American Heart Association’s Priorities for Nutrition Standards for Foods in Schools and Government
Feeding Programs

e Increase the number of states and local districts that are consistent with and implement the beverage and
snack guidelines in the USDA Interim Final Rule Nutrition Standards for all foods sold in schools.
o  Work with states and districts to limit exemptions to the USDA standards for all but occasional fundraisers
o  Work with states and districts to extend the USDA standards beyond the school day to cover after school
activities (except where there are a majority of adults present)
e Improve resources for implementation which could address any one or more of the following:
a. professional development for food service staff or other responsible parties to implement
the standards regional buying coops to increase purchasing power
b. improved food provided through commodities
c. increased capital improvement/resources for healthy food procurement, storage,
refrigeration, preparation, and service
d. incentives for achieving US Healthier School Challenge Gold or other equivalent
recognition status
e. require increased transparency to parents in regards to school/district compliance with the
standards such as addressing on district website or including all a la carte foods to be
listed on school menus.
f.  increase accountability for meeting standards such as requiring goals tied to the school
nutrition environment to be included on School Improvement
g. plans or progress reports included on district report cards.
e  Support robust nutrition standards for the Women, Infants, and Children Program, the Supplemental
Nutrition Assistance Program, the Child and Adult Care Food Program and other similar government
feeding programs that reach vulnerable populations and provide access to healthy foods.

Access to Healthy, Affordable Foods in the Community
Providing access to healthy foods in all communities across the United States is a priority for the American Heart
Association.

e Support increased funding for and implementation of Healthy Food Financing Initiatives (HFFI) at the
local, state and federal level

In 2009, USDA mapped out the nation’s access to supermarkets and grocery stores and found that about 2.3 million
households are in areas considered “food deserts.”*®° Healthy food financing addresses this issue and is the effort to
bring full-service grocery stores or supermarkets to rural and urban communities to provide equitable access to




healthy foods such as fruits and vegetables, low-fat dairy, whole grains, seafood, and lean meats. Led by
Pennsylvania’s Fresh Food Financing Initiative that began as a result of public/private funding in 2004, other states
and cities are now pursuing these programs. The economic impact and community development resulting from
these projects has been significant. Since the efforts are relatively new, evidence on the health impact is still
accumulating. Several larger cross sectional studies have found that greater accessibility to neighborhood
supermarkets is associated with more healthful dietary habits and lower body weight.161162:163.164,165,166,167,168,169,170.171
However, some studies have not found an impact on obesity or other health factors.172173174175 Eyrther analysis of
the health impact of these initiatives should be incorporated into evaluation of healthy food financing projects.

The American Heart Association supports healthy food financing initiatives at the local, state, and federal level
especially those that integrate in-store and out of store marketing strategies to increase the availability and
affordability of healthy foods once stores are built or renovated in order to help shoppers choose healthy foods.
Members of the community should be involved in creating these marketing strategies. Plans for sustainability
should be in place since HFFI projects are typically one-time grants or loans. Evaluation should be incorporated
into these initiatives to assess not only economic impact and community revitalization, but also the health impact
and consumer purchasing behavior in communities, especially for disparate populations

e Fresh Fruit and Vegetable Program
A diet high in fruits and vegetables can reduce the risk for many leading causes of death and can play an important
role in weight management.t’® Fewer than 1% of U.S. children meet the five components that American Heart
Association uses to define a healthy diet and only 0.3% of adults achieve this standard.* The beginning of CVD
(atherosclerosis, fatty streaks in the arteries) can start early in life and is influenced by modifiable risk factors,
including a healthy diet, over the course of a lifetime.*””

The American Heart Association supports maintaining current funding levels for the Fresh Fruit and Vegetable
Program (FFVP) and protect the integrity of the program. The FFVP is a wildly successful and popular program that
began as a pilotin the 2002 Farm Bill and has now expanded nationally to all 50 states, the District of Columbia, and
the U.S. Territories'’® with $1.2 billion in funding from the last Farm Bill provided over 10 years. An independent
evaluation found that the FFVP increased students’ average fruit and vegetable consumption by a health-promoting
15% in participating schools, but did not increase overall caloric intake, suggesting that children replaced less
healthy foods in their diets with fruits and vegetables.?”® While the American Heart Association recommends that
fruit and vegetable consumption come from a variety of means: fresh, canned, and frozen, FFVP targets the most
vulnerable students in the country, many of whom do not have an opportunity to consume a fresh fruit or vegetable
outside of this program.

o Farmers’ Markets
Farmers markets may bring healthier foods to low income, urban, and rural communities and help improve regional
food systems. They can create social hubs and a safe place to shop for healthy food in underserved communities.
Key strategies for promoting farmers’ markets are site location, transportation options, affordable pricing, including
Supplemental Nutrition Assistance Program (SNAP) and FMNP benefits, as well as support for incentive programs
like Philly Food Bucks, Wholesome Wave, Roots of Change, and Double Up Food Bucks, transportation options,
and integrated nutrition education. Farmers’ markets can be integrated into other community events and are an
important partnership opportunity with State or Local Departments of Health to integrate health and nutrition
education programming. Farmers’ markets can serve multiple purposes: community engagement, economic impact,
social outlet, access to healthy affordable foods, agritourism, sustainability, and support of local agricultural systems
and horticulture.

American Heart Association Policy Priorities for Access to Healthy Foods

e Protect and advocate for a robust Title 1V in the farm bill. Ensure any cuts to the title are minimal and focus
on program efficiencies, rather than cutting much needed nutrition aid and programs to vulnerable
Americans

e Maintain funding levels and program integrity for the Fresh Fruit and Vegetable Program and other similar
programs like the Farm-to-School Program, community/school gardens and programs that might be
developed at the state and local level




e Maintain funding for SNAP Nutrition Education and strengthen the program to ensure low-income
Americans have the ability to make healthy choices, increase fruit and vegetable consumption, and reduce
their risk of chronic disease and obesity. Incorporate physical activity into SNAP education

e Establish a multistate incentive pilot to promote increased SNAP purchases of fruits and vegetables at
farmers markets and other healthy food retailers and support private/public partnerships and programs like
Wholesome Wave, Philly Food Bucks, Roots of Change and Double Up Food Bucks that have shown great
success*®?

¢ Maintain funding for and promote the Agricultural Marketing Service's Farmers' Market Promotion
Program (FMPP). The FMPP is a competitive grant program that makes funds available to eligible entities
for projects to establish, expand, and promote farmers markets, roadside stands, community-supported
agriculture programs, agritourism activities, and other direct producer-to-consumer opportunities

e Provide grants and loans for value-added agriculture to develop the small and mid-sized processing and
distribution systems needed to get products from family farmers into local, regional, and national markets

e Increase the availability of fruits and vegetables in school meals and remove barriers which prevent local
farmers from selling products to local schools.

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

e Assure the USDA commodity program continues to increase the healthy foods that are provided to states
and government feeding programs

o  Ensure the affordability of healthy and fresh foods for low-income families and seniors through purchases
of fresh foods directly from farmers and other agricultural producers.

e Provide incentives and crop insurance to small and mid-size farms to produce specialty crops like fruits and
vegetables and distribute locally and regionally

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

e  Support pilot programs with robust evaluation components to provide incentives to SNAP beneficiaries to
purchase healthier foods

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

Comprehensive Prevention Efforts in Schools, Worksites, and Communities
Mobile Health Technologies

Nearly 30 million people die from cardiovascular-related diseases, annually.*8! For the most part, the
underlying causes of these diseases can be avoided. For example, in 10 years after quitting smoking,
consumers experience nearly a 50% reduction in the likelihood of developing lung cancer. 8 In 20 years
after quitting, the likelihood of developing cardiovascular disease rivals that of those who have never
smoked.'8 Additionally, weight loss reduces the likelihood of developing cardiovascular disease, particularly
among the obese. '8

Improving and expanding the treatment of prior cardiovascular conditions also decreases death rates. The use
of such measures as ACE inhibitors, beta blockers, and lipid reducers all decrease cardiovascular mortality
rates by nearly 25% each. 85 186 187 188 Fyrther, an increased focus on prior cardiovascular conditions
necessitates consumers taking on a more interactive role in the treatment of their disease. Because patients
choose whether to seek health care and whether to obey doctor orders, improving and developing self-
management prophylactics can promote and improve individual and public health,18° 190

The burgeoning influence of such treatment measures should lead health care providers to implore their
patients to assume healthier lifestyles and self-treat ongoing conditions. However, the amount of information,
encouragement, and support that can be conveyed during consultations, within existing service
infrastructures, is scant.

Mobile health devices are gateways for administering endemic support and care to consumers. Such
interventions are geared towards promoting healthy lifestyles and enhancing chronic disease management.




Recent advances include, but are not limited to, PDAs, handheld videogame consoles, mobile phones,
smartphones, smartbooks, and portable media players. Their potential uses span from cellular conversation
via voice, text, and visual media, to Internet access and digital software applications. Technological
advances and improved computer processing power mean that single mobile devices such as smart phones
and PDA s are increasingly capable of high level performance in many or all of these functions.

The functions of mobile health technologies that are apt for healthcare self-management are promoted by
their user-friendliness, adaptability, and mobility. The allure of such technology has led to soaring
ownership rates, which makes their potential footprint for healthcare delivery substantial and expansive. As
of 2013, nearly 75% of the global population owns some sort of mobile technology. In many developed
nations, mobile phone ownership exceeds the total number of citizens.** In developing nations, mobile
technology is a highly-influential economic force with a substantial population footprint. %2

The potential of mobile technology continues to evolve at a dramatic rate. Current advances foster
economical interventions. Consumers of health care, for example, can download software applications, view
multi-media resources, and receive text messages that can monitor changes in their behavior and motivate
them to assume healthier lifestyles. The technology supports interactivity, which allows people to receive
supplemental healthcare assistance when needed or desired. Interventions can be tailored to suit any
demographic or health care issue.!% 19

Research to date has assessed the effects of particular technologies, their functions, and their relationship
with the management of particular diseases. 19 196 197 198 189 200 201 Regylts on the benefits of these measures
have been inconclusive. For example, research has shown that multi-stage anti-tobacco text messages can
lead to smoking cessation, 2°2 as well as short-term improvements in asthma control,?% physical activity,?%
and the likelihood of receiving cardio pulmonary resuscitation training. 2% 26 However, text messaging in
support of the self-management of diabetes has yielded insignificant effects.?’” Similarly, research on diet
and diet with physical activity interventions on weight has also shown insignificant effects,208 209 210

Research on the effects of mobile technology on consumer health behaviors has also been inconclusive.
From the positive end, research has shown that cell phone-based counseling can lead to the cessation of
smoking in the short-term.?! Further, cell phone-based interventions can lead to pregnant smokers setting a
quit date,?? the reduction of portion sizes,?*® and decreases in blood pressure.?42!5 Lastly, the ability to
perform cardio pulmonary resuscitation is enhanced by cell phone-based audio®® and video instructions.?®

However, clinical trials assessing the effects of video-based interventions have yielded no significant changes
in smoking behavior,?’ nor have they shown to decrease the amount of time taken to locate an automated
external defibrillator in emergency situations outside of a hospital.?*® Similar conclusions have been reached
on the effects on obesity of mobile phone diaries,?'® text message based interventions,??° and social and
multi-media based interventions.??!

American Heart Association Priorities on Mobile Health Technologies
e Monitor the impact of these technologies on delivery systems of care
e Advocate for additional research to determine efficacy on cardiovascular health and secondary
prevention

Worksite Wellness Programs/Incentives

The American Heart Association supports comprehensive worksite wellness programs as an important means
to achieving the Association’s goal of improving the cardiovascular health of all Americans and reducing
cardiovascular and stroke mortality. Evidence demonstrates that these programs do have positive impact on



employee health in an environment where adults spend a large part of their time.??? The Association also
maintains that the use of rewards and penalties tied to health status should not jeopardize an employee’s
access to affordable, quality health care or be used as subterfuge for discrimination based on health status.

On May 29, 2013, the U.S. Departments of Health and Human Services, Labor and the Treasury issued final
rules on employment-based wellness programs. The final rules incorporated feedback from numerous
consumer groups and employers and support workplace health promotion and prevention as a means to
reduce the burden of chronic illness, improve health, and limit growth of health care costs. Significantly, the
final rules add additional consumer protections to ensure that these programs are not a form of medical
underwriting where health costs are shifted from healthier employees to less healthy employees or where
individuals are penalized if they have a preexisting condition or are genetically predisposed to a disease or
risk factor. These consumer protections require that health-contingent wellness programs be reasonably
designed, be uniformly available to all similarly situated individuals, and accommodate recommendations
made at any time by an individual’s physician based on medical appropriateness.

The final rules continue to support “participatory wellness programs,” which generally are offered to
employees without regard to an individual’s health status. These include programs that reimburse for the cost
of membership in a fitness center, that provide a reward to employees for attending a monthly, no-cost health
education seminar, or that reward employees who complete a health risk assessment, without requiring them
to take further action.

The rules also outline standards for nondiscriminatory “health-contingent wellness programs,” which
generally reward individuals who meet a specific standard related to their health. Examples of health-
contingent wellness programs include programs that provide a reward to those who do not use, or reduce
their use of tobacco, or programs that reward those who achieve a specified health-related goal such as
cholesterol level, weight, or body mass index, as well as those who fail to meet such goals but take certain
other healthy actions.

The final rules do allow significant flexibility for employers to design their own programs and allow
employers to vary health care premiums/deductibles by 30% for achieving a health factor and up to 50% for
tobacco use. The final rules will be effective for plan years beginning on or after Jan. 1, 2014.

A recent study by RAND, commissioned by the Department of Health and Human Services and the
Department of Labor and authorized by the Public Health Service Act summarized a comprehensive review
of the scientific and trade literature as well as a national survey, statistical analyses of health plan claims and
wellness program data from several employers, and case studies of five employers with established wellness
programs.?? Key findings of the report were:

e Wellness programs are popular

e Program availability increases with employer size where larger employers have more extensive
offerings (disease management, lifestyle interventions, more comprehensive screening).

e Typically, programs are implemented with some kind of screening combined with lifestyle
intervention or disease management

o Employers find it fairly easy to get employees to participate in screening, but harder to participate in
interventions. Program uptake is helped with healthy worksite culture, leadership role modeling and
buy-in, and multiple communication channels.

o Employers are optimistic about the impact of wellness programs, however very few were able to
provide cost and health impact data since they are rarely doing formal evaluation of their programs

e Programs do have a health impact for those who participate but the effect does decrease over time,
except with tobacco cessation where there is more of a lasting impact. Weight does improve
slightly over time in participants and there is a more of a substantial impact on morbidly obese
employees.



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

e Financial incentives commonly used are in the $100 range. Employers are not anywhere near the
currently allowed 20% variation when these incentives are tied to a health plan, the average is ~9%.
There is a small effect of incentives in promoting Health Risk Assessment completion (about 4%
increase for every $25 invested). Rarely are incentives tied to disease management programs;
smoking is the area where there are higher incentives for results (i.e. bigger sticks/and carrots). For
other health factors, the difference between incentives for participation vs. outcome-based are not
significant.

e We cannot at this point conclude what effect incentives have on program participation, health
outcomes, access to health care, and unintended consequences.

e The database does not have more recent data (during the time that more outcomes-based incentives
were implemented) and is not longitudinal enough to draw significant conclusions around
incentives.

The American Heart Association maintains that the final rules around wellness programs have added some
important consumer protections to help employees maintain access to affordable, employer-based health care.
With these new rules, employers retain a great deal of flexibility in designing their wellness programs and
managing their health care costs. However, as long as employees are making an effort at trying to improve
their health, they should be able to achieve the reward or avoid the penalty and maintain the affordability of
their health care.

We are anxious to see how these final rules are implemented by employers, and strongly support continued
evaluation to determine the impact of outcomes-based incentives on employee health, access to health care,
and worksite culture. The AHA will be contributing to the research on what constitutes the most effective
worksite wellness programs with our KKR study.

Healthy Meetings and Conference Guidelines and Procurement Standards
Creating a culture of health in the workplace environment where may adults spend a majority of their day, is

an important way to help meet the federal dietary and physical activity guidelines for Americans, foster
healthier work environments, and begin to promote social norms around healthy choices and behaviors.
Ensuring healthy food and beverage choices through quality food service, robust procurement policy
standards, providing physical activity opportunities, and requiring a tobacco-free environment should be
major areas of focus for employers. With more than 130 million Americans employed across the United
States each year, these standards can provide a means of improving the health of a large segment of the adult
population. These policies can be implemented within a broad range of worksites or public/private
environments including government buildings, hospital systems, college/university campuses, schools, child
care centers, assisted living facilities, church/faith-based organizations, private corporations, theme parks,
resorts, prisons, libraries, and non-profit organizations. One of the important ways to foster a culture of
health during meetings, conferences, and throughout the work environment is to support healthy choices,
provide leadership and role modeling, and begin to create a social norm around healthy choices and healthy
behaviors.

American Heart Association Recommendations around procurement and meetings/conference
guidelines

e The American Heart Association supports robust procurement, food service, vending, and
meeting/conference standards for nutrition, physical activity, and tobacco free work
environments implemented through organizational policy, regulation, or legislation.

e Evaluation should be conducted to assess the effectiveness of implementation and any health
impact.




Healthy Early Child Care

The American Heart Association advocates for strong health promotion and obesity prevention programs in
early childhood programs. Child care settings are an important environment for forming good health habits
around children's dietary intake, physical activity, and energy balance and thus combating the childhood
obesity epidemic.??* The 2005 National Household Education Survey reports that 74% of all US children
aged 3 to 6 years not yet in kindergarten were in some form of non-parental care, and 57% were in a center-
based child care program making this an ideal setting for obesity-prevention interventions targeting this age
group.?%® Furthermore, it has been reported that many children from low-income backgrounds consume 50%
to 100% of their Recommended Dietary Allowances in a child care setting and many children spend the
majority of their waking hours out-of-home.?% In the federal Head Start program alone there are more than 1
million children and 200,000 staff members across the United States, not to mention the multitudes of
children from infancy to age 5 who are in private and public day care and preschool programs. Children are
spending many waking hours in these programs and they should be safe, healthy, and smoke-free
environments. Reaching young children and their families is an essential strategy for primary prevention of
cardiovascular disease and associated risk factors.

Background

Overall, 1 in 8 or 12% of preschoolers are obese while 1 in 5 or 19% of black children and 1 in 6 (16%) of
Hispanic children between the ages of 2 and 5 are obese.??” After decades of rising, obesity rates among low-
income preschoolers began to level off between 2003 and 2008 and most recently have actually shown small
declines in several states. Despite these gains, the existing rates of obesity in preschool children are still too
high and these numbers set the stage for an unhealthy future for these children since obesity generally tracks
into adulthood.'8

Despite the importance of addressing health promotion in childcare settings, researchers know relatively little
about either their nutrition or the physical activity offerings. The research that does exist suggests that the
nutritional quality of meals and snacks may be poor and activity levels may be inadequate.??® More uniform
standards are needed to apply to foods eaten or physical activity programs.

Poor diet and physical inactivity that begin at an early age increase the chance for developing serious health
problems. A substantial number of overweight 8-14 year olds have at least 3 risk factors for heart disease,
such as high cholesterol, high blood pressure, or high blood sugar, meaning that overweight in early
adolescence may put children at increased risk for adult-onset cardiovascular disease and/or type 2 diabetes
by early adulthood.??® Research provides evidence that if overweight begins before age 8, obesity in
adulthood is more severe.?®® These findings illustrate why it is so important to intervene in early childhood
to prevent obesity and related cardiovascular disease risk factors.

Preschool children are also consuming too many high calorie, sweetened beverages and foods with low
nutrient value.?3% 22 The American Heart Association recommends that the diets for those aged 2 and older
should rely on fruits and vegetables, whole grains, low-fat and nonfat dairy products, beans, fish, and lean
meat.?®® Assuring that healthy foods are served in age-appropriate portion sizes is extremely important for
overall health and effective dietary patterns. One study found that the most powerful determinant of the
amount of food consumed at meals was the amount served and if children were given portion sizes that were
too large, they were less able to control the amount of food they ate and were less able to tell when they were
satiated.?%*

A recent study of children in the Women, Infants and Children (WIC) Feeding Program found that on
average, the children spent more than twice as much time watching television and using computers as they
did engaging in physical activity.*> The American Heart Association recommends that children get at least
60 minutes of moderate-vigorous physical activity every day.?®® Although rates of childhood obesity among
the general population are alarmingly high, they are even higher in ethnic minority and low-income
communities where television watching rates are generally higher.??* Culturally proficient diet and physical
activity interventions have been shown to reduce body mass index in young children in low income areas. 23’
Reducing sedentary behavior and increasing physical activity opportunities are critically important in early
childhood to lay the important foundation for healthy, lifelong behaviors.



Food advertising and marketing is another important causative factor in the obesity epidemic.?%® Exposure to
food advertisements and industry marketing strategies produces substantial and significant increases in
energy intake in all children and the rise is largest in obese children.?® Aggressive advertising of high-
calorie, low nutrient-dense foods contributes to higher consumption of those foods and should not be allowed
in child care settings.

Preventing and controlling childhood obesity will require multifaceted and community-wide programs and
policies with parents playing a critical role. One of the most important factors influencing children’s health
behaviors are parent’s eating and physical activity behaviors and their level of education.?*°?* Parents are
important role models and are largely responsible for physical activity opportunities, the type of food
presented to young children, the portion sizes offered, and the emotional contextin which food is eaten.?#
Successful intervention efforts must work directly with parents from the earliest stages of child development
to support healthful practices both inside and outside the home.?*3

The American Heart Association and Nemours have launched Healthy Way to Grow, a technical assistance
program for child care centers across the country aimed at decreasing obesity among children ages birth to
five years old with inaugural funding provided by The William G. McGowan Charitable Fund. The program
provides direct, hands-on assistance, customized training, resources and tools to support healthy lifestyles in
child care environments. Components of the program include: developing and adopting a center wellness
policy, providing training and technical assistance, engaging parents, and encouraging and recognizing
progress towards best practices and policies for physical activity, screen time, food and beverage choices, and
infant feeding. The American Heart Association will be able to support this programmatic and technical
assistance effort with policy work around professional development for teachers and staff, credentialing and
licensing, and nutrition, physical activity, and screen time standards for the early childcare environment.

Local Wellness Policies
The Child Nutrition and WIC Reauthorization Act of 2004 (P.L. 108-265, Section 204) required school
districts participating in the National School Lunch Program (NSLP; [42 U.S.C.1751 et seq.]) or other child
nutrition programs (42 U.S.C. 1771 et seq.) to adopt and implement a wellness policy starting with the 2006-
07 school year. The Healthy, Hunger-Free Kids Act of 2010 (P.L. 111-296) extended this requirement and
requires the U.S. Department of Agriculture (USDA) to develop regulations that provide a framework and
guidelines for local wellness policies that include, at a minimum:
e Goals for nutrition promotion and education
e Goals for physical activity and other school-based activities that promote student wellness
o Nutrition guidelines for all foods and beverages available on each school campus during the school
day that are consistent with the federal school meal standard and standards for foods and beverages
sold outside of school meal programs
e  Permission for stakeholders to participate in policy development, implementation, review and
updates
e A requirement for the district to inform and update the community about the wellness policy content
and implementation
e Arequirement for the district to report and measure wellness policy implementation periodically,
alignment with model wellness policies, and a description of progress made in attaining the wellness
policy goals.
¢ Designating one or more district and/or school officials responsible for ensuring school-level
compliance with the wellness policy.

Previous assessment of wellness policies implemented since 2006-07 has shown gaps in implementation,
comprehensiveness, strength, and evaluation of their efficacy so the new requirements under the 2010 law
should address some of these concerns.?4

American Heart Association Priorities for Local School Wellness Policies
e Inform the regulatory process for updating local school wellness policy requirements to assure
effective implementation, more comprehensive development, and robust evaluation




Coordinated School Health

Health-related programs and policies in schools across the United States have resulted from a wide variety of
federal, state, and local mandates through regulation and legislation with various funding streams.
Coordinating the many parts of school healthy into a systematic approach can help schools develop effective
policies, communication strategies, and programs that address student health and well-being while
consolidating their resources. A commitment to coordinated school health programs allows that to happen.
The different aspects to Coordinated School Health include health education, physical education, health
services, nutrition services, counseling/psychological/and social services, healthy and safe school
environment, health promotion for staff, and family/community involvement.

American Heart Association Priorities for Coordinated School Health

e Increase funding for and implementation of coordinated school health at the federal and state
level.

Advocate for the Prevention and Public Health Fund to keep it intact and prevent it from sustaining
further cuts
We know that 80 percent of CVD is preventable through measures such as eating right, getting physical

activity, and not using tobacco. And although we are placing a greater emphasis on prevention, we still have
a long way to go. Only 18 percent of U.S. adults follow three important measures recommended by the
American Heart Association for optimal health: not smoking, maintaining a healthy body weight, and
exercising at moderate-vigorous intensity for at least 30 minutes, five days per week.

The federal government has already recognized the value of prevention by creating the Prevention and Public
Health Fund (Prevention Fund). The Prevention Fund provides $12.5 billion in mandatory funding over ten
years to communities to improve health and reduce illness. Early successes of the fund include: $173 million
in grants award to 101 government entities and nonprofits organizations, touching the lives of 129.2 million
Americans in 2011 and 2012. The Prevention Fund is the first federal mandatory funding stream dedicated
for prevention. However, it has had a target on its back for cuts ever since its inception, and has sustained
cuts from both Congress and the Administration. This fund is vital for supporting programs that help
Americans adopt healthy habits and make the easy choice the healthy choice, making it so important to
protect the fund from further cuts. Lifestyle habits are difficult to change — particularly in environments that
make the healthy choice the most difficult one. The programs supported by the Fund are designed to identify
and address barriers to optimal health and reduce the number of individuals with preventable health
conditions throughout their life span.

In addition to the Prevention Fund, the Affordable Care Act created:

e A National Prevention Strategy and Plan to find more way across the federal government to support
better health.

e  National Prevention Council, which is comprised of 17 federal departments, agencies, and office,
led by the U.S. Surgeon General, and leads the government’s efforts in prevention, wellness, and
health promotion. This is the first time heads of all these department and agencies have gotten
together to discuss their role in public health and wellness.

Summary of American Heart Association Policy Priorities on the Prevention Fund

Oppose use of the Prevention Fund as an offset for other legislation or programmatic efforts
Strongly support the Prevention Fund to remain intact

Educate and advocate to policymakers about the importance and successes of the Prevention Fund
Use the data and evidence beginning to be collected from the Prevention Fund to

support the argument that evidenced-based prevention works

e Help support the CDC with promotion and advocacy in light of litigation against

grant recipients




Million HeartsTM

Million HeartsTM is a public/private initiative established by the Department of Health and Human Services
with supporting public and private partners designed to prevent one million heart attacks and strokes by
2017.245246.247.248 The American Heart Association is one of those partners and is contracted by the Centers
for Disease Control and Prevention to offer support for implementation in the field. The tactics of Million
HeartsTM focus on two broad objectives: (1) implement public health interventions to reduce the risk of
cardiovascular disease through the dietary reduction of sodium and trans fats and the reduction of smoking in
the environment and (2) ensure clinical interventions around the ABCS (aspirin use when appropriate, blood
pressure control, lipid reduction, and smoking cessation).

American Heart Association priorities for Million HeartsTM
e Advocate for continued funding and implementation of Million HeartsTM
e Continue to monitor and support interagency coordination of implementation efforts
e  Support robust evaluation of the initiative

Obesity diagnosis, prevention, and treatment in the healthcare environment
The American Heart Association acknowledges that effectively addressing pediatric and adult obesity

requires adequate diagnosis, prevention and treatment within the healthcare environment. The American
Heart Association endorses the recommendations of the American Medical Association Expert Committee on
the assessment, prevention and treatment of child and adolescent overweight and obesity. The association
also advocates for regular BMI assessment during clinical visits and diet, behavioral and physical activity
counseling for those at risk for or diagnosed with obesity. Providers play a key role in the fight against
obesity and need to be given the support and training necessary to be effective in the clinical environment to
address this condition with their patients. In addition to assessment and counseling and adequate health care
provider training, the AHA recommends follow-up metabolic assessment with patients to determine if there
are other cardiovascular risk factors such as high triglycerides, low HDL cholesterol, high LDL cholesterol,
elevated blood pressure, or elevated glucose levels that are often co-morbidities that put the patient at
particular cardiovascular risk.

American Heart Association Recommendations for Assessment, Diagnosis, Prevention, and Treatment
of Obesity in Adults and Children
e Adequate provider training for assessment and treatment of obesity in the clinical environment
e Reimbursement for regular BMI assessment during clinical visits
e Reimbursement for behavioral, dietary, and physical activity counseling/health coaching in both
the clinical and community setting with appropriately licensed and credentialed health
professionals.

Before/After School Programs

Before and after school programs offer another opportunity to provide healthy food offerings and physical
activity opportunities during the day for children with either supervised or free play activities.
Approximately 8.4 million children attend after school programs and 18.5 million would participate in them
if they were available.?*® Research has shown that these programs may have a significant impact on obesity
prevention efforts,?50: 251,

American Heart Association Recommendations for Before/After School Programs

e Increase availability of before and after school programs

e Incorporate robust nutrition and physical activity standards

e Facilitate teacher training and professional development

e Incorporate and support robust nutrition and physical activity standards in the President’s
proposed universal early education initiative




Tobacco

Cigarette smoking continues to be the leading cause of preventable disease and death in the United States
claiming approximately 467,000 lives prematurely every year.! Smoking not only claims the lives of those
who use tobacco, but also those who are exposed to second-hand smoke. Smoking costs the U.S. economy
more than $301 billion per year, including workplace productivity losses of $67.5 billion, premature death at
$117 billion, and direct medical expenditures of $116 billion.?*> Tobacco control efforts by the American
Heart Association have contributed to a decline in U.S. cigarette consumption by more than 24% over the last
decade. 2% Despite this progress, 21.3 percent of men and 16.7 percent of women in the U.S. still smoke® and
our efforts have stalled in the last five years, especially for people living below the poverty line and for those
with low educational attainment. Additionally, 88 million nonsmokers are still exposed to second hand
smoke, especially in the home where children are disproportionately affected.?>*

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

Advocate for Comprehensive Clean Indoor Air Laws and Regulation

Advocating for comprehensive smoke free air laws at the state and local level is a pillar of the associations’s
tobacco control advocacy efforts. These laws should be in compliance with the Fundamentals of Smoke-free
Workplace Laws guidelines (http://www.no-smoke.org/pdf/CIA_Fundamentals.pdf)?*® that were developed
with several national partners in the public health community to guide and maximize the impact of smoke
free policy efforts and increase the number of workers and residents in the United States who are protected
from second hand smoke in workplaces and public places.

There is abundant evidence that comprehensive smoke free laws significantly improve public health.?®

Studies from around the world have now provided evidence for a reduction of heart attacks and
hospitalizations after implementation of smoke-free air laws.?5” Pooled data show that smoke-free legislation
can reduce the incidence of acute coronary events by 10%.25%

More than 88 million non-smokers over the age of 3 are exposed to second-hand smoke in the United
States.?>* Second hand smoke causes heart disease, cancer, lung disease and other illnesses to both children
and adults who don’t smoke.?>°2%° Evidence shows immediate adverse effects on heart function, blood
platelets, inflammation, endothelial function and the vascular system with exposure. 26!

e Estimates are that second hand smoke (also called passive smoking) causes 21,800-75,100 heart disease
deaths and 38,100-128,900 heart attacks annually.26?

e Long-term exposure to second hand smoke, such as that occurring in a home or workplace, is associated
with a 25%-30% increased risk for coronary heart disease in adult nonsmokers. 263

e  Arecent study linked exposure to dementia in adults.?%*

e Those people exposed to high levels of passive smoking were 44% more likely to suffer memory loss
and difficulty in making calculations.?%

e Ininfants and children, second hand smoke is a risk factor for heightened asthma attacks, acute
respiratory illness, Sudden Infant Death Syndrome, and ear infections.?°®

e Pregnant women exposed to second hand smoke show a greater risk of giving birth to low-birth-weight
babies.?*6

e Unfortunately, exposure can disproportionately affect minorities?®®, women, and those in lower
socioeconomic groups since many of these individuals are employed in the hospitality industry. Blue
collar workers are less likely than white collar indoor workers to be covered by smoke-free policies.?°

Physicians should counsel patients that exposure to second-hand smoke is a fully preventable cause of death.
The direct and indirect health care costs associated with disease caused by second hand smoke exposure are


http://www.no-smoke.org/pdf/CIA_Fundamentals.pdf

estimated at $10 billion each year.?®® If recent trends in the reduction in the prevalence of passive smoking
continue, the health and economic burden of passive smoking in the U.S. would be cut annually by
approximately 25%-30%.° This potential reduction has important ramifications for lowering Medicare,
Medicaid, and private insurance costs.

There are other important economic arguments. The hospitality and tobacco industries often promote the
idea that business will suffer after these laws are passed. However, increasing evidence from municipalities,
states, and countries where these laws have been passed show no significant impact on sales data and in
many instances business actually increases.?>® Additional benefits for businesses are lower cleaning costs,
lower worker absenteeism, and increased productivity.?>

According to the American Non-Smokers Rights Foundation, in August 2103, 36 states, along with the
District of Columbia, American Samoa, the Northern Mariana Islands, Puerto Rico, and the U.S. Virgin
Islands, have laws in effect that require non-hospitality workplaces and/or restaurants and/or bars to
be100% smokefree. Please see (http://no-smoke.org/pdf/mediaordlist.pdf) for updated statistics as new
laws and regulations are passed. Currently, 24 states, along with the District of Columbia, Puerto Rico, and
the U.S. Virgin Islands, have a law in effect that requires non-hospitality workplaces, restaurants, and bars to
be 100% smokefree. Despite this tremendous progress, it is estimated that 25-40% of the U.S. population is
still exposed to cigarette smoke and its inherent risks so there remains significant work to be done.®

Summary of American Heart Association Policy Priorities on Clean Indoor Air Laws

e Smoke free air laws that are comprehensive and apply to all workplaces and public environments
including restaurants and bars.

e  No preemption of local ordinances

e No exemptions for hardship, opting out, or ventilation.

e No exemptions for casinos and gaming organizations, or private clubs.

Support Comprehensive Smoke Free Policy in Multi-Unit Housing

As states and localities accomplish policy priorities, health advocates are increasingly looking for other
policy strategies to address the impact of tobacco use on health. Smoke-free policies in multi-unit housing
are emerging as an important strategy to address smoking and exposure to tobacco smoke in homes where
children, adolescents, the elderly and the disabled are especially vulnerable. Research has shown that smoke-
free policies in the home reduce second-hand smoke exposure for all residents, can increase cessation among
smokers, and can decrease relapse in former smokers, 266:267:268,269.270

Accordingly, the American Heart Association supports comprehensive smoke-free policies in multi-unit
housing. In public housing, these policies could be mandated as part of regulation since taxpayer dollars are
used to subsidize the health and economic consequences of smoking. In privately-owned housing, legislation
or regulation could provide incentives to owners such as insurance discounts, or funding for education,
communication, and cessation resources as motivation to adopt comprehensive smoke-free policies. While
advocating for comprehensive smoke-free policies, the American Heart Association wants to assure that
smokers are not denied access to public housing as they can abide by policies which allow for outdoor
smoking areas.

About 40 million Americans live in multi-unit housing properties (apartments, condominiums, and
townhouses), representing 31.5% of all housing units in the United States.?’* Recent federal government data
show that approximately 7.1 million Americans live in subsidized housing.?? Of these individuals, about 2.1
million live in public housing where the housing is owned or operated by a Housing Authority.® Determining
public and subsidized housing can be complex as ownership and administration is often decentralized and
fragmented between the federal government and local public housing authorities.?”® For example, there are
publicly-owned and subsidized apartment buildings and there are voucher programs for privately owned
properties where tenants receive a subsidy from the federal government to help cover their private housing
rent. Additionally, states offer supplemental public housing programs that operate without federal funding.
Despite the complexity, in each of these cases, at least some tax dollars are being used to subsidize all or a



portion of the housing costs.

Surveillance data show that the smoking rate is higher in subsidized housing where 32.7% of adults use
tobacco compared with 20.6% in the general population.?*27* As more states and localities have passed
smoke-free air laws for public spaces and workplaces, the home is the most significant source of exposure to
second-hand smoke, especially for children.?”> Americans on average, spend about two thirds of their time
each day in their residences.?’® However, only half of U.S. households with both children and smokers have
complete home smoking bans and unfortunately bans are less common among smoking families with older
children, in African-American and Hispanic households, and in households in states where there is a higher
smoking prevalence.?”’

Even if people living in multi-unit housing have a smoke-free policy for their own home, they may still suffer
incursions from others in the complex. Research has documented the transfer of second-hand smoke in the
air278.279,280.281,282,283.284 an transfer of second-hand smoke constituents through heating, ventilation, air
conditioning systems and other connections between units.5285286287 As many as half of multi-unit housing
residents report that smoke has entered their unit from elsewhere in the building or complex?882% and
detectable levels of nicotine have been documented in multi-unit buildings where smoking is
permitted.290,291,292

In 2009, the U.S. Department of Housing and Urban Development encouraged smoke-free policies in public
housing to prevent the migration of second-hand smoke between housing units in an attempt to lower
exposure especially among the most vulnerable tenants including the elderly, children, and people with
chronic illnesses.?® In public housing, children and adolescents are 39 percent of residents while older
Americans comprise 15 percent of residents.?% There is evidence that exposure to second-hand smoke
disproportionately affects minorities,?*>2% women, and those in lower socioeconomic groups since a larger
number of these individuals are residing in subsidized housing.

One recent study?®” estimated the annual cost-savings associated with smoke-free policies in multi-unit
housing by calculating savings for second-hand smoke related health care costs, renovations of housing units
that permit smoking, and smoking-attributed fires. Renovations or repairs include paint to cover smoke
stains, cleaning of ducts, replacing stained window fixtures, and replacing carpets. The calculations from this
study showed that prohibiting smoking in all U.S. subsidized housing could save approximately $521 million
per year, including $341 million in second-hand smoke-related health care expenditures, $108 million in
renovation expenses, and $72 million in smoking-attributable fire losses. Just prohibiting smoking in public
housing alone would save approximately $154 million annually. Another study of multi-unit housing owners
in California showed that comprehensive smoke-free policies implemented statewide could save owners over
$18 million a year.?®®  Clearly there are economic motivations for smoke-free policies that go beyond the
critically important health benefits.

Studies show that second-hand smoke transfer in multi-unit housing is common, the current prevalence of
policies is low (even though there is growing momentum), and a clear majority of tenants in multi-unit
housing would choose a smoke-free building over housing where smoking is permitted if other amenities are
equal. Additionally, property managers who adopt no-smoking policies indicate that they are likely to
continue doing s0.2°® No level of second-hand smoke exposure is safe.

Summary of American Heart Association Policy Recommendations on Smoke Free policies in Multi Unit
Housing
e In privately owned housing units support voluntary adoption of comprehensive smoke free
policies; through regulation and legislation offer incentives or resources to owners who
implement them
¢ Inhousing units subsidized by public funding, mandate comprehensive policies through
regulation and legislation




Increase Tobacco Excise Taxes and Assure All Tobacco Products are included and advocate for equitable
tax rates so that all tobacco products are taxed at the same level

The American Heart Association advocates for significant increases in tobacco excise taxes at the state,
federal, county or municipal levels that cover all tobacco products. These taxes are a health win that reduces
tobacco use, saves lives, raises revenue for cash-strapped governments, and lowers health care costs. They
are also often popular with voters. A report from the Campaign for Tobacco Free Kids calculated that if
every state and Washington, DC, raised their cigarette tax rates by $1 per pack, they would: raise $9.1 billion
in new annual state revenues; save $52.8 billion in immediate and long-term health care costs; prevent more
than 2.3 million kids from becoming smokers; prompt more than 1.2 million adult smokers to quit; and
prevent more than 1 million premature deaths from smoking.?*® A more recent report calculated that if the
federal excise tax was raised by .94, it would prevent 1.74 million kids from becoming addicted adult
smokers over the next 18 years, save 989,800 Americans from premature death from smoking, and save
$63.39 billion in long-term health care costs from adult and youth smoking declines.

Many studies have examined the impact of cigarette tax increases on smoking prevalence, especially in
youth. Most have found that higher taxes reduce consumption, especially cessation rates in young smokers.3%
The general consensus is that for every 10% increase in the real price of cigarettes, the increased cost reduces
overall cigarette consumption by approximately 3-5%, lowers the number of young-adult smokers by 3.5%,
and cuts the number of kids who smoke by 6 or 7%.3% Other estimates are that a 40% tax-induced cigarette
price increase would reduce smoking prevalence to 15.2% in 2025 with large gains in cumulative life years
(7 million) and quality adjusted life years (13 million) for a total cost-savings of $682 billion.*%> Philip
Morris calculated that the 1982-83 price increases caused two million adults to quit smoking and prevented
600,000 teenagers from starting to smoke.®® The Institute of Medicine has concluded that the most direct
and reliable method for reducing tobacco use is to increase the price of tobacco products, thus encouraging
cessation and also reducing the number of kids who start using cigarettes or other tobacco products.3%
Cigarette price and tax increases work even more effectively to reduce smoking among males, Blacks,
Hispanics, and lower-income smokers where smoking rates are often higher.30>30

The federal government has imposed excise taxes, most recently with the expansion of the Children’s Health
Insurance Program. A cigarette tax increase of 61.66 cents per pack went into effect on April 1, 2009 making
the current total federal tax $1.01 per pack. There were also increases in the federal tax rates on other tobacco
products such as smokeless products, small cigars, roll-your-own tobacco, and regular cigars.3%” States have
concurrently imposed tobacco excise taxes with a current nationwide average of $1.53/pack (major tobacco
states have an average of 48.5 cents/pack while other states’ average is $1.67/pack)® This is an increase
from an average of 44.4 cents in January 2002, an incredible public health achievement.!

The state of New York raised its cigarette tax in June 2010 by $1.60 to give it the highest cigarette tax in the
nation at $4.35/pack.'?® The highest combined state-local tax rate is $5.85 in New York City, with Chicago,
IL second at $5.66 per pack.'?® States received nearly $244 billion in tobacco settlement and excise taxes
from cigarettes from 1998-2010. Unfortunately, only 2.8% of this ($8.1 billion) is dedicated for state tobacco
control programs, which in recent years have faced drastic budgetary cuts, resulting in their near-
elimination.3®® A recent study found that a multi-pronged effort - implementing well-funded tobacco
prevention programs, increasing the price of cigarettes through higher taxes and implementing strong smoke-
free air laws — was the most effective method to discourage youth smoking. Together, these efforts reduced
the number of youth smokers by nearly 220,000 from 2002-2008. These programs, which have faced
significant cuts in recent years, will need strong political support in order to be effective once again. 3%

Industry documents show that the tobacco companies understand the impact of tax increases on consumption
and have developed pricing strategies. Such strategies include development of lower cost generic brands and
price-related marketing efforts such as multi-pack discounts and couponing to offset the impact of the taxes
and diminish the benefit to public health.3!! The tobacco control movement has to continue to adapt to these
industry tactics to maintain the health impact and value of tobacco tax strategies.

Current tax loopholes and unequal tax rates encourage use of lower-taxed tobacco products and create
incentives for tax avoidance. The current system for taxing tobacco products is neither simple nor equitable.



Tobacco products are taxed in different ways and at different rates, which has created large disparities in the
tax levied on similar products. Such disparities have created opportunities for manufacturers to make small
modifications to products or their labeling so that they qualify for lower tax rates — including a recently
revelation that cigar companies use kitty litter in their products to make them heavier and avoid higher taxes
for lower-weighted products. The availability of these lower-taxed products can dissuade tobacco users from
quitting and encourage youth to initiate tobacco use.

An April 2012 GAO report highlights how certain manufacturers have avoided paying higher taxes on roll-
your-own tobacco by re-labeling the product as “pipe” tobacco, which is taxed at substantially lower rates
under the current tax code. The GAO also noted that some manufacturers have avoided the higher tax rates
for cigarettes and small cigars by slightly modifying their products to qualify as large cigars. GAO estimates
that federal revenues lost as a result of these two loopholes range from $615 million to $1.1 billion from
April 2009 to September 2011.%%?

American Heart Association Policy Recommendations for Tobacco Excise Taxes and Tax Parity

e Significant increases in tobacco excise taxes at the state, county, or municipal levels that cover all
tobacco products

e Allocation of at least some of these revenues generated toward tobacco control, prevention, and
cessation programs, as well as other health-related initiatives such as improving access to health care

e  Support the President’s proposal of a 94 cent tax increase on cigarettes with a per-ratio increase for all
other tobacco products

e  Support the Tobacco Tax Equity Act

e Look for opportunities to promote equitable tax treatment of all tobacco products

Increase Funding for Tobacco Cessation and Prevention Programs

To help save these lives, the association advocates for sustainable funding for state tobacco prevention and
cessation programs to levels that meet or exceed Centers for Disease Control and Prevention (CDC)
recommendations. Tobacco control programs should be comprehensive, developed in accordance with CDC
recommendations, staffed appropriately, and administered effectively. CDC’s best practices help reduce
tobacco use, address social norms around smoking, develop robust school programs, enforcement of existing
regulations and laws, statewide programs, cessation programs, counter marketing efforts (including paid
broadcast and print media), media advocacy, public relations, public education, and health promotion
activities, surveillance and evaluation, and administration and management.

In 1998, the four largest U.S. tobacco companies and the attorneys general of 46 states signed the Tobacco
Master Settlement Agreement (MSA), settling the states” Medicaid lawsuits against the tobacco industry for
recovery of their tobacco-related health care costs. Under the agreement states received up-front payments of
$12.74 billion with the promise of an additional $206 billion over the next 25 years. Additionally, many
states have increased excise taxes on cigarettes, generating millions of dollars in new revenue. Unto
themselves, these tax increases have significantly lowered tobacco use prevalence.®*® Ideally, however,
states would use the MSA and/or tobacco tax revenue to fully fund tobacco control programs that follow
Centers for Disease Control and Prevention best practices. Unfortunately, only North Dakota currently funds
its tobacco prevention programs at CDC recommended levels. Revenue from the MSA and tobacco taxes
continues to flow toward other parts of state budgets despite the fact that state tobacco control program
expenditures have been shown to be independently associated with overall reductions in smoking
prevalence.3!4

In 2012, it is estimated that states collected $25.6 billion in revenue from the tobacco settlement and tobacco
taxes, but spent only 1.8% of it — $456.7 million — on tobacco prevention and cessation.?> States are

sacrificing long-term health benefits and health care cost savings for short-term budget fixes. If all states had
funded their tobacco control programs at the minimum or optimal levels recommended by the CDC since the



Master Settlement Agreement, there could have been millions of fewer smokers just over a decade later.1?°

American Heart Association Priorities for Tobacco Prevention and Cessation Programs

*  The American Heart Association advocates for sustainable funding for state tobacco prevention
and cessation programs to levels that meet or exceed CDC recommendations.

Tobacco control programs should be comprehensive in accordance with CDC recommendations,
staffed appropriately, and administered effectively with periodic evaluation

*  Protect the Prevention and Public Health Fund

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

The American Heart Association advocates for comprehensive coverage of tobacco cessation services in
public and private health insurance programs that includes medications and counseling. In general, tobacco
cessation treatment remains highly cost-effective, even though it is very difficult for people to quit this
deadly, addictive habit.®!® There is a strong relationship between the length of time patients have in behavior
counseling sessions, the amount of time they are able to spend with their health care providers and successful
treatment outcomes. Y

Available forms of nicotine replacement therapy (gum, transdermal patch, nasal spray, inhaler, and lozenges)
increase quit rates by 50-100% compared with not using any of these products at all; however, fewer than
one in five smokers making a quit attempt take advantage of these therapies.3® The most successful
programs have a 1-year quit rate of approximately 35% (compared with 5% for cold-turkey attempts) and
cost about $1500/quitter at a cost of $202 per life year saved with an ROI of $5.45 for every $1.3%°

In July 2006, the Massachusetts health care reform law mandated tobacco cessation coverage for the
Massachusetts Medicaid population. Upon implementation of the benefit, MassHealth subscribers were
allowed two 90-day courses per year of FDA-approved medications for smoking cessation, including over-
the-counter medications like nicotine replacement therapy, and up to 16 individual or group counseling
sessions. Within the first two years of implementation, over 70,000 Massachusetts Medicaid recipients used
the benefit, and the smoking rate declined from 38% to 28%.%%° There was also a decline in the utilization of
other costly healthcare services (38% decrease in hospitalizations for heart attacks, 17% drop in emergency
room and clinic visits due to asthma, and a 17% drop in claims for adverse maternal birth complications,
including pre-term labor).*® Additional research with the program showed that the comprehensive coverage
led to reduced hospitalizations for heart attacks and a net savings of $10.5 million, or a $3.07 return on
investment for every dollar spent. 32! Savings will likely continue to increase as time goes on and the impact
of quitting in this population increases.

A recent study showed that while the retail price of a pack of cigarettes in the US is on average $5.51, the
combined medical costs and productivity losses attributable to each pack of cigarettes sold are approximately
$18.05 per pack of cigarettes. The ratio of benefits to cost varies from $0.86 to $2.52 saved per dollar spent
on smoking cessation programs, depending upon the type of intervention.3??

The health benefit of cessation and relapse therapy during pregnancy is even more apparent, minimizing low
birth weight, placental abruption, sudden infant death syndrome, and other illnesses and life-threatening
conditions for mother and child.®?® Quitting tobacco also leads to increased productivity at work, less
disability and chronic disease, and less medical expenditures.®?* One study showed that if regular counseling
was offered to smokers, more than 70,000 lives could be saved each year.™3



Implementation of the Affordable Care Act (ACA) requires state Medicaid programs to cover comprehensive
tobacco cessation treatments with no cost sharing for pregnant women. This provision went into effect on
October 1, 2010. States have a tremendous opportunity to save even more lives by applying tobacco
cessation treatments to all smokers in Medicaid. Nationwide, 36.6% of people in Medicaid smoke, compared
to 22.6% of the general population®? and smoking-related medical costs are considered responsible for 11%
of Medicaid costs.%%

The Affordable Care Act also requires private insurers offering non-grandfathered group or individual health
insurance plans to cover preventive services rated as A (“strongly recommended”) & B (“recommended”) by
the U.S. Preventive Service Task Force without cost sharing. Tobacco cessation services fall into this
category since they are highly recommended and have shown evidence-based outcomes. Comprehensive
tobacco cessation services should be offered in all public and private health care plans.

American Heart Association Policy Recommendation

e Private and public health insurers to cover comprehensive cessation services for all current tobacco
users including both counseling and pharmacotherapy without cost sharing.

Advocate for strong regulations from the FDA to continue to implement the Tobacco Control Act. Push
FDA to be more expeditious in releasing some of the pending regulations. Protect gains and progress
already made in implementing the law.

The American Heart Association worked with Congress to pass the 2009 Family Smoking and Tobacco
Control Act and continues to work with the FDA and the Center for Tobacco Products (CTP) to implement
the provisions. This legislation for the first time ever gave the FDA to regulate tobacco products and finally
hold tobacco companies accountable and restrict efforts to addict more children and adults.

Since the bill was signed into law, CTP has issued rules: deeming authority over cigarettes and smokeless
tobacco products; prohibiting the use of light, low, mild, and other similar descriptors in all advertising,
labeling, and marketing of cigarettes and smokeless products; restricting the sale, distribution, marketing,
and use of cigarettes and smokeless tobacco to individual under 18; banning candy and fruit-flavored
cigarettes and smokeless tobacco geared toward children; graphic warning labels (which is currently under
litigation); exempting substantial equivalent requirements; prohibiting health claims without FDA review;
banning sponsoring sports and entertainment events; and banning branded merchandise and free samples and
gifts with purchase.

However, CTP still has much more work to do. Pending regulations include outdoor advertising near schools;
non-face-to-face-sale and distribution such as those done over the Internet, e-mail, and direct mail; menthol
in cigarettes and other tobacco products; product standards; and deeming authority over all other tobacco
products, including cigars and e-cigarettes. In FDA’s reticence in issuing these regulations, tobacco
companies are taking advantage and legislation has been introduced which, if passed would renege the gains
made from the Tobacco Control Act.

American Heart Association Policy Priorities on FDA Regulation of Tobacco

e Oppose any legislation that would reverse provisions in the Tobacco Control Act,
interfere with FDA oversight, or provide any exemptions or loopholes
e Advocate for FDA to expedite pending regulations
e  Support strong deeming regulations to give FDA oversight over all tobacco
products including e-cigarettes.
e Provide support for strong graphic warning labels as the FDA revisits this issue post-litigation
e Continue to monitor tobacco companies’ compliance with current law




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

The FDA has announced that it intends to assert authority over all tobacco products, including cigars. No
tobacco product was excluded from FDA jurisdiction under the Family Smoking Prevention and Tobacco
Control Act so that FDA could evaluate the science and public health considerations of every product.
However, FDA has been slow to issue this regulation and as a result, tobacco companies are taking advantage
to modify products to avoid regulation. In addition, legislation has been introduced in the past few Congress
that would exempt certain types of cigars.

Consumption of cigars is rising. Sales of cigars more than doubled between 2000 and 2012 from six billion
cigars to more than 13 billion cigars. Cigar consumption has been increasing while cigarette consumption has
declined, and much of the growth can be attributed to smaller cigars that resemble cigarettes. While cigar
smoking conjures images of middle-age and older men, today’s cigar smoker is more likely to be a youth or
young adult, and that number is growing. Results from the 2011 Youth Risk Behavior Survey show that more
than one in six (17.8 percent) high school boys currently smoke cigars.?® Each day, more than 3,000 kids
under 18 years old try cigar smoking for the first time.3?

Disparities in regulation have created opportunities for manufacturers to make small modifications to
products or their labeling so that they qualify for lower tax rates — including a recently revelation that cigar
companies use Kitty litter in their products to make them heavier and avoid higher taxes and regulation for
lower-weighted products. They have also allowed companies to produce candy and fruit-flavored little cigars
and cigarillos targeted at the growing youth cigar market.

American Heart Association Policy Priorities on Cigars
e  Oppose the cigar exemption bill, as well as any bill that would except any tobacco
product from FDA oversight
e Advocate for FDA to stop delaying the release of deeming regulations
e  Support strong deeming regulations to close the regulatory loopholes for cigars and other tobacco
products

Eliminating the Sale of Tobacco Products in Pharmacies and other Health-Related Institutions

The association supports policies that prohibit the sale of tobacco products all health care settings, including
pharmacies. It is incongruent for tobacco products to be sold in any setting that promotes health, and it is
especially incongruent to place tobacco products near tobacco cessation aids. Removing tobacco products in
pharmacies is another step in the association’s longstanding efforts to denormalize tobacco products. This
policy should be implemented in addition to other proven tobacco control policies, including increased
tobacco taxes, comprehensive smoke-free indoor air laws, and full funding for tobacco prevention and
cessation programs.

The prevailing consensus in the public health community is that tobacco products should not be sold in
pharmacies. The California Department of Health notes that the United States is the only place in the world
where tobacco products are sold in pharmacies.3?

The amount of research supporting a position of banning sales in pharmacies will continue to grow as
scientists study the impact of the bans in Boston and San Francisco that are currently in effect. Current
studies, however, indicate that limiting access to tobacco products is a key component in denormalizing
tobacco use and that such denormalization leads to fewer individuals starting to use tobacco and more
individuals trying to quit.3?®




American Heart Association Priority for Eliminating Tobacco Sales in Pharmacies

*  The American Heart Association supports policies that prohibit the sale of tobacco products in all
pharmacies

Air Pollution

Air pollution is associated with a variety of negative health outcomes, including increased risk of
cardiovascular disease and stroke. Pollution is comprised of a mixture of substances from sources such as
vehicle and power plant emissions and the burning of fossil fuels. The Clean Air Act requires the
Environmental Protection Agency (EPA) to set National Ambient Air Quality Standards (NAAQS) for six
“criteria” pollutants: carbon monoxide, lead, nitrogen dioxide, ground-level ozone, particulate matter, and
sulfur dioxide.®*° Although nationwide criteria air pollutants have declined since the NAAQS were put in
place in 1990,%! many states are not in compliance with EPA standards,®*? and pollution still poses a threat to
health.

A multitude of cardiovascular outcomes have been associated with air pollution: increased hospital
admissions for cardiovascular disease (CVD) and stroke; increased mortality due to CVD or stroke; increased
hospitalization after a primary CVD or stroke event; and increased occurrence of out-of-hospital cardiac
arrest, myocardial infarction (MI), and heart failure. Studies show that incremental increases in various
criteria pollutants result in increases in occurrence of these outcomes. It should be noted, however, that few
studies have shown causal pathways between air pollution and CVD/stroke, as it would not be ethical to
expose study participants to levels of pollution that could potentially cause life-threatening conditions.
Therefore, with the exception of a study showing changes in cardiovascular and cerebrovascular indicators
after exposing healthy volunteers to low levels of pollution,3® the research examines only associations
between increases in pollutant levels and corresponding increases in cardiovascular diseases in the same
geographic area. Researchers take into account the lag time between pollution exposure and disease and
differentiate effects of short-term versus long-term exposure to pollution.

The effect of air pollution on health is a complex, multi-factorial process with multiple confounding factors.
For example, living close to a major roadway may result in increased exposure to a variety of types of traffic-
related air pollutants.3** However, most of the recent research focuses on one or more specific pollutants —
including particulate matter; nitrogen dioxide, sulfur dioxide, and carbon monoxide; and ground-level ozone
— and their association with negative health outcomes.

Particulate Matter. Particulate matter is a heterogeneous mixture of acids, chemicals, metals, and other
organic matter that form particles and remain suspended in air.3% These particles are commonly
differentiated by size: those smaller than 2.5 micrometers (um) in diameter are known as PM s or fine
particles, and particles ranging from 2.5 to 10 um in diameter are known as PM10.%%¢ Smaller particles
generally do more damage to a person’s health as they are able to circumvent defense systems and lodge
themselves deep in the lungs. About 40% of PM. s emissions are a result of human activities including fuel
combustion, industrial processes, and vehicle emissions.¥’

A comprehensive review of evidence linking particulate matter to CVD found that short-term exposure to
PM_ s (hours to weeks) can trigger CVD-related mortality and non-fatal events; 3% an estimated 10 ug/m?
increase in average short-term PM; s exposure increased the relative risk for daily cardiovascular mortality by
4% t0 1%.%% The same review found that longer-term exposure to PM,s (years) increases the risk of
cardiovascular mortality to an even greater extent,3333%

Studies examining particulate matter and stroke have shown that short-term33°24 and long-term®* increases
in PM_ s in the air are associated with increased hospital admissions for ischemic (but not hemorrhagic)
stroke: Short-term exposure to PM: s is also associated with alterations in cerebrovascular hemodynamics
that may put a person at risk for stroke,3*? especially among patients with pre-existing conditions such as
diabetes mellitus.3** Exposure to the larger particles, PMo, is associated with increased risk of ischemic
stroke344345.346 and stroke mortality.346:347:348




Studies examining particulate matter and cardiovascular disease have found associations between an increase
in PM25 and out-of-hospital cardiac arrest (OHCA),349350:35L.352 which can be considered an indicator of
cardiovascular mortality as most people do not survive OHCA.%? However, when directly studying
cardiovascular mortality, more evidence has been accumulated as to the negative effects of

PIM y.335:344.353,354,355.3% Both PMyoand PMys are associated with increases in hospital admissions for heart
failure3%6-357. 358359 and M|.360-%61 Additionally, exposure to PM,s or PMygin patients who have already
suffered a first MI increases the risk of cardiovascular event recurrence®? and increased risk of death in
patients who have already suffered a stroke. %3

Nitrogen Dioxide, Sulfur Dioxide, and Carbon Monoxide. Nitrogen dioxide (NO2), sulfur dioxide (SO5),
and carbon monoxide (CO) are gases that pollute the air and are detrimental to health. The majority (73%) of
SO in the air is the result of fossil fuel combustion in power plants®“ and the majority (62% and 86%,
respectively) of NO, and CO in the air is the result of transportation emissions. 365366

Studies show that exposure to NO, may contribute to the development of ischemic stroke, but not
hemorrhagic stroke;344367368 the relation between NO; exposure and ischemic stroke is particularly strong for
elderly populations.®®® The concentration of NO, and CO in the air is positively associated with the incidence
of stroke, although the association may not be significant when controlling for factors such as income.3°
Increases in concentrations in both SO, and NO- have been associated with increased stroke mortality. 34437
Exposure to NO- is especially dangerous and potentially deadly for patients who have already suffered a
stroke®’2 or who have existing CVD.**8

All three of these pollutants have also shown association with acute MI13%°3 and congestive heart failure
(CHF).%8 SO; in the air is of particular concern for cardiovascular mortality, 35373374

Ozone. Ground-level ozone (Os) is primarily a product of nitrogen oxides, volatile organic compounds, and
heat.3”® Sources of these pollutants include vehicle emissions, refineries, factories, power plants, and
industrial boilers.3* Increases in Oz in the air are associated with increased risk of OHCA, 3 stroke
hospitalization,*’¢ and admission for CHF*®® on the day of exposure and recurrent ischemic cerebrovascular
events three days after exposure.3”” Oz has also been shown to cause alterations in the vascular system and
heart rate that could lead to mortality,3® and associations between Oz and cardiovascular mortality have been
shown.37®

The negative effects of criteria air pollutants on cardiovascular health demonstrate the need to take advantage
of opportunities to reduce air pollution. Stricter enforcement of state compliance to current NAAQS and
further research determining the appropriate maximum levels of criteria air pollutants are necessary.
Physicians should educate their patients regarding the harmful effects of pollution so that they may take steps
to reduce their exposure. Lastly, the US should further explore opportunities for clean energy sources and
energy efficient construction to reduce our reliance on energy sources that generate pollutants.

Potential American Heart Association Priorities to Address Air Pollution

e  Enact stricter EPA standards.

e Encourage kids to walk or bike to school instead of taking the bus.

e Create measures that reduce exposures to air pollution and fund more research on the impact of
air pollution on the public’s health.

e Encourage physicians and other health care practitioners talk to their patients about the CVD risk
from exposure to polluted air and provide tips for reducing exposure, such as avoiding prolonged
or heavy outdoor exertion during times when the air quality may be dangerous.

e Fully implement the Clean Air Act.

e Tighten regulations on sources of particulate matter and ozone to improve the quality of our air.

e Configure and design cities and communities to provide greater separation between residents and
pollution sources such as highways and power plants.

e Invest in more research into the impacts of various types of air pollutants on health, including




those found in indoor air pollution.

e  Monitor opportunities to influence legislation and regulation at the state and federal level to
decrease the amount of particulate matter air pollution from various sources.

e  Offer incentives to consumers and businesses to purchase energy-efficient technologies in order
to reduce emissions from residential and commercial heaters, boilers, lighting, chillers, air
conditioners, etc.

e Promote “green power” markets, which allow consumers to purchase electricity generated by
renewable sources.

e Redesign utility rate structures to incorporate incentives for energy efficiency and clean energy.
e  Set building codes for new commercial and residential construction at a minimum level of energy
efficiency. Specify requirements for “thermal resistance” in the building shell and windows,

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

e Incentivize power plants to install modern emission control systems; establish mandatory state or
regional cap and trade programs which control power plant pollution by providing economic
incentives for achieving reductions in the emissions of pollutants.

e Invest in clean energy development, including wind and solar energy.

e  Set tougher motor vehicle standards for tailpipe emissions, enforce vehicle inspection and
maintenance programs, and establish programs to help consumers purchase energy-efficient cars.

e Establish a diesel emissions reduction fund, aggressively retrofit and replace state vehicles and
equipment, adopt and enforce anti-idling ordinances and legislation, mandate closed crankcase
ventilation systems, and promote truck stop electrification programs.

e Promote alternative fuels for vehicles and equipment (including natural gas, propane, methanol,
ethanol, electricity and biodiesel fuel) and regulate gas stations to reduce emissions.

e Establish tolls, fuel fees, carpool lanes, and other programs that reduce the number of vehicle
miles travelled on roads and increase funding for public transportation.

e  States can “lead by example” by developing state energy plans, mandating renewable and energy-
efficient purchase commitments for state facilities, offering loan and incentive programs to
increase energy efficiency in public buildings, retrofit and replace state vehicles and equipment,
and implement a public communication strategy regarding the benefits of clean energy.

(AVA Access to Appropriate and Affordable Health Care
Expand and protect access to affordable, adequate, transparent insurance coverage for all
¢ Implement and Build on the Affordable Care Act

The association’s work to implement the coverage provisions of the Affordable Care Act continues to be guided by
our first principle for healthcare reform, that all residents of the United States should have meaningful, affordable
healthcare coverage. The Congressional Budget Office projects that 30 million Americans will gain access to
coverage once the law is fully implemented, making the ACA the most important piece of legislation for expanding
access to care since Medicare and Medicaid were created. Implementation of the law will need to continue to be
monitored closely and the association will need to continue working to ensure that insurance coverage is indeed
available, affordable, adequate, and sufficiently understandable so that consumers can choose the plan that best
meets their needs.

Even if the ACA meets the CBO’s projections for coverage, there are expected to be some 25 million people in the
U.S. still without coverage after the law is fully implemented, and this number could be even higher depending on
the success of education and enrollment outreach efforts, the failure of some states to expand their Medicaid
programs, and other policy choices that could undermine coverage. Therefore the association will need to continue
working at the federal and state levels to achieve universal health insurance coverage. Examples of the types of
policies that will likely need to be supported to achieve this goal include: continuing to advocate for Medicaid



expansion in states that have not yet done so, addressing barriers to coverage for undocumented residents, and
eliminating or reducing tobacco surcharges that may make coverage prohibitively expensive for tobacco users.

e Protect Medicare, Medicaid, and CHIP

Medicare, Medicaid, and the Children’s Health Insurance Program are important sources of insurance coverage for
adults and children with or at-risk for CVD and stroke. Medicaid alone provides an important safety net for 16
million Americans with a history of heart disease, stroke or other forms of cardiovascular disease (CVD), including
seniors living in nursing homes, children with congenital heart disease, and those who have been disabled by stroke,
congestive heart failure or other CVD. In addition, 42 percent of Medicare beneficiaries have a heart condition and
12 percent have had a stroke. As the federal and state governments struggle with budget deficits, Medicare and
Medicaid in particularly are coming under increasing attention as a potential source for budget savings, even as the
Baby Boomers age and more people need the coverage these programs provide. As Congress considers changes to
these public programs, the association will work to:

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

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

Make the impact on patients, particularly those who are most vulnerable, the central focus of any dialogue
on health entitlement reform.

Ensure that entitlement reforms emphasize improvements in health care value, rather than shifting costs
from the public to the private sector or from the government to beneficiaries.

Support changes that promote prevention and coordinated care and reward higher quality as the best
approaches to achieve significant cost savings and improvements in health outcomes.

e Access to Stroke Rehabilitation

The association works to protect and improve stroke survivors’ access to rehabilitative services in Medicare,
Medicaid, and private insurance coverage. Examples of the types of policies we continue to support include:

e Actively advocating for Congress to repeal the Medicare outpatient therapy caps for physical and
speech therapy and for occupational therapy or to extend the “exceptions process” that Congress
has put in place to allow Medicare beneficiaries who need medically necessary therapy services to
get an exception from the caps.

e Advocated for the inclusion of “rehabilitative and habilitative services and devices” as one of the
10 categories of “Essential Health Benefits” that have to be covered by all private health plans in
the nongroup and small group markets and for many Medicaid beneficiaries, starting January 1,
2014. As this coverage is implemented, the association will need to continue monitoring it to
ensure that access to therapy services is sufficient and that limits on therapy services are not
preventing access to needed rehabilitative and habilitative care.

e Increase Access to Cardiac Rehabilitation

Each year, roughly 785,000 Americans will have a heart attack and more than 60 percent will have a second and
potentially fatal event.! Cardiac rehabilitation (CR) reduces the risk of a future cardiac event by stabilizing, slowing
or even reversing the progression of cardio-vascular disease (CVD).3® Patients with other cardiovascular diseases
such as valve repair and heart failure also benefit from exercise rehabilitation.

Yet despite its clear benefits, CR remains underutilized, particularly among women and minorities.3¥%! Only 14%
to 35% of eligible heart attack survivors and 31% of patients after coronary bypass surgery participate in a CR
program.®* The utilization rate for eligible Medicare beneficiaries is an even lower 12%, and evidence clearly



shows that the more sessions they attend, the better their outcomes and the lower their risk for heart attack and
mortality compared with those who do not attend. 382383

Among the main reasons for low participation in CR are lack of a referral or a strong endorsement from the patient’s
physician; limited or no health insurance coverage; conflicts with work or home responsibilities; and lack of
program availability and access.?

The wide treatment gap between the benefits obtained from CR and participation in these programs is simply
unacceptable. New delivery models for health care offer opportunities to address patient barriers and lower costs. At
the same time, health practitioners must fully understand and appreciate the benefits of cardiac rehabilitation for
their patients.

Medicare provides reimbursement for all the recommended conditions except congestive heart failure. CR sessions
are limited to a maximum of two one-hour sessions per day up to 36 sessions furnished over a period of up to 36
weeks with the option for an additional 36 sessions. Reimbursement guidelines require CR programs to include
five components. These include: Physician-prescribed exercise, cardiac risk factor modification (education,
counseling, and behavioral intervention, psychosocial assessment, and an individualized treatment plan.

The benefits of cardiac rehabilitation are well documented. These include:

A 20-30% reduction in all-cause mortality rates83384

Decreased mortality at up to 5 years post participation3®

Reduced symptoms (angina, dyspnea, fatigue)3&

Reduction in nonfatal recurrent myocardial infarction over median follow-up of 12 months®”
Improved adherence with preventive medications!?

Increased exercise performance3®

Improved health factors like lipids and blood presure®®

Increased knowledge about cardiac disease and its management%®
Enhanced ability to perform activities of daily living®®

Improved health-related quality of life!?

Improved psychosocial symptoms3%

Reduced hospitalizations and use of medical resources*®

Increased ability to return to work or engage in leisure activities 3%

Older and sicker patients, women, minority populations, patients with lower socioeconomic status or levels of
education, are less likely to be referred to CR%8°%%2 and are less likely to enroll after referral.®* This is particularly
significant because women and minorities are far more likely to die within 5 years after a first MI compared with
white male patients.?

Barriers to Cardiac Rehabilitation

Lack of referral or strong encouragement to participate from physician
Limited follow-up or facilitation of enrollment after referral

Limited or no health care coverage (cost)

Work or home responsibilities

Hours of operation that conflict with work demands

Scarcity of programs in rural areas or low-income communities




Distance to facility from patient’s home

Access to public transportation or parking issues

Lack of perceived need for rehabilitation

Gender-dominated programs with little racial diversity among staff
Language problems and cultural beliefs

The American Heart Association is committed to public policies that will reduce the treatment gap for cardiac
rehabilitation, with a specific focus on the most underserved populations: women, minorities, and low income
individuals. These policies include:

Expand Medicare coverage for CR to patients with congestive heart failure.
Create and disseminate information on the benefits of CR to physicians and health plans to enhance referral,
follow-up and to reduce costs.

e Provide information on CR to patient-center medical homes to facilitate coordination and follow-up with
patients referred to CR.

e Support alternative models to traditional CR that address barriers associated with transportation, responsibilities
at home or work.

e Monitor the inclusion of meaningful coverage for CR in state essential health benefit packages

Health Care Economics & Value-Based Care

In response to steadily rising costs without corresponding increases in positive health outcomes, the U.S. health care
system is currently undergoing dramatic transformation. The ACA and other recent efforts have helped to create a
momentum of transformation within the health care system in several areas, including: investing in comparative
effectiveness research; implementing patient-centered medical home models; engaging patients in health care
decision-making; and utilizing value-based insurance design approaches. AHA has supported these ideas by joining
other organizations to support the National Coalition on Health Care’s plan for health and fiscal policy, Curbing
Costs Improving Care.3%

Investment in Comparative Effectiveness Research

The increasing costs of health care present a significant burden to both patients and the healthcare system.3%53% The
economic burden of CVD is particularly worrisome: in 2010 the estimated cost of CVD was $444 billion, with the
cost of CVD treatment accounting for about $1 of every $6 spent on health care in the U.S.%%" As the population
ages, the economic impact of CVD will become even more significant.3%3%°4%0  Ag 3 result, it becomes increasingly
necessary to consider not just clinical effectiveness of cardiovascular treatment, but also the cost-effectiveness of —
the relative value of — CVD interventions.

Comparative effectiveness research (CER) directly compares the effectiveness of two or more interventions to
inform healthcare decisions by providing evidence on the benefits and harms of different treatment plans, medical
devices, tests, surgeries, or ways to deliver health care.** The ACA establishes a mechanism for ensuring a new
and stable source of funding for CER through a new private, nonprofit entity, the Patient-Centered Outcomes
Research Institute (PCORI).4%2

Understanding the cost-effectiveness of various CVD and stroke interventions is an important step toward reducing
disease burden and ensuring value for services delivered.® For example, recent evidence has shown that cardiac
rehabilitation has a positive effect on survival and outcomes after hospitalization, 403:404405406:407.408.403 However, this
type of intervention is currently under-utilized,*10411.412413.414415 and there is limited data on the cost-effectiveness of
this approach.#16417418 CER research may be useful for demonstrating the value of cardiac rehab to physicians,
insurers, patients and other decision-makers. Imaging for CVD is another example of a service that should be
reviewed for its cost-effectiveness in comparison to other methods of diagnosis.*'°

While it has strong potential to be an important tool to aid decision-making and practice, AHA recognizes that CER
can be controversial and has addressed this by publishing principles for funding, conducting, and applying this type
of research.*?°



Delivery System Transformation: Medical Homes & Accountable Care

The Patient Centered Medical Home (PCMH) model is emerging as a key vehicle to transforming the organization
and delivery of primary care, improving health care quality, and controlling costs.*?4?? The PCMH is a whole-
person orientation to patient care that is responsible for meeting the large majority of patients’ physical and mental
needs, including prevention, wellness, acute care and chronic care.*?342 PCMHs emphasize integrated and
coordinated care, focus on quality and safety, facilitate partnerships between patients and physicians, and empower
patients with strategies for self-management. 423424425

Evaluations of PCMHs in the private sector reveal that these models of care are meeting cost, utilization, and quality
objectives by reducing hospital admissions and use of emergency department services, lowering medical and
pharmacy costs, and achieving more efficient care delivery,*26427:428429430 Qne recent evaluation demonstrated up to
$4.5 return on investment for every $1 spent on developing a PCMH.*?” The PCMH model has also seen early
success in the Medicaid program in states that have formed “Medicaid Health Homes” under the ACA: these states
have already seen declines in per capita costs for patients enrolled in Medicaid.*3432

Accountable Care Organizations (ACOs) share similar basic principles to the PCMH model, but under the ACO
model, provider groups assume responsibility for the quality and cost of care for the patient populations they serve,
sharing in any savings generated if defined quality targets are met.4334343 Evidence from private systems that have
adopted the ACO model show the potential for substantial savings.*¢4%74% Building on this potential, the ACA
established a voluntary ACO opportunity under Medicare — the Medicare Shared Savings Program (MSSP) — where
provider groups assume responsibility for the care of a defined population of Medicare beneficiaries, sharing in
Medicare savings when their ACO succeeds in delivering high-quality and lower-cost care.*3*#40 Recent evaluation
of the MSSP has had mixed results on the ability for ACO models to reduce savings for Medicare beneficiaries,**
but evaluation is ongoing. The Centers for Medicare and Medicaid Innovation (CMMI), is also testing a number of
medical home and ACO pilots, and evaluation of these initiatives is underway.**

Recent literature suggests that an integrated team effort is essential to providing evidence-based treatment and
primary and secondary prevention of CVD,3443 444445 \While several studies demonstrate positive CVD outcomes
from the PCMH model (such as reduced lipids and blood pressure levels and improved glycemic
contro|428:446:447.448449) ‘there is limited research demonstrating cost-effectiveness.*434504%1 Impact of the ACO model
on reducing costs and improving quality of care for patients with CVD is even less well understood. One recent
study showed initial promise for the ACO model in patients with depression and coronary artery disease and/or
congestive heart failure.**? In addition, some researchers surmise that ACOs could be designed to promote efficient
care for patients who suddenly experience an unplanned critical illness, such as STEMI, stroke, or out-of-hospital
cardiac arrest.*>® Further work must be done to define more clearly the value of PCMH and ACO approaches in the
context of CVD.

Patient Engagement

Under health care reform, delivery systems are assuming increased responsibility and financial risk for patients’
outcomes and costs. The concept of engaging patients in their care — educating patients about their conditions and
involving them in decision-making — is an important component of this delivery system reform shift, as insurers and
providers are increasingly incentivized to improve outcomes by influencing patients’ behavior. “Patient
engagement” refers to increasing a patient’s knowledge and ability to manage his or her own health and care,
combined with interventions designed to increase involvement and promote positive patient behavior.*44% Patients
who are more actively involved in their care are significantly more likely to adhere to treatment regimens, demand

higher-value services, seek preventive care, engage in healthy behavior, experience better health outcomes, and
incur lower COStS.454'455'456’457’458'459'460’461

A 2013 study found that the level of patient engagement is a significant predictor of health care costs, even after risk
adjustment: here, patients who were the least active in the decision-making process about their health care incurred
costs that averaged 8 to 21 percent higher than actively engaged patients.*>® A recent randomized trial found that
increasing patient engagement improves chronic heart failure outcomes and reduces hospitalizations.*%? In addition,
supporting patients in shared decision-making (i.e. fully informing patients about the risks and benefits of available
treatments and engaging them as participants in decisions about their care) can generate health care savings. One
large randomized controlled trial found that patients who received enhanced decision-making support had 12.5
percent fewer hospital admissions, 20.9 percent fewer heart surgeries and 5.3 percent lower overall medical costs.*6



The ACA calls for the broader application of shared decision-making as a way to improve quality and patient
experience, 64465466

Value-Based Insurance Design

Value-based insurance design (VBID) is another tool that has emerged to reduce health care spending. VBID aims
to increase health care quality and decrease costs by using financial incentives (such as reducing or eliminating co-
pays) that encourage consumers to select high-quality, cost-effective health care services — those services that yield
health benefits of high value relative to their costs. 467468 By designing insurance packages that offer preventive care,
wellness visits and certain high-value treatments (such as medications to control blood pressure) at little or no cost
to consumers, health plans can promote prevention, healthy behaviors and treatment adherence among beneficiaries,
all which may save money by reducing future expensive medical procedures.*®*47° Benefit plans may create
disincentives as well, such as high cost-sharing, for health choices that may be unnecessary or repetitive, or when
the same outcome can be achieved at a lower cost.

ACA emphasizes elements of VBID. For example, the ACA now requires private insurers and medical expansion
plans to cover certain clinical preventive services without cost-sharing,**472 many of which are important for CVD
prevention.*”® With careful design, implementation, and evaluation, value-based cost sharing can be an important
tool for aligning patient and provider incentives to pursue high-value care. Recent research has demonstrated that
reducing cost-sharing for certain drugs and treatments (such as reduced co-pays for statins and beta-blockers) has
the potential to yield improved care and reduced costs for patients with C\VD.46%474:475476477 However more research
is needed to better understand VBID mechanisms, particularly around cardiovascular care and stroke treatments.

Expand Workforce Capacity to ensure access to care

The Healthcare Workforce

Meeting the demands of a rapidly aging population is a significant challenge for our healthcare workforce,
especially in the context of caring for patients who have, or are at risk for, chronic diseases. The number of
Americans aged 65 and older is expected to double by 2050.47% Given that a person’s chronological age is a primary
risk factor for heart disease and stroke, the incidence of cardiovascular disease (CVD) is projected to significantly
increase.®*%4% As the population ages, the need for quality CVD care — and the highly trained workforce
professionals who can meet this need — will rise substantially. In addition, rising rates of obesity, diabetes, and other
CVD-risk factors*®® compound the need for patient access to a healthcare workforce suited to prevent, diagnose,
treat and manage seniors with heart disease and stroke.

Workforce Shortages. The current and projected future healthcare workforce does not have the capacity to meet
growing demands. The US already faces a critical physician shortage which is only becoming more severe as an
estimated 25 million additional Americans gain access to health insurance through expansions under the Affordable
Care Act (ACA)*® and additional millions enter the Medicare system.*® Current estimates by the Center for
Workforce Studies of the Association of American Medical Colleges (AAMC) show a shortage of over 90,000
physicians by 2020.4

e Primary Care Physicians. By 2019, expanded coverage under ACA is predicted to increase the number of
annual primary care visits by between 15.07 million and 24.26 million additional visits.*®? Despite the
rising need for primary care services, primary care physician shortages are well-documented.*® A 2012
estimate projects that the US will need to acquire nearly 52,000 additional primary care physicians by 2025
to meet care utilizations needs.* As general internists, family medicine practitioners and primary care
physicians serve a significant role in screening for risk-factors, diagnosing CVD, educating patients, and
managing their care,*34% shortages here impact a patient’s ability to get timely access to care and threaten
quality of care.

e Nurses. Nurses also play an essential part in CVD prevention and treatment,*®” yet nursing shortages are
particularly acute. Despite recent growth in the nursing workforce,* current research estimates a shortage
of 260,000 registered nurses by 2025.4% The magnitude of shortages projected today is twice as large as
any nursing shortage experienced in this country since the mid-1960s,48940

e Cardiologists. Recent workforce modeling predicts that the US will need to double the number of CVD
specialists between 2000 and 2050 in order to meet a shortage of 16,000 cardiologists.®®° The need for
additional cardiologists is driven in part by the fact CVD mortality has decreased overtime due to improved



treatments and systems of care implementation; resultantly, the number of patients with chronic CVD is
increasing, and so is the need for specialists trained to address these complex care needs.*%:

e Emergency Medicine. Emergency medicine services play a critical role in the delivery of timely and quality
of care for cardiovascular-related emergencies. However, too few emergency departments (EDs) meet the
needs of a growing and aging population.*®? According to the American College of Emergency Physicians’
National Report Card on the State of Emergency Medicine, between 1996 and 2006, the number of patients
coming to EDs increased by 32%; during this same time, the number of hospital EDs dropped by nearly
7%.%%2 The Institute of Medicine (IOM) has recognized that the supply of board-certified emergency
medicine physicians in the US is insufficient to meet current demand, leading to EDs that are
overburdened, under-funded, and highly fragmented.*®®* According to the IOM, a shortage of on-call
specialists and emergency room overcrowding results in long ED wait-times,**® impacting timely care for
patients with CVD and stroke. Two recent studies show that crowded EDs result in higher rates of adverse
outcomes for patients with cardiovascular-related emergencies.***

e An Aging Workforce. Finally, along with the aging of the general population, the healthcare workforce
itself is aging. Many registered nurses, physicians, and other health professionals are retiring, or
approaching retirement age.® Nearly one-third of all physicians will retire in the next decade,*! and older
and middle-aged nurses represent almost three-quarters of the current nursing workforce.**®> About 43% of
cardiologists are over 55 years old.4%®

Specific Workforce Issues Impacting Access to Quality CVD Care.

Graduate Medical Education. Over the past decade, there has been a more than 50% reduction in the number of
medical school graduates selecting primary care, internal medicine or family medicine residency programs.*%64” A
recent survey found that only 2% of fourth-year medical students planned to engage in a career in general internal
medicine.*% Several studies have demonstrated that among the primary factors pushing students away from primary
care and family medicine is the tremendous amount of debt facing students upon graduating and the relatively higher
compensation of other specialties — on average double that of primary care physicians.4%:4950 |n addition, limited
funding for primary care training programs, fellowships, and residency programs is a significant hurdle impacting
the recruitment of primary care practitioners.>® Lack of training opportunities also serves to limit growth in the
field of cardiology. The size of CVD training programs for medical residents decreased by about 20% in the
1990s.% A