
1

State Cardiovascular Health Programs:  
A Guide to Core Infrastructure,  
Activities and Resources

Recommendations 
from the American 
Heart Association
J a n u a ry  2 0 1 8

Executive Summary
The American Heart Association (AHA) works to improve the heart health of all Americans. Its initiatives in advocacy, education, 
and research have been impactful in mitigating the enormous physical and economic burden of cardiovascular disease (CVD) 
in the United States. Nevertheless, there is a great deal more that could and should be done to improve cardiovascular health; 
CVD is the leading cause of death among Americans and has been for nearly a century.1 
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Tobacco Prevention

•  Provide comprehensive tobacco prevention and cessation programs at CDC- recommended funding levels36 to 
support these programs. 

•  Support comprehensive clean indoor air laws to ensure healthier living and working spaces and improve 
individual and community health.

Other Risk Factors and Disparities

• Increase awareness of, and education around, CVD risk factors.

• Identify and address factors contributing to undiagnosed hypertension. 

•  Reduce CVD risk factors among at-risk adults by providing preventive services to uninsured and underinsured 
people including blood pressure, cholesterol, and diabetes testing aligned with current guidelines.37 

•   Reduce racial and ethnic health disparities, as well as other disparities, by building partnerships, strengthening 
capacity, and implementing evidence- and practice-based strategies in communities disproportionately 
affected by CVD.

Secondary Prevention

Background
For individuals who have already developed CVD or who have had a stroke, a large evidence base supports secondary 
prevention which involves targeted interventions to mitigate the risk of future adverse events or worsening CVD.38 Secondary 
preventive interventions like team-based care (i.e. “the incorporation of a multidisciplinary team for delivery of healthcare 
services…organize[d]…around patients’ needs”)39 and other innovative health systems improvements40,41 are effective 
interventions. Significant gaps remain in quality of care for CVD, including disparities by geographic region, sex and race/
ethnicity.42 

Recommended Activities

• Increase implementation of quality improvement processes in health systems.

•   Initiate activities that promote clinical innovations, clinical community linkages, team-based care, self-
monitoring of blood pressure, and other activities to effectively control blood pressure, A1C, and cholesterol.

•  Develop and implement medication optimization programs to manage blood pressure, high cholesterol and 
cardiovascular disease and prevent heart attack and stroke recurrence.

•  Address disparities in usage of evidence-based secondary CVD prevention, including team-based care.

•  Support weight loss and nutrition counseling for CVD survivors.

•  Promote coverage of and access to cardiac rehabilitation in private and public insurance.

•   Encourage payment and delivery system reforms that improve the safety, effectiveness, efficiency, equity,  
timeliness, and patient-centeredness of care.

•  Facilitate the coordination and enhancement of stroke and ST-Elevation Myocardial Infarction (STEMI) systems  
of care.43,*

•  Encourage implementation of evidence-based telehealth interventions that are in parity with in-person  
healthcare encounters.

Surveillance and Monitoring 

Background
Reliable surveillance systems are critical to reducing the burden of CVD. Surveillance systems are particularly important 
in tracking the rise of emerging trends such as obesity, congestive heart failure,44,45 stroke mortality,46 and regional and 
subgroup differences of myocardial infarction incidence.47 Comprehensive and accurate surveillance systems are key to 
assessing program planning, implementation, and evaluation.48 

Recommended Activities

•   Improve comprehensive chronic disease surveillance systems including maintaining effective surveillance 
systems for stroke and cardiovascular risk factors, including the Paul Coverdell National Acute Stroke 
Registry program.49

•   Conduct data collection of behaviors and potential risk factors for chronic disease to promote  
population health.50 

•   Promote reporting of blood pressure, A1C and other consensus-based measures to quality improvement 
organizations and payers to promote population health.
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•  Encourage the use of registries to collect data as part of payment and delivery system reform initiatives.

•  Facilitate data platform sharing across private/public sectors to optimize precision medicine initiatives.

•   Promote optimal use of Electronic Health Records (EHRs) including interoperability to improve CVD 
surveillance systems.

•   Facilitate surveillance of CVD events including myocardial infarction, newly diagnosed heart failure, atrial 
fibrillation, and stroke.

Sustainable Funding for CVD Prevention and Control Efforts
In addition to allocating state budget dollars, states should aggressively identify ways to leverage multiple resources to help 
support CVD prevention and control initiatives. Uncertainty with regard to federal funding for state public health programs make 
the exploration of supplemental or alternative funding sources even more critical.

This section presents a number of resources that states could explore to complement current funding for CVD prevention and 
control efforts. These potential resources include:

• Tax revenues (dedicated use of tobacco tax revenues and sugar sweetened beverage taxes),

• State prevention and wellness trusts or funds,

• Social impact bonds,

• Innovative public health and prevention uses of CMS funding, 

• Active transportation initiatives,

• Tobacco master settlement funds,

• Hospital community benefit,

• Agriculture extension funding,

• Coverage of preventive services coverage through private and public insurance,

• Employee wellness programs, and

• Foundations and other public-private partnerships.

For each option, a brief background section is followed by one or more relevant examples. 

This is not an exhaustive list, but rather a set of resources identified by AHA that could help fund or support state CVD 
prevention and control initiatives. Some are new revenue sources (e.g. taxes); others are existing resources that should be 
optimized for cardiovascular health (e.g. preventive service coverage requirements or employee wellness programs) to allow for 
the best use of scarce public health resources.

Tax Revenue
Variations of taxes on products that are known to cause harm have been enacted and/or proposed in states nationwide, 
offering states a way to disincentivize purchase of the taxed product while also raising revenues from those purchases. 
This revenue often goes toward public health efforts to combat health issues related to the taxed product. There are several 
products that states may consider taxing, both to discourage consumption of these products that are associated with poor 
heart health and to generate revenue for CVD prevention and control programing.

Examples:

  Tobacco Tax Increase: An overwhelming amount of research, going back over half a century, has linked tobacco 
consumption to CVD.51
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formulation of cures, [and] the medically accepted treatment or the prevention of diseases.”58 Tobacco taxes in the 
state also help fund the Health Education Account (HEA) for tobacco education and prevention programs. 

 –  The Arkansas Department of Health, Arkansas Department of Education, and Arkansas Center for Health 
Improvement utilize revenue generated from tobacco taxes to fund shared use and promote physical activity in the 
community.59 The program, which began in 2009 following the state’s passage of the Tobacco Excise tax (which 
increased taxes on cigarettes by $0.56/pack to $1.15 total), provides $500,000 annually to fund schools and 
school districts to implement shared use agreements.60 Public and charter schools may apply for grants to fund 
construction, improvement, or equipment purchases for school facilities, playgrounds, gyms, walking tracks, and 
more. Potential grantees must have a shared use policy so that the entire community may benefit from increased 
access to areas conduci0 >x2slities, playground
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  Colorado enacted legislation in 2015 that established the “Pay for Success Contracts Program.”96 Rather than focus 
on a specific area or fund a specific program, the state initially had broad criteria for eligibility – to increase “economic 
opportunity and the likelihood of healthy futures and promoting child and youth development.”97 

  In January of 2017, Governor John Hickenlooper announced a “Call for Innovation” to solicit innovative proposals from 
nonprofits, local governments and service providers in the state to improve outcomes for youth and their families. The 
Office of State Planning and Budget identified two focus areas for projects: improving high school graduation rates 
and reducing juvenile justice involvement among young first-time offenders.98 

Innovative Public Health and Prevention Uses of CMS Funding
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  Medicaid Waiver: As part of its Section 1115 Medicaid waiver program, Nevada received approval to implement 
the Nevada Comprehensive Care Waiver (NCCW) in 2013.119 Nevada’s waiver provides care management for those 
with at least one qualifying condition who were previously ineligible for the state’s care management services.120 
Qualifying conditions include diabetes, heart disease/coronary artery disease, and obesity.121 The goal of the  
NCCW is to “improve the quality of care that high-cost, high-need Nevada Medicaid recipients in [Fee-for-Service] 
receive through care management and financial incentives such as pay for performance.”122 Nevada seeks to 
increase the use of preventive services by 10 percent and increase evidence-based pharmacological treatment for 
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for the increase in Medicaid and other health related costs due to illnesses caused by cigarette smoking and other tobacco 
consumption.141 Each year, independent auditors determine how much the participating tobacco companies must pay each 
Settling State; in 2016, Settling States received an average of $121.4 million from the MSA, with awards ranging from $1.7 
million (Guam) to $1.4 billion (New York State).142 

While the intent of the MSA is to promote public health and tobacco cessation and prevention,143 a number of states have 
elected to securitize at least a portion of their MSA payments—that is, sell the prospect of future payments to investment 
firms for a lump-sum of money—and use this lump-sum to fund budget shortfalls instead of tobacco prevention and cessation 
related programming.144 Securitizing and/or utilizing MSA payments for projects that do not target public health and tobacco 
cessation and prevention go against the intent of the settlement. States that consider pursuing Master Settlement funds for 
CVD prevention and control initiatives should be committed to consistently spending MSA payments in furtherance of this goal.

Example:

  Oregon began allocating the entirety of its biennial tobacco MSA payments to health care and health related 
programming in 2015.145 Of the $158 million Oregon received in 2015, $4.1 million was allocated to tobacco 
prevention and cessation programs, and another $4.1 million was allocated to Oregon schools to fund physical 
education programs.146 Most of the remaining settlement money ($102 million) was allocated to fund the Oregon 
Health Plan, the state’s Medicaid program. 

Hospital Community Benefit
Non-profit hospitals must meet certain requirements to maintain their tax-exempt status, including providing benefits to 
the communities they serve. Currently, about half of U.S. hospitals are non-government, non-profit hospitals.147 The ACA 
established several requirements for tax-exempt, non-profit hospitals to ensure that they invest in community health:

•  
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Agriculture Extension Funding
The National Institute of Food and Agriculture, within the U.S. Department of Agriculture, provides funding to translate agricultural, 
economic, and societal research into content for public consumption via the Cooperative Extension.157 Areas of focus for 
projects funded by the Extension include providing education on the food system (from sustainable farming to nutrition), 
creating materials on community and home economic development to help families and communities escape the cycle of 
poverty, and identifying and improving unmet societal needs with community stakeholders. While the origins of the Extension 
are rural, the current Extension’s “non-formal education and learning activities” target rural, suburban, and urban residents.158

Extension funding also goes to university faculty members at Land-Grant Universities to develop messaging to communicate 
the latest research in priority areas, as well as to county-based educators who work with local stakeholders to identify 
community needs, evaluate educational resources, and set priorities for future research.159 

Ag Extension funding can be leveraged to support CVD prevention and control goals.

Examples:

  University of Maryland uses extension funding to further the state’s SNAP Education program, the Food Supplement 
Nutrition Education Program.160 This program educates low-income Marylanders on healthy lifestyle and nutrition 
behaviors to help them make healthier choices and avoid chronic diseases.161 The University also uses extension 
funding to increase “the use and affordability of locally grown, fresh food through local market promotion and 
community gardens.”162 Increasing access to fruits and vegetables, particularly in urban areas that have historically 
lacked access to these nutrient dense, low calorie foods, is also an important part of encouraging healthy behaviors 
and preventing CVD.163 

  Michigan State University leverages extension funding to create educational materials about healthy lifestyle choices, 
including information on maintaining a healthy diet on a budget and nutrition and physical activity recommendations to 
avoid chronic diseases.164 The University has also utilized funding to provide interested Michiganders with information 
on health and healthy lifestyle choices throughout life, from early childhood development165 to healthy aging.166 
Providing such a comprehensive view of resources enables anyone, regardless of age, to learn more about and 
commit to healthy behaviors that can prevent CVD.

Coverage of Preventive Services – Private Insurance, Medicaid and Medicare
The ACA requires coverage of certain preventive services under Section 2713 for individuals in most private health insurance 
plans and in Medicaid expansion plans. While not directly revenue generating, ensuring preventive services are covered under 
public and private insurance can free up resources that state health departments can use for other core functions.

Section 2713 includes four categories of services:

• Services with an A or B recommendation from the US Preventive Services Task Force (USPSTF),

• Adult and child vaccines recommended by the CDC’s Advisory Committee on Immunization Practices (ACIP),

•
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Examples:

  Coverage of preventive services for all Medicaid beneficiaries: States have the flexibility to cover preventive 
services for individuals in traditional (non-expansion) Medicaid. Some states, including California,169 Hawaii,170 
Montana,171 Nevada,172 New Hampshire,173 New Jersey,174 New York,175 and Ohio,176 and others, are covering all of 
the Section 2713 services, including the CVD-related services listed above, for all of their Medicaid enrollees. Other 
states should assess their current Medicaid coverage of CVD-related preventive services and fill any current coverage 
gaps. States should also review their CHIP programs to assess coverage for children’s preventive services related to 
overweight and other CVD risk factors.

  State insurance mandates for private and state employee coverage: All states have some mandates regarding 
what individual, small group, and/or large group private insurance must cover. These mandates can include specific 
preventive services related to cardiovascular health, such as diabetes services and/or supplies (46 states plus DC177); 
and tobacco cessation medications (e.g. Vermont178). HHS has a current listing of state private insurance benefit 
mandates by state.179 States can also pass legislative mandates regarding coverage of specific services in state 
employee health plans; for example, Arkansas requires coverage of treatment for morbid obesity in state and public 
school employee health benefit plans.180 Policymakers and stakeholders should identify current state mandates related 
to CVD preventive services, for both private plans and state employee plans, and identify any gaps that may exist.

Employee Wellness Programs
Like coverage of preventive services under public and private insurance, employee wellness programs are not directly revenue-
generating for states. Nevertheless, such programs could potentially be leveraged to help states reserve resources for other 
priority areas.

With much of the U.S. population employed, and given the substantial effect of health on performance and profitability, 
employers play a significant role in broad-scale CVD prevention and control. Approximately half of all mid-size to large 
employers now offer workplace health and wellness programs.181 However, not all are comprehensive or evidence-based, and 
as a result, the rates of positive health outcomes from these programs vary widely. In a position statement, AHA outlines seven 
components of effective and comprehensive workplace wellness programs (CWWPs):

• Health education focused on skill development and lifestyle behavior change,

• Supportive social and physical environments,

• Integration of a workplace program into an organization’s benefits,

•  Links between health promotion and related programs like employee health and safety,

• Health risk screenings followed by education and counseling,

• Support for lifestyle changes conducive to prevention, and

•  Process to assess the effectiveness and efficiency of the CWWP.182 

The CDC offers a similar checklist for employers to determine whether their health plan is set up to succeed in improving CVD 
prevention and control.183 Among its areas of focus are cardiovascular risk identification, risk reduction services, accordance 
with national guidelines, quality assurance, strategies to eliminate disparities, and other components deemed necessary to 
assure comprehensive care. More goal-specific toolkits are available from the AHA to plan better office food and beverage 
options,184 create a workplace walking program,185 and prioritize heart-healthy on-site screening tests.186 Finally, the National 
Institute of Occupational Health and Safety advocates for a Total Worker Health (TWH) approach—a holistic understanding 
of the factors that contribute to worker well-being, including those risk factors in the workplace that can contribute to health 
problems previously considered unrelated to work, such as stress and high blood pressure.187 Broadly, these recommendations 
provide a roadmap to guide employers in investing in the creation of healthy workplaces for their employees.

As with any program, rigorous evaluation and monitoring are necessary to maintain quality.188 States have an important role 
to play in ensuring these programs perform effectively. Regulation to uphold evidence-based standards for CWWPs may 
incentivize certain activities or the attainment of certain health outcomes. With the passage of the ACA and its provisions to 
encourage greater workplace participation in prevention and control efforts came increased scrutiny into employee wellness.189 
Through scorecards or other means of recognition, states that enforce CWWP standards encourage their employers to devote 
resources to attain better health outcomes for their employees. States can consider promoting and monitoring corporate 
CWWPs that aim to reduce rates of CVD. Additionally, state governments are large employers in most states and may take their 
own initiative in developing well designed employee wellness programs.
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Examples:

  As part of its CWWP, Johnson & Johnson190 offers resources for its employees to prevent, monitor, and treat 
cardiovascular issues. Tobacco-free worksites, on-site education, stress-reduction counselling, and exercise 
incentives such as gym memberships aim to help employees prevent the onset of heart disease. Sponsoring personal 
health risk assessments helps the company develop further strategies and initiatives that move more of its workforce 
towards greater overall health, while enabling employees to take greater control of these numbers themselves. As a 
result of this program, 57 percent more Johnson & Johnson employees are aware of their health stats and status.191 

  To address the problems associated with obesity and poor diet, Macy’s Naturally Slim192 program aims to empower 
its employees to lose weight and reduce Metabolic Syndrome. Its online nutrition education, coaching, and tracking 
has helped 3,000 of its employees lose an average of nine pounds.193 Approximately half of these participants saw 
reductions in blood pressure, blood glucose, triglycerides, and HDL cholesterol. At the end of Macy’s 10-week 
program, 44 percent of employees who had Metabolic Syndrome at the start of the program had reversed their 
condition, saving the company over $1 million in health care costs.194 

  Humana sought to improve the well-being of its employees through a multi-pronged program in which employees 
could track their overall physical and mental health as it changes over time.195 Biometric screenings show 
improvements in overall health for 40 percent of participants, including 194,000 pounds collectively lost. Roughly  
85 percent of Humana associates actively participate in the program, with 65 percent setting and/or achieving 
health goals.196 

  Small companies may offer their employees robust CWWPs as well. Located next to a biking and walking trail in 
Bethesda, MD, HonestTea197 encourages its forty employees to remain active through one-on-one coaching with a 
full-time wellness coach, regular workshops and challenges, and an on-site exercise video library. To celebrate the sale 
of the billionth bottle of HonestTea, the company gave each employee a branded bicycle. Though the company does 
not formally track ROI or formal health outcomes progress, it considers wellness core to its central mission.

  To encourage its employees to maintain their health, L.L.Bean198 offers on-site fitness, annual biometric screenings, 
coaching, and other assistance programs, including smoking cessation, weight loss, and diabetes prevention. To 
encourage participation, health insurance premiums are 20 percent lower (from a 70:30 to 50:50 employee/employer 
split) for program participants who complete a health risk assessment, screening, and one health coaching session. 
Among its most successful programs are the $3.00 300-calorie lunches, which add appeal to healthy options. 

Foundations 

Corporate Foundations and Public-Private Partnerships
In addition to providing funding for cardiovascular health directly, employers can give through company-sponsored 
foundations. Company-sponsored foundations, also known as corporate foundations, are separate legal entities that maintain 
close ties with the affiliated company and usually align giving with company interests. Corporate foundations often maintain 
endowments and rely on contributions from the parent company and subsidiaries to support their giving programs.199 

Some corporate foundations focus on a host of health issues, while others focus more narrowly on just one or two specific 
diseases. However, many foundations tend to focus their efforts on major diseases such as CVD.200 While many corporate 
foundation initiatives are focused on the county or community level, states could also generate proposals, alone or in 
partnership with other entities.

Examples:

  The Blue Shield of California Foundation is one of the state’s largest grant making organizations, with the mission 
of improving the lives of all Californians by making healthcare accessible for the underserved and ending domestic 
violence.201 In February 2017, the Blue Shield of California Foundation launched Act Now, a grant making initiative 
to support the health and safety of Californians in need.202 The initiative was created in light of the current social and 
political environment and “the unknown challenges ahead” faced by the U.S. health system.
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  The Medtronic Foundation aims to improve healthcare access for the underserved and support healthy communities 
where its employees live and work. While Medtronic has locations in several states, the operational headquarters is 
in Minnesota, where much of the foundation’s efforts are based.204 The foundation has launched a number of public-
private partnerships to enhance CVD prevention and control key activities including HealthRise and the HeartRescue 
Project. Public-private partnerships can be an effective way to advance CVD related goals and should be considered  
by a state CVD prevention and control program to the extent possible. 

 –   
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  The Lyda Hill Foundation invests in scientific projects that conduct research, educate, serve, or seek systematic 
change around areas such as medical care and services. Their grants may go to single organizations or to larger  
issue-specific efforts to create transformational change at a community level.212 Among its portfolio of recent grantees 
are regional medical centers, hospitals, disease research centers, and health policy institutes.213 

In addition to the foundations referenced above, states also have dedicated health and healthcare foundations that often 
support public health activities. States should look to these foundations for additional ways to collaborate and identify resources 
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