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ABSTRACT: The release of the American Heart Association’s 2030 Impact 
Goal and associated metrics for success underscores the importance of 
cardiovascular health and cardiovascular disease surveillance systems for 
the acquisition of information sufficient to support implementation and 
evaluation. The aim of this policy statement is to review and comment on 
existing recommendations for and current approaches to cardiovascular 
surveillance, identify gaps, and formulate policy implications and pragmatic 
recommendations for transforming surveillance of cardiovascular disease and 
cardiovascular health in the United States. The development of community 
platforms coupled with widespread use of digital technologies, electronic 
health records, and mobile health has created new opportunities that 
could greatly modernize surveillance if coordinated in a pragmatic matter. 
However, technology and public health and scientific mandates must be 
merged into action. We describe the action and components necessary 
to create the cardiovascular health and cardiovascular disease surveillance 
system of the future, steps in development, and challenges that federal, 
state, and local governments will need to address. Development of robust 
policies and commitment to collaboration among professional organizations, 
community partners, and policy makers are critical to ultimately reduce the 
burden of cardiovascular disease and improve cardiovascular health and 
to evaluate whether national health goals are achieved.

The American Heart Association’s (AHA) Impact Goal for 2030 detailed in 
this issue of Circulation sets a bold course for cardiovascular health (CVH) 
promotion and cardiovascular disease (CVD) prevention, with a focus on 

increasing healthy life expectancy.1 Metrics used to measure progress toward 
this goal require timely access to valid data sources on a spectrum of health and 
disease characteristics from the population. The goals of this policy statement 
are to comment on current and emerging challenges to feasible acquisition of 
information sufficient to fully evaluate and support these types of goals. It also 
aims to summarize opportunities to transform data systems, formulate policy im-
plications, and propose recommendations for future surveillance that the AHA’s 
vision for 2030 brings so prominently to the forefront. Although stimulated by 
the articulation of the AHA’s 2030 Impact Goal, this policy statement takes a 
broad view of cardiovascular surveillance and addresses several critical features 
needed to advance its effectiveness in the United States over the next decade 
and beyond.
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Defining Surveillance
The World Health Organization (WHO) defines public 
health surveillance as “the continuous, systematic col-
lection, analysis and interpretation of health-related 
data needed for the planning, implementation, and 
evaluation of public health practice.”2 Public health 
surveillance systems are complex quantitative enter-
prises with intricate analytical capabilities that require 
timely access to and input from numerous data sourc-
es.3 The scope of public health surveillance is broad 
yet pragmatic and is aimed to facilitate intervention. 
Surveillance data are collected, analyzed, and com-
municated to stakeholders (eg, policymakers, scientific 
communities, program planners, public health authori-
ties, medical institutions, and funding agencies) with 
the intent of enabling public health action. For CVH 
and CVD, surveillance is the act of measuring the oc-
currence of all manifestations of CVH and CVD—in-
cluding incidence, survival, risk factors, and recurrence 
rates—according to person, time, and place. Surveil-
lance provides the evidence base to quantify how 
indicators of CVH and CVD change over time. This 
is critical to monitoring progress toward improving 
population health through clinical interventions, public 
health campaigns, economic factors, health policies, 
evolving healthcare systems, and other behavioral and 
environmental changes.

Strategic Goals and Surveillance Data
Executing the AHA’s strategic mission of “being a relent-
less force for a world of longer, healthier lives” requires 
reliable surveillance data to measure progress. The 
AHA’s 2020 Impact Goal targeted a 20% improvement 
in CVH and a 20% reduction of coronary heart disease 
(HD) and stroke mortality by 2020.4 This goal required 
surveillance systems to monitor not only the ongoing 
US death rates for CVD and stroke but also, in prin-
ciple for “all Americans,” trends in prevalence of each 
of the 7 ideal CVH metrics (tobacco use, diet, physical 
activity, body mass index, blood pressure, cholesterol, 
and glucose).4 The AHA’s 2030 Impact Goal, together 
with the Strategic Value Proposition, will require not 
only continuation of this current surveillance but also 
incorporation of new dimensions: health-adjusted life 
expectancy and indicators of overall health and well-
being. Health-adjusted life expectancy is the core met-
ric selected for goal monitoring as calculated at state 
and national levels. Health-adjusted life expectancy es-
timates are based on mortality data and disease burden 
estimates for nonfatal health outcomes. Although mor-
tality data in the United States are considered robust 
and accessible, there are significant gaps in surveillance 
data for nonfatal outcomes, especially at the local level 

and among certain population subgroups, several of 
which are identified and discussed below.

The Rising Burden of CVD
Approximately 120 million people in the United States 
currently have ≥1 forms of CVD, which makes it a lead-
ing cause of death, morbidity, and disability for both 
men and women.3 Common types of CVD include 
coronary HD, stroke, hypertension, and heart failure. In 
2016 alone, CVD accounted for ≈840 000 deaths in the 
United States.5 Between 1968 and 2016, age-adjusted 
total CVD mortality declined substantially (by 71%) and 
HD and stroke mortality declined by 68% and 77%, 
respectively. Since the turn of the century, the burden 
of obesity and diabetes mellitus continued to increase,5 
which raised the concern that reductions in CVD mor-
tality would eventually stop.

Recent trends substantiate this concern. In 2011, the 
rate of decline in CVD mortality began decelerating, 
and the downward trends in deaths attributable to HD 
reversed course in middle-aged Americans. From 2011 
to 2017, the decline in average annual rates diminished 
to <1% per year, with a total CVD 5-year mortality de-
cline of 4.0% and declines in HD and stroke mortal-
ity of 5.0% and 0.8%, respectively.6,7 The number of 
CVD deaths increased from 2011 to 2017 by 9.7%, 
with the number of HD and stroke deaths increasing 
by 8.5% and 13.5%, respectively.6,7 The deceleration 
of the decline in CVD mortality rates is evident in men, 
in women, and in all major racial and ethnic groups. 
These slowing rates of decline in age-adjusted mortal-
ity contribute to a rise in the annual number of deaths 
attributable to total CVD, HD, and stroke, primarily be-
cause the US population ≥65 years of age, in whom 
≈80% of all CVD deaths occur, has been growing at an 
accelerated rate.8

Taken collectively, these recent reports underscore 
that ground is being lost in the fight against CVD,5–7 
and these new trends in CVD mortality present a major 
challenge to the goal of increasing healthy life expec-
tancy over the next 10 years.

CVH in the United States Is Far From 
Ideal
The AHA introduced a definition of CVH in 2010 de-
scribing ideal CVH as the absence of clinically manifest 
CVD together with smoking abstention and optimal 
levels of blood pressure, blood sugar, blood cholester-
ol, body weight, diet, and physical activity.4 Individuals 
with ideal CVH exhibit lower rates of subclinical CVD 
and have a lower risk of incident CVD.5,9,10 Unfortu-
nately, ideal CVH is rare: Fewer than 1% of US adults 
have ideal levels of all 7 metrics, only 5% have 6 metrics 
in the ideal range, and only 13% have 5 metrics in the 
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ideal range.5 Younger adults are more likely to meet 
greater numbers of ideal metrics than older adults. 
Approximately half of US youth 12 to 19 years of age 
(48%) meet 3 or 4 criteria for ideal CVH, and ≈47% 
meet 5 or 6 criteria; national data are limited or lacking 
altogether for younger ages.5

Disparities in CVD Mortality Persist
Ideal CVD mortality varies by age, sex, race, ethnic-
ity, income, education level, geography, and even zip 
code.5 CVD mortality is higher at older ages11; however, 
after adjustment for age, CVD mortality is >40% higher 
in men than women and has been declining faster in 
women.5

CVD mortality is substantially higher among non-
Hispanic (NH) blacks compared with all other major race 
and ethnic groups, followed by NH whites, NH Ameri-
can Indian/Alaska Natives, Hispanics, and NH Asian/Pa-
cific Islanders.5 These disparities are present for HD and 
stroke. The decline in mortality rate from 2000 to 2014 
was greatest in NH Asian/Pacific Islanders (40.9%), fol-
lowed by Hispanics, NH blacks, and NH whites, and was 
lowest in NH American Indian/Alaska Natives (24.5%).5

CVD mortality varies geographically, with the highest 
rates in the South, followed by the Midwest, Northeast, 
and West, such that the rate in the South is 15% higher 
than the rate in the West.5 The South and the Midwest 
have the highest stroke mortality rates, followed by the 
West, with the lowest rate in the Northeast. Mortality 
rates are also heterogeneous across states, with an ≈2-
fold difference in mortality rates between the highest 
and lowest rates for total CVD, HD, and stroke.12 Total 
CVD, HD, and stroke mortality are higher in nonmetro-
politan areas than in metropolitan areas by 18%, 21%, 
and 12%, respectively.12 Even in smaller geographic 
units (ie, zip codes),13 large disparities in CVD mortal-
ity and CVH have been noted, which underscores the 
importance of local surveillance. The persistence of 
marked disparities in CVH and CVD morbidity and mor-
tality indicates insufficient economic and social invest-
ment and justifies robust surveillance that can allow 
identification of disproportionately affected subgroups 
to inform intervention plans.

Forging Positive Change: The Role of 
Robust Surveillance
The formulation of policies to reignite reductions in 
CVH mortality and improve CVH requires forecast-
ing the impact of an intervention on the burden of 
disease. The AHA developed methods to forecast the 
prevalence and cost of care for CVD14,15 using preva-
lence rates, average costs, and the census-projected 
population. Medical costs, indirect costs attributable to 
morbidity, and premature mortality attributable to CVD 

were estimated using several major databases. Similar 
data were used to project the trend in deaths attribut-
able to coronary HD and the cost of informal caregiving 
through 2030 and 2035, respectively.16

Agent-based modeling is an emerging approach 
based on systems science that can model complex 
processes involved in chronic diseases.17–19 Unlike 
standard statistical models, systems science methods 
can dynamically integrate complex data from diverse 
sources.17 Agent-based modeling is attractive because 
it can accommodate the growing breadth, complex-
ity, and dynamicity of the metrics and determinants of 
CVD and CVH. However, it requires a large amount of 
individual-level data for parameterization, calibration, 
and validation, and naturally, the reliability of the data 
will impact the reliability of the models. The proof of 
concept of the feasibility of applying agent-based mod-
eling to study CVD has been reported, and limitations 
related to data structure20 have been underscored. Im-
portantly, the implications of these data-driven models 
must be disseminated and action plans designed and 
implemented.

Section Summary
•	 Achieving the AHA’s 2030 Impact Goal will require 

overcoming recent unfavorable trends and dispari-
ties in CVD and CVH.

•	 Interventions should be planned while relying on 
valid data, deployed with keen attention to priori-
tization, and monitored for effectiveness.

•	 Novel modeling methods can predict the burden 
of CVD, inform effective interventions, and guide 
resources allocation provided that valid and reli-
able data are available at state and local levels. 
Ultimately, risk prediction derived from these mod-
els must translate to action to improve CVH.

EXISTING RECOMMENDATIONS AND 
RESOURCES FOR CVD SURVEILLANCE
Previous Surveillance Recommendations
Over the past 50 years, CVD surveillance has been the 
topic of conferences and position papers. In 1978, the 
National Heart, Lung, and Blood Institute convened a 
conference to examine the decline in coronary disease 
deaths and delineate an approach to determining puta-
tive causes.21 The establishment of a national surveil-
lance system was one of the recommendations from 
this conference. Several studies were initiated thereaf-
ter, including in particular the ARIC study (Atheroscle-
rosis Risk in Communities) in the United States and the 
WHO MONICA Project (Monitoring Trends and Deter-
minants in Cardiovascular Disease) in 21 countries.22,23 
These studies have made invaluable contributions to 
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our understanding of the burden of CVD and relevant 
causative factors; however, they were not designed as 
national surveillance systems and only pertain to select 
communities. Furthermore, their activity is vulnerable 
given the temporary nature of their federal funding.24

In 2007, a scientific statement from the AHA for-
mulated 12 recommendations for surveillance.25 Four 
years later, in 2011, the Institute of Medicine (now 
the National Academies of Sciences, Engineering, and 
Medicine) proposed a framework for national chronic 
disease surveillance and concluded that a coordinated 
surveillance system was needed to integrate and ex-
pand existing information on chronic diseases across 
the multiple levels of decision making to generate ac-
tionable, timely knowledge at the national, state, and 
local levels.26 Remarkable consistencies were evident 
across recommendations (Table 1), which called for the 
establishment of a national surveillance system of CVD, 
underscored the importance of doing so while focus-
ing on eliminating disparities, and emphasized the im-
portance of standardization, linkage, and avoidance of 
duplication.

In keeping with these recommendations, in 2013, 
the National Heart, Lung, and Blood Institute convened 
a workshop to evaluate the feasibility of establishing 
a national CVD surveillance system.27 This led to the 
formulation of deliberately pragmatic recommenda-
tions that included pilot studies to evaluate feasibil-
ity and cost, development of core data elements, and 
standardized data collection. The recommendations 
also promoted efforts to evaluate technologies to di-
rectly capture and store structured electronic health re-
cord (EHR) data for clinical and public health research 
and engagement with the Centers for Disease Control 
and Prevention (CDC), Centers for Medicare & Med-
icaid Services, and other National Institutes of Health 
institutes.

Despite these recommendations formulated >40 
years ago, a national system for CVD and CVH surveil-
lance is still lacking.

Current Surveillance Resources
In 2014, the CDC engaged in a strategic and opera-
tional initiative to improve disease surveillance data 
sources. The surveillance strategy deployed by the CDC 
between 2014 and 2018 has been shared publicly.28,29 
In 2016, Congress authorized the CDC to initiate the 
development of a National Neurological Conditions 
Surveillance System. Ongoing demonstration projects 
will assess the feasibility and scalability of this initia-
tive.30 The neurological diseases initiative constitutes a 
potential model for the surveillance of CVD and CVH. 
In 2016, the CDC, in collaboration with the AHA, as-
sembled a compendium of resources for HD and stroke 
surveillance, available online.31 Table  2 makes use of 

this resource guide to summarize government-funded 
and -managed CVD data sources, their key charac-
teristics, and their limitations. It is apparent from this 
summary that current surveillance activities depend on 
fragmented and heterogeneous sources. Death certifi-
cate data from the National Vital Statistics System are 
commonly used to monitor CVD deaths. Despite coding 
limitations, these data provide the most comprehensive 
demographic, geographic, and cause-of-death infor-
mation in the United States.45–48 However, for nonfatal 
CVD incidence and survival, as well as recurrence rates, 
there are no national surveillance data sources.

Estimates of CVD prevalence and CVH factors can 
be obtained from the BRFSS (Behavioral Risk Factor Sur-
veillance System), the NHIS (National Health Interview 
Survey), and the NHANES (National Health and Nutri-
tion Examination Survey). Data from NHANES are na-
tionally representative (with sampling weights applied 
as necessary) and contain direct objective measures of 
health, whereas other sources such as the BRFSS are 
representative at the state level but rely heavily on self-
report and are subject to misclassification and incor-
rect recall.49 The American Community Survey of the 
US Census Bureau provides demographic, social, and 
economic characteristics of US counties, which can be 
used with individual- and population-level surveillance 
data to gain insights into how individuals and the envi-
ronment interact to impact CVH.50,51

Longitudinal cohort studies with large population 
samples have provided region-specific surveillance data. 
Examples include the aforementioned ARIC study,22 
the Minnesota Heart Survey,52 the Olmsted County 
Study,53,54 the Worcester Heart Attack Study, the Fram-
ingham Heart Study, the GCNKSS (Greater Cincinnati/
Northern Kentucky Stroke Study), and BASIC (Brain At-
tack Surveillance in Corpus Christi).55–59 Although these 
studies and others, such as the REGARDS study (Rea-
sons for Geographic and Racial Differences in Stroke),60 
used methodology and definitions standardized via 
expert-developed protocols, none provide national sur-
veillance estimates, and data availability is inherently 
precarious because they are funded through contracts 
or peer-reviewed grants.

Clinical registries are voluntary observational data re-
positories focused on a clinical condition or procedure61 
supported by diverse entities (researchers, research 
consortiums, nonprofit organizations, government 
agencies, and industry). They capture data that reflect 
real-world clinical practice, including patient charac-
teristics, comorbid conditions, and patterns of care, 
quality of care, safety, and clinical outcomes. Examples 
include the AHA’s Get With The Guidelines registries, 
the American College of Cardiology’s National Car-
diovascular Data Registry, the Interagency Registry for 
Mechanically Assisted Circulatory Support, the CDC’s 
Paul Coverdell National Acute Stroke Registry, and the 
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Table 1.  Summary Recommendations From AHA and IOM in 2007 and 2011

2007 AHA Scientific Statement25 2011 IOM Report26

Overarching Recommendations

 ��� 1. � A National Heart Disease and Stroke Surveillance Unit should 
be established to produce annual reports on key indicators of 
progress in the prevention and management of heart disease and 
stroke.

1.   �The Secretary of HHS should establish and resource a standing national working 
group to oversee and coordinate cardiovascular and chronic pulmonary disease 
surveillance activity. This working group should include representatives from 
HHS (CDC, NIH, AHRQ, CMS, IHS, ONCHIT, FDA); other relevant federal 
agencies (eg, VA and DOD); tribal, state, and local public health agencies; and 
nongovernmental organizations with relevant roles in surveillance.

 ��� 2. � CVD, including cardiac arrests, ACS, stroke, HF, and 
interventional procedures, should be classified as reportable 
conditions. The reporting system should:

  ���  a. � incorporate
   ���   i. � distinction between incident and recurrent events
   ���   ii. � validation of diagnosis, at least in a subsample, to enable 

the estimation of valid rates over time
   ���   iii. � adjustment for changes in diagnostic technology over time
   ���   iv. � collection of data on severity of the event and quality of 

prehospital care, acute care, procedure use, and preventive 
care at discharge

  ���  b. � enable
   ���   i. � surveillance of 30-day case fatality through linkage with NDI
   ���   ii. � monitoring of healthcare quality as part of efforts to 

prevent recurrent events after discharge
   ���   iii. � monitoring of patient health status after discharge

2. � HHS should prioritize surveillance on systems that can:
• � Track progress on nationally recognized goals and indicators regarding 

cardiovascular and chronic pulmonary disease incidence, prevalence, and 
prevention (eg, Healthy People).

• � Evaluate and inform national, state, and local efforts to control, reduce, and 
prevent these chronic diseases.

• � Enable effective public health actions and policies.
• � Improve treatment outcomes.
• � Monitor and enhance quality of life.
• � Reduce disparities in risk burden of these diseases.

   � � �3.   �Collect data on lipoprotein cholesterol concentrations, blood 
sugar, and glycohemoglobin values.

3. � HHS should adopt a framework that facilitates understanding of the effects of race 
and ethnicity on health and health outcomes and makes more effective linkages 
of conventional surveillance data to contextually relevant information, such as 
socioeconomic status, birthplace, acculturation, geography, language, and health 
insurance, for national surveillance of cardiovascular and chronic lung diseases.

 ��� 4. � Data elements should be standardized across surveys, and 
duplication in data sources should be avoided.

4. � The working group should:
• � Select surveillance indicators and periodically review the surveillance system to 

incorporate necessary modifications.
• � Improve collaboration and coordination among federal, tribal, state, and 

local agencies and nongovernmental organizations around the collection, 
compilation, and dissemination of surveillance information.

• � Collect and make available surveillance data (survey, registry, EHR) at the most 
granular level consistent with protection of data privacy and confidentiality 
and, when feasible, link these with other data sources (ie, clinical databases, 
public health data).

• � Form public-private partnerships with the nongovernmental health sector.
• � Develop data sets for surveillance sources broadly accessible to support and 

guide action to improve health at the national, state, and local levels.

 ��� 5. � The design and conduct of nationally representative surveillance 
programs should be revised to facilitate oversampling by states, 
territories, and tribal organizations and to provide meaningful 
estimates on ethnic subgroups in the populations.

5. � The Secretary of HHS should designate a federal office to:
• � Produce and disseminate regular surveillance reports and key indicators of 

progress that support and stimulate action to improve health and reduce 
disparities at the national, state, and local level.

• � Ensure that surveillance data are widely accessible to users (eg, public health 
agencies, health systems, researchers, policy makers, and advocacy groups) at 
all levels while protecting privacy and documenting the extent of that use.

• � Implement the recommendations of the national working group.

 ��� 6. � Mechanisms should be developed to link healthcare data 
systems, including the national surveillance programs (eg, 
NAMCS, NHDS, and NDI), and EHRs.

6. � HHS should coordinate with voluntary disease registries to promote collection and 
harmonization of data.

 ��� 7. � Studies are needed to establish the validity of multiple measures 
collected by self-report and provider reports in national 
databases.

7. � Governmental and nongovernmental organizations should enhance existing 
national data sources in the following manner:
• � Information on elements of the recommended framework should be collected 

on the US population across the life span, with special focus on collecting data 
on diverse and changing populations, including information on disparities.

• � A minimum subset of actionable indicators, as identified by the working group, 
should be collected using comparable measures at the national, state, and local levels.

• � Data should be linked across health domains and data sources.

Recommendations for HP2010 Goals 1 and 2

 ��� 8. � Data collection in national surveys should be expanded to include 
important measures currently missing from data collection 
processes, including information on awareness, detection, 
treatment, and control of physical inactivity, unhealthy diet, 
cigarette smoking, and obesity.

8. � HHS should develop a cardiovascular and chronic pulmonary disease survey 
question bank and support its use by tribal, state, and local agencies; 
nongovernmental organizations; and individual researchers for the purpose of 
enhancing the quality and comparability of population health surveys to identify 
trends in risk factors, diseases, treatments, and outcomes.

(Continued )

D
ow

nloaded from
 http://ahajournals.org by on February 3, 2020

http://guide.medlive.cn/



TBD TBD, 2020� Circulation. 2020;141:00–00. DOI: 10.1161/CIR.0000000000000756e6

CL
IN

IC
AL

 S
TA

TE
M

EN
TS

  
AN

D 
GU

ID
EL

IN
ES

Roger et al� Recommendations for CVH and CVD Surveillance

Society of Thoracic Surgeons National Database. Be-
cause participation is voluntary, they do not constitute 
a nationally representative sample and cannot be used 
for surveillance.61 Similarly, some data are available 
from large health maintenance organizations, hospital 
claims data, and the Agency for Healthcare Research 
and Quality but are not collected for the purpose of 
surveillance and are fragmented, incomplete, and not 
consistently standardized.11,50,51,62,63

Medicare is the federal health insurance program for 
individuals in the United States who are ≥65 years old, 
selected individuals with disabilities who are <65 years 
old, and individuals with end-stage renal disease. Medi-
care data have been used to characterize morbidity and 
mortality and to evaluate the effectiveness of therapies, 
the cost of care, and clinical outcomes. Because the vast 
majority of US citizens ≥65 years of age have Medicare 
insurance, Medicare data provide insights into health 
care among older individuals to guide policies.64,65

Attributes of Cardiovascular Surveillance 
to Meet Future Needs
The ideal surveillance system should accurately measure 
CVD mortality, incidence, and outcomes and CVH in 
representative samples of the whole population and of 

local areas, in a manner designed to provide coverage for 
all major population subgroups and all ages from early 
childhood throughout the life course. Data domains crit-
ical for monitoring progress toward health impact goals 
include characteristics of environment, behavior, clinical 
events, and disease management. The systems of the 
future should capture valid data on all of these domains. 
Social and physical environmental factors capture the 
context in which CVH promotion and CVD prevention 
operate. Examples include policy, systems, economic, 
and environmental factors related to housing, transpor-
tation, air quality, and access to healthy food and health 
care.25 Data on behavioral  factors including physical 
activity, diet/nutrition, and tobacco use are collected in 
some representative samples (Table  2), but state- and 
community-level data are sparse and mostly rely on 
self-report. Factors such as physical and cognitive func-
tion, emotional stress, sleep patterns, well-being, and 
patient-centered outcomes (eg, quality of life, self-rated 
health, pain and stress relief, caregiver burden) are not 
currently the subject of surveillance and should be con-
sidered in future systems. Some data sources capture 
clinical risk factors through self-report (eg, obesity, hy-
pertension, high cholesterol, diabetes mellitus).4 These 
are seldom measured in children.25 Direct measurements 
are preferable and should be included in surveillance, as 

 ��� 9. � The state, territories, and tribal organizations should 
develop surveillance capacity to support program planning, 
implementation, and evaluation, including the ability to conduct 
standardized surveys that include direct assessments of residents 
to enable collection of information on prevention, awareness, 
detection, treatment, and control of obesity, hypertension, 
dyslipidemia, and diabetes mellitus.

9. � The Office of the National Coordinator for Health Information Technology 
should expand the minimum data for EHR to include behavioral, social, and 
environmental risk factors for cardiovascular and chronic lung diseases in 
validated, interoperable ways to enhance the quality of surveillance data.

 ��� 10. � Indicators and systems for surveillance of policies and 
environmental conditions related to physical inactivity and 
unhealthy diet should be developed, tested, and implemented 
at the national, state, and local levels.

Recommendations for HP2010 Goals 3 and 4 

 ��� 11. � Indicators and systems for surveillance of policies and 
environmental conditions (eg, proportion of the population 
covered by enhanced 9-1-1 systems) related to symptom 
knowledge and recognition, acute healthcare-seeking 
behavior, availability of external defibrillators, and capabilities 
of the prehospital care system (including first responders and 
emergency medical services) should be developed, tested, and 
implemented at the national, state, and local levels.

 ��� 12. � Effective surveillance methods should be developed, tested, and 
implemented to collect data on patients with newly diagnosed 
heart disease, stroke, CHF, and PAD in the outpatient setting, 
including data on treatment and outcomes.

ACS indicates acute coronary syndrome; AHA, American Heart Association; AHRQ, Agency for Healthcare Research and Quality; CDC, Centers for Disease 
Control and Prevention; CHF, congestive heart failure; CMS, Centers for Medicare and Medicaid Services; CVD, cardiovascular disease; DOD, Department of 
Defense; EHR, electronic health record; FDA, Food and Drug Administration; HF, heart failure; HHS, Health and Human Services; HP2010, Healthy People 2010; 
IHS, Indian Health Service; IOM, Institute of Medicine; NAMCS, National Ambulatory Medical Care Survey; NDI, National Death Index; NHDS, National Hospital 
Discharge Survey; NIH, National Institutes of Health; ONCHIT, Office of the National Coordinator for Health Information Technology; PAD, peripheral artery disease; 
and VA, Veterans Affairs.

Data in the left column are adapted from Goff et al.25 Copyright © 2007, American Heart Association, Inc. Data in the right column are adapted with 
permission from the Institute of Medicine.26 Copyright © 2011, National Academy of Sciences; permission conveyed through Copyright Clearance Center, Inc. 

Table 1.  Continued

2007 AHA Scientific Statement25 2011 IOM Report26
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Table 2.  Metrics and Available Data Sources to Measure CVD and CVH

Type of Data Source(s) Examples of Information Representation Availability Limitations/Gaps

Mortality National Vital 
Statistics System32

Underlying and contributing 
causes of death

All deaths required to be 
reported

1–2 y Coding not standardized

HCUP33 Cost and quality of healthcare 
services

Medical practice patterns

Access to healthcare programs

Treatment outcomes at national, 
state, and local levels

Series of databases that collect 
longitudinal billing data from all 
hospitals in participating states

1988–2015 
(current)

Does not include details on 
causes of death in-hospital

No details on patients 
outside of hospital systems

Disease 
prevalence

BRFSS34 Chronic disease prevalence 
(obesity)

Health risk behaviors (tobacco 
use, nutrition, physical activity)

Preventive health practices

Healthcare access

Telephone-based survey of 
400 000 adults ≥18 y old

Conducted in all 50 states and 
3 territories

1993–2016 
(current)

Self-report

Excludes the 
institutionalized, nursing 
home residents, and 
households without a phone

YRBSS35 Chronic disease prevalence 
(obesity)

Health risk behaviors (tobacco 
use, nutrition, physical activity)

Preventive health practices

Healthcare access

Biennial school-based national, 
state, tribal, and large urban 
school district surveys of 
representative samples of high 
school students

1990–2016 
(current)

Self-report

Excludes the 
institutionalized, nursing 
home residents, and 
households without a phone

NHANES36 Chronic disease prevalence

Current health status

Physiological measurements 
(blood pressure, glucose levels, 
cholesterol, BMI)

Individual and family medical 
history

Longitudinal survey of 5000 
respondents of all ages in 15 
counties

Includes standardized physical 
examination

1999–2016 
(current)

Excludes the 
institutionalized, nursing 
home residents, and active-
duty military

Lack of geographic 
generalizability

Respondents not randomly 
selected

National Health 
Interview Survey37

Current health status

Health risk behaviors 
(eg, smoking, physical activity)

Chronic disease prevalence

Healthcare access and use

Health disparities

Cross-sectional survey of 35 000 
households

1962–2016 
(current) 

Self-report

Excludes the 
institutionalized, nursing 
home residents, and active-
duty military

Medicare Current 
Beneficiary Survey38

Healthcare cost and utilization

Health status

Insurance coverage

Cardiovascular disease 
prevalence

Preventive health behaviors

Continuous, nationally 
representative survey of 
Medicare beneficiaries

1991–2016 
(current)

Data limited to Medicare 
beneficiaries

Hospitalizations National Hospital 
Care Survey39

Use of healthcare resources

Quality of health care

Inpatient discharges

ED visits

Disparities in healthcare services

Establishment survey of ≈500 
hospitals

Electronic data are collected for 
all inpatient and ED visits

Integrates data formerly 
collected by the National 
Hospital Discharge Survey, 
National Hospital Ambulatory 
Medical Care Survey, and the 
Drug Abuse Warning Network

2010–present Recruitment of hospitals has 
been difficult

Hospitals have numerous 
competing reporting 
requirements

EHR systems not fully 
interoperable

 HCUP33 Cost and quality of healthcare 
services

Medical practice patterns

Access to healthcare programs

Treatment outcomes at national, 
state, and local levels

Series of databases that collect 
longitudinal billing data from all 
hospitals in participating states

1988–2015 
(current)

Does not include details on 
causes of death in-hospital

No data on patients outside 
of hospital systems

(Continued )
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 Behavioral BRFSS34 Chronic disease prevalence 
(obesity)

Health risk behaviors (tobacco 
use, nutrition, physical activity)

Preventive health practices

Healthcare access

Telephone-based survey of 
400 000 adults ≥18 y old; 
conducted in all 50 states and 3 
territories

1993–2016 
(current)

Self-report

Excludes the 
institutionalized, nursing 
home residents, and 
households without a phone

YRBSS35 Chronic disease prevalence 
(obesity)

Health risk behaviors (tobacco 
use, nutrition, physical activity)

Preventive health practices

Healthcare access

Biennial school-based national, 
state, tribal, and large urban 
school district surveys of 
representative samples of high 
school students

1990–2016 
(current)

Self-report

Excludes the 
institutionalized, nursing 
home residents, and 
households without a phone

National Adult 
Tobacco Survey40

Health risk behaviors (tobacco use)

Preventive health practices 
(tobacco cessation)

Biennial, national survey of 
noninstitutionalized adults

2009–2014 
(current)

Self-report

National Youth 
Tobacco Survey41

Health risk behaviors (tobacco 
use)

Preventive health practices 
(tobacco cessation)

Biennial, national survey of 
noninstitutionalized youth

 Self-report

NHANES36 Chronic disease prevalence

Current health status

Physiological measurements 
(blood pressure, glucose levels, 
cholesterol, BMI)

Individual and family medical 
history

Longitudinal survey of 5000 
respondents of all ages in 15 
counties

Includes standardized physical 
examination

1999–2016 
(current)

Excludes the 
institutionalized, nursing 
home residents, and active-
duty military

Lack of geographic 
generalizability

Respondents not randomly 
selected

National Health 
Interview Survey37

Current health status

Health risk behaviors 
(eg, smoking, physical activity)

Chronic disease prevalence

Healthcare access and use

Health disparities

Cross-sectional survey of 35 000 
households

1962–2016 
(current)

Self-report

Excludes the 
institutionalized, nursing 
home residents, and active-
duty military

SHPPS42 Physical education and physical 
activity

Health services

Nutrition environment and 
services

Healthy and safe school 
environment

Physical environment

Employee wellness

Nationally representative sample 
of public and private elementary 
schools, middle schools, and 
high schools

Since 1994 
on a periodic 
basis (most 

recently: 2016)

 

 Biological NHANES36 Chronic disease prevalence

Current health status

Physiological measurements 
(blood pressure, glucose levels, 
cholesterol, BMI)

Individual and family medical 
history

Longitudinal survey of 5000 
respondents of all ages in 15 
counties

Includes standardized physical 
examination

1999–2016 
(current)

Excludes the 
institutionalized, nursing 
home residents, and active-
duty military

Lack of geographic 
generalizability

Respondents not randomly 
selected

 Environmental AQI43 Air quality

Levels of health concern

Ground-level ozone

Carbon monoxide

Particulate matter

Sulfur dioxide

Nitrogen dioxide

Index of daily air quality

Major pollutants recorded at 
>1000 locations and converted 
into AQI values

Cities with >350 000 people 
required to report

1980–present Data may only be available 
on a small geographic area 
rather than individual level

Table 2.  Continued

Type of Data Source(s) Examples of Information Representation Availability Limitations/Gaps

(Continued )
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should clinical events occurring in and out of the hospi-
tal and the delivery of care.

Section Summary
•	 Although consistencies across recommendations 

intended to improve surveillance posited over the 
past several decades are evident, many have gone 
unfulfilled.

•	 Despite an extensive list of available data sources, 
most do not provide a cohesive approach to 
national or local cardiovascular surveillance and 
are limited to self-report.

•	 Monitoring of disease incidence, survival, recur-
rence rates, other nonfatal outcomes, overall 
health, and factors such as well-being and qual-
ity of life is essential to understanding changes in 
mortality and developing strategies for improve-
ment; however, this information is not currently 
captured for the US population.

•	 Furthermore, surveillance of CVH in individuals 
<12 years of age is limited or altogether lacking.

•	 CVH metrics are crucially important for primordial 
prevention in the earliest years of life, from birth 
throughout the life course, and in population sub-
groups, but are not captured or are insufficiently 
captured by current surveillance systems.

•	 Current surveillance must be modernized to incor-
porate new dimensions and domains and must be 
capable of evolving as new risk factors and novel 
technologies emerge.

EMERGING OPPORTUNITIES TO 
TRANSFORM SURVEILLANCE OF CVH 
AND CVD
Emerging Community Programs
Most current systems (Table  2) are designed to op-
erate at the national or state level; however, disease 

prevention and health promotion programs are in-
creasingly deployed at the county or city level. Exam-
ples of current initiatives to provide local (at the coun-
ty or city level) data on the health of communities are 
provided below.

•	 The County Health Rankings & Roadmaps pro-
gram is a collaboration between the Robert 
Wood Johnson Foundation66 and the University 
of Wisconsin Population Health Institute.67 It mea-
sures health outcomes and risk factors, including 
high school graduation rates, obesity, smoking, 
unemployment, access to healthy foods, the qual-
ity of air and water, income inequality, and teen 
births, in nearly every county in America. A num-
ber of the metrics captured by this program are 
relevant to CVD and CVH and could be integrated 
into a large-scale digital surveillance program, 
although much of these data are aggregated 
within the rankings.

•	 In 2015, the Robert Wood Johnson Foundation 
and the CDC Foundation launched the 500 Cities 
Project.68 It provides city- and census tract–level 
estimates for chronic disease risk factors, health 
outcomes, and clinical preventive service use for 
the largest 500 cities in the United States. Its objec-
tive is to allow cities and local health departments 
to ascertain chronic disease burden and thus 
design and implement public health interventions.

•	 Community health needs assessments have been 
federally mandated for tax-exempt hospitals since 
the Affordable Care Act was passed in 2010. A 
community health needs assessment must be 
conducted every 3 years, and a strategy must 
be defined and adopted to address those needs. 
Community health needs assessments are required 
every 5 years by the Public Health Accreditation 
Board for local health departments that seek 
accreditation.69

The opportunities for synergies among these examples 
are intuitive and in some cases have been examined 

Social 
determinants 
of health

American 
Community Survey 
(Census Bureau)44

Household income

Population demographics

Ancestry

Language proficiency

Education level

Employment/ occupation

Migration

Disability

Health insurance

Government assistance

Housing characteristics

Nationwide, continuous survey 
of ≈3.5 million households 
(≈2.5 million completed 
interviews/year)

Provides yearly data for 
planning

Aggregates data into 1-, 3-, 
and 5-y estimates down to an 
assortment of geographic areas

2005–2016 
(2017 data 
released in 
September 

2018)

Frequent format changes 
makes inferences difficult

Estimates less reliable than 
long-form census estimates

Estimates more reliable in 
larger geographic areas

AQI indicates Air Quality Index; BMI, body mass index; BRFSS, Behavioral Risk Factor Surveillance Survey; CVD, cardiovascular disease; CVH, cardiovascular 
health; ED, emergency department; EHR, electronic health record; HCUP, Healthcare Cost and Utilization Program; NHANES, National Health and Nutrition 
Examination Survey; SHPPS, School Health Policies and Practices Study; and YRBSS, Youth Risk Behavior Surveillance System.

Table 2.  Continued

Type of Data Source(s) Examples of Information Representation Availability Limitations/Gaps
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proactively.70 These programs currently have limited 
access to local data on disease burden and outcomes, 
which impedes their ability to adequately assess policy 
impact. This gap creates an opportunity to coordinate 
surveillance activities and local disease prevention 
and health promotion programs to assist stakehold-
ers in assessing prevention and treatment priorities 
and guiding program planning, implementation, and 
evaluation.25

The “Public Health Data Superhighway”
A major new initiative to strengthen public health sur-
veillance across the nation was announced in 2019 by 
the Council of State and Territorial Epidemiologists in 
Driving Public Health in the Fast Lane: The Urgent Need 
for a 21st Century Data Superhighway.71 This initiative 
calls for transformation of the nation’s public health 
surveillance system in accordance with 5 key principles 
and their consequent recommendations: (1) enterprise 
approach to data systems modernization; (2) interop-
erable data systems; (3) security to protect data; (4) 
workforce prepared for the information age; and (5) 
partnership and innovation with the public and private 
sectors. Such a transformation could be strongly sup-
portive of the surveillance requirements of CVH pro-
motion and CVD prevention, if its scope is broadened 
to include cardiovascular and other noncommunicable 
diseases and their determinants. This initiative merits 
vigorous support as it becomes implemented, if inclu-
sive of the attributes required for 2030 and beyond, 
discussed previously.

Mobile Platforms and EHRs
Patient- and person-generated data are now widely 
available via mobile health (mHealth) applications.72,73 
Opportunities and challenges relevant to their appli-
cation to surveillance have been delineated.74 Several 
of the CVH metrics are examples of patient-generated 
data and thus lend themselves to the surveillance ca-
pability of mHealth.4 However, the potential value of 
mHealth is challenged by the digital divide, a term used 
to describe disparities in access to technology related 
to age, race, and ethnicity and social determinants of 
health.75 Privacy concerns could also impact the surveil-
lance potential of mHealth. The role of mHealth in the 
CVD and CVH surveillance remains to be defined, and 
pilot studies are needed.

The growth of EHRs opens the door to new ap-
proaches to surveillance. EHRs enable increased access 
to dense longitudinal clinical data sets that, when com-
bined with innovations such as machine learning, can 
greatly expand the reach of surveillance while generat-
ing new challenges. Phenotypes must be standardized 
to optimize validity and reliability, and data generated 

from heterogeneous sources must be integrated with 
EHRs. Examples of the use of EHRs for CVD surveillance 
have been published.76,77

Within the EHR environment, methodological rigor, 
attention to new sources of bias (eg, digital divide, dif-
ferential internet access by geography, socioeconomic 
status), and attention to issues regarding use of medi-
cal records (eg, missing data, variations in care-seeking 
behaviors) are critically important. Unlike primary data 
collection for research, medical record data are col-
lected for the clinical episode and are influenced by 
the patient’s health status and care-seeking behavior, 
as well as by the clinician’s documentation practices. 
Hence, patients and providers, not researchers, deter-
mine the time of observation, which impacts inferences 
that can be drawn from the results. Large-scale collec-
tion of data, as enabled by digital technology and EHRs, 
shares the limitations and biases inherent to all data 
generated in the course of care, no matter the sample 
size. Far from reducing uncertainty, reliance on EHRs 
can amplify it, because large numbers will yield tighter 
confidence intervals without lessening bias or minimiz-
ing confounding. Many large-scale EHR networks, such 
as the Patient-Centered Outcomes Research Institute–
funded PCORnet,78 have developed methods to consol-
idate EHR data from various healthcare networks and 
patient populations into a standardized data format. 
PCORnet contains consolidated EHR data from >150 
million patients with medical encounters in the past 5 
years. Investigators from these EHR “networks of net-
works” are currently developing methodology related 
to these extensive EHR data sources for public health 
surveillance purposes.

Section Summary
•	 Local programs are emerging as resources that 

could contribute to a multidimensional approach 
to population surveillance and could provide 
timely assessment of disparities in CVD burden 
across geographic regions, as well as foster health 
promotion and surveillance work anchored in 
communities.

•	 The national initiative proposed by the Council 
of State and Territorial Epidemiologists offers a 
vision of public health surveillance that could 
potentially be of immense value to policy develop-
ment in CVH promotion and CVD prevention, if its 
scope includes CVD, other noncommunicable dis-
eases, and their determinants, as it develops and 
becomes implemented.

•	 Despite coverage limitations, rapid deployment of 
digital technology and EHRs offers opportunities 
to conduct surveillance. A plan to manage these 
complex data and transform them into actionable 
knowledge is needed.
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POLICY IMPLICATIONS
Ethics of Surveillance
The WHO’s ethical guidelines on public health sur-
veillance articulate an affirmative duty to undertake, 
maintain, and utilize the results of surveillance for the 
common good.79 If there is a compelling public health 
rationale, surveillance does not require individual in-
formed consent. A comprehensive approach is needed 
and should encourage drawing on data collected for 
other purposes. The WHO guidelines underscore an ob-
ligation to share data with appropriate safeguards and 
justification.79 Recent high-profile data breaches in the 
private sector have created a sense of vulnerability and 
present a challenge to advocating for extensive data 
sharing for the purpose of public health surveillance. 
These can evoke a history in which public health surveil-
lance has stirred deep fears about privacy, stigmatization, 
and discrimination.80 Health equity and a “right to be 
counted” better capture the history of surveillance since 
the 1980s. For chronic disease, communities have often 
emerged as strong advocates for surveillance, arguing 
that without understanding the patterns and causes of 
disease, population-level intervention can be difficult, if 
not impossible.80 Given trends in income inequities and 
health disparities, the extent to which the digital divide 
limits participation in digital health ecosystems might 
loom larger than the protection of privacy as an ethical 
concern.81,82 Often a failure to share data for purposes of 
surveillance is not attributable to community fears but 
to poor planning and technical and legal difficulties.83,84

The WHO’s ethical guidelines make the case that 
when valid, complete data sets are required and 

relevant privacy protections are in place, informed 
consent is not ethically required.79 Furthermore, the 
seeking of informed consent with large populations 
lacks feasibility, may be prohibitively costly, and may 
be unwarranted when the risks are low.79 However, 
if individuals can opt out of surveillance or assert a 
“right to object” to data, the population benefits of 
surveillance may not be realized.

Although informed consent may not be required, 
community engagement and partnership remain key. 
Entities overseeing surveillance systems should em-
brace and integrate communities in planning, imple-
menting, and using data. Doing so ensures transpar-
ency, contributes to the identification of community 
priorities, and fosters the trust necessary to build and 
sustain surveillance.79

Whether or not consent is sought, information 
about the nature and purpose of surveillance and 
any risk for harm should be publicly accessible. This is 
particularly important in cases in which government-
private or government-industry partnerships may be 
involved.

There is an ethical obligation to share results with 
the communities. Communities may lack resources to 
implement the programs that surveillance may demon-
strate as effective, but without access to the insights of 
surveillance, communities cannot, in turn, advocate for 
resources they may be lacking.

Sustainability and Funding
National public health authorities typically bear re-
sponsibility for public health surveillance systems. In 

Table 3.  Summary Policy Priorities

Unfavorable trends in CVD and CVH require urgent interventions by federal, state, and local governments, NGOs, and state and territorial health officials 
supported by committed policy making and sustainable funding.

These interventions require CVD and CVH surveillance that uses robust existing data and novel methods to predict the clinical, public health, societal, and 
economic burden of poor CVH and to monitor effectiveness. Surveillance should be based on samples that represent all ages from early childhood throughout 
the life course and should be relevant both nationally and locally. Sampling frames should provide meaningful estimates for historically underrepresented or 
misrepresented racial, sex, religious, and sexual identity subgroups within the population.

Federal, state, and local governments should conduct purposeful interagency and intergovernmental coordination to link surveillance to public health practice, 
resource prioritization, strategic planning, and policy development.

Funding considerations should recognize the cost-effectiveness of surveillance as a means to reduce the burden of disease. Private-public collaboration should 
be explored to provide sustainability for optimal surveillance.

Government agencies conducting surveillance should leverage novel digital platforms, including EHRs and mobile health, for behavioral and environmental risk 
factors and social determinants of health, as well as healthcare data systems, and should include quality of care indicators. Pilot studies should establish the 
feasibility of any proposed approach and the validity of measures collected. Robust local surveillance should be enhanced to supplement state and national 
systems to contribute to a multidimensional approach to population surveillance.

Federal, state, and local CVD and CVH surveillance systems should be HIPAA compliant. Personally identifiable information (ie, name, address) should be 
protected according to the strictest standards of legal and research ethics. All systems should include clear protections of economic, social, and civil rights.

Federal, state, and local CVD and CVH surveillance systems should identify, evaluate, minimize, and disclose risks for harm before surveillance is conducted.

When conducting CVD and CVH surveillance, federal, state, and local governments should consider the values, priorities, and concerns of the population. 
Communities should be given ample opportunities to be engaged on how the surveillance can benefit them, as well as on how it can accurately reflect their ethos.

Data gathered from federal, state, and local CVD and CVH surveillance systems should be effectively communicated to target audiences.

CVD indicates cardiovascular disease; CVH, cardiovascular health; EHR, electronic health record; HIPAA, Health Insurance Portability and Accountability Act; and 
NGO, nongovernmental organization.
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the United States, growing financial constraints grave-
ly threaten and disproportionately impact organiza-
tions that conduct surveillance. Thus, sustainability is 
a key consideration in any realistic consideration of 
building the surveillance systems of the future. The rel-
ative cost of surveillance of a cardiovascular condition 
is small compared with the medical cost of care and 
management of patients. For example, in 2012 the an-
nual cost of the North Carolina Coverdell Acute Stroke 
Registry was approximately one-fifth of the amount 
spent on stroke hospitalizations across the state ev-
ery day.85 This perspective on the cost of surveillance 
might resonate with lawmakers, policy makers, and 
other stakeholders. Partnerships, including private-
public collaboration, could also provide sustainability 
and must be actively explored.

Section Summary
•	 New policy initiatives to support cardiovascular sur-

veillance will require sensitivity to ethical issues around 
data privacy, consent, and the common good.

•	 Financial sustainability is a key consideration in 
transforming surveillance systems capable of moni-
toring health goals for the next decade and beyond.

RECOMMENDATIONS
The recommendations formulated as part of this policy 
statement are summarized in Table  3. They build on 
principles and approaches formulated >4 decades ago 
and include and support recent recommendations of 
the Council of State and Territorial Epidemiologists re-
garding transformation of public health surveillance for 
the United States.

CONCLUSIONS
Aspirations such as those articulated by the AHA’s 2030 
Impact Goal require metrics that rely on a framework 
of agile and imaginative population surveillance. This 
policy statement summarizes the strategic principles 
and operational domains of a contemporary surveil-
lance system for CVD and CVH for the next decade 
and beyond. Although prior recommendations calling 
for a national comprehensive surveillance system have 
yet to be fully implemented, valuable tools and plat-
forms have emerged that could be used if coordinated 
in a pragmatic matter. We must marshal the conver-
gence of technology and the scientific mandate into 
action to improve health and reduce disease in all sec-
tors of the population. Existing resources and emerg-
ing data platforms and novel information systems and 

technologies should be formally evaluated to determine 
their potential to inform the creation of the cardiovas-
cular surveillance systems of the future. Such systems 
should generate the data required to evaluate the na-
tion’s investment in health promotion and disease treat-
ments, to disseminate interventions that are effective, 
and to reengineer those that are not. They should be 
person and patient centric, provide comprehensive 
data, respond with agility to local and national needs, 
and synergize with community programs, thereby ex-
panding the scope of public health practice within com-
munities. Data management approaches must commit 
to interoperability and data sharing, privacy, and se-
curity. Attention to the need for realistic approaches, 
the development of robust policies, and an unwavering 
commitment to collaboration among professional or-
ganizations and policy makers are critical to ultimately 
reduce the burden of CVD and improve CVH. Where 
we go from here, and how fast, depends on the level 
of urgency among stakeholders. The AHA has set a 
bold new target for extending healthy life by 2030; the 
response among professional organizations and policy 
makers should be equally courageous.

ARTICLE INFORMATION
The American Heart Association makes every effort to avoid any actual or po-
tential conflicts of interest that may arise as a result of an outside relationship or 
a personal, professional, or business interest of a member of the writing panel. 
Specifically, all members of the writing group are required to complete and 
submit a Disclosure Questionnaire showing all such relationships that might be 
perceived as real or potential conflicts of interest.

This statement was approved by the American Heart Association Advo-
cacy Coordinating Committee on December 10, 2019, and the American 
Heart Association Executive Committee on December 11, 2019. A copy of the 
document is available at https://professional.heart.org/statements by using ei-
ther “Search for Guidelines & Statements” or the “Browse by Topic” area. To 
purchase additional reprints, call 215-356-2721 or email Meredith.Edelman@
wolterskluwer.com.

The American Heart Association requests that this document be cited as 
follows: Roger VL, Sidney S, Fairchild AL, Howard VJ, Labarthe DR, Shay CM, 
Tiner AC, Whitsel LP, Rosamond WD; on behalf of the American Heart Asso-
ciation Advocacy Coordinating Committee. Recommendations for cardiovas-
cular health and disease surveillance for 2030 and beyond: a policy statement 
from the American Heart Association. Circulation. 2020;141:e•••–e•••. doi: 
10.1161/CIR.0000000000000756.

The expert peer review of AHA-commissioned documents (eg, scientific 
statements, clinical practice guidelines, systematic reviews) is conducted by the 
AHA Office of Science Operations. For more on AHA statements and guidelines 
development, visit https://professional.heart.org/statements. Select the “Guide-
lines & Statements” drop-down menu, then click “Publication Development.”

Permissions: Multiple copies, modification, alteration, enhancement, and/
or distribution of this document are not permitted without the express permis-
sion of the American Heart Association. Instructions for obtaining permission 
are located at https://www.heart.org/permissions. A link to the “Copyright Per-
missions Request Form” appears in the second paragraph (https://www.heart.
org/en/about-us/statements-and-policies/copyright-request-form).

Acknowledgment
The American Heart Association would like to thank Deborah Strain for her 
tremendous work on this statement, particularly for researching, compiling, 
and managing the citations.

D
ow

nloaded from
 http://ahajournals.org by on February 3, 2020

http://guide.medlive.cn/

mailto:Meredith.Edelman@wolterskluwer.com
mailto:Meredith.Edelman@wolterskluwer.com


Roger et al� Recommendations for CVH and CVD Surveillance

Circulation. 2020;141:00–00. DOI: 10.1161/CIR.0000000000000756� TBD TBD, 2020 e13

CLINICAL STATEM
ENTS  

AND GUIDELINES

Disclosures

Writing Group Disclosures

Writing Group 
Member Employment

Research 
Grant

Other 
Research 
Support

Speakers’ 
Bureau/

Honoraria
Expert 

Witness
Ownership 

Interest

Consultant/
Advisory 

Board Other

Véronique L. Roger Mayo Clinic None None None None None None None

Amy L. Fairchild Texas A&M University None None None None None None None

Virginia J. Howard U. of Alabama–Birmingham None None None None None None None

Darwin R. Labarthe Northwestern University AHA*; 
NHLBI*

None None None None None None

Wayne D. Rosamond U. of North Carolina None None None None None None None

Christina M. Shay American Heart Association None None None None None None None

Stephen Sidney Kaiser Permanente Northern 
California Division of 

Research

None None None None None None None

A. Colby Tiner American Heart Association None None None None None None None

Laurie P. Whitsel American Heart Association None None None None None None None

This table represents the relationships of writing group members that may be perceived as actual or reasonably perceived conflicts of interest as reported on 
the Disclosure Questionnaire, which all members of the writing group are required to complete and submit. A relationship is considered to be “significant” if 
(a) the person receives $10 000 or more during any 12-month period, or 5% or more of the person’s gross income; or (b) the person owns 5% or more of the 
voting stock or share of the entity, or owns $10 000 or more of the fair market value of the entity. A relationship is considered to be “modest” if it is less than 
“significant” under the preceding definition.

*Modest.

Reviewer Disclosures

Reviewer Employment Research Grant

Other 
Research 
Support

Speakers’ 
Bureau/

Honoraria
Expert 

Witness
Ownership 

Interest

Consultant/ 
Advisory 

Board Other

Aaron R. Folsom University of 
Minnesota

None None None None None None None

Stephen P. 
Fortmann

Kaiser Permanente 
Center for Health 

Research

None None None None None None None

Robert J. Goldberg University of 
Massachusetts

Community 
surveillance for Heart 
Disease Grant (r01 

grant funded by the 
NIH)*

None None None None None None

Catarina Kiefe University of 
Massachusetts

None None None None None None None

This table represents the relationships of reviewers that may be perceived as actual or reasonably perceived conflicts of interest as reported on the Disclosure 
Questionnaire, which all reviewers are required to complete and submit. A relationship is considered to be “significant” if (a) the person receives $10 000 or more 
during any 12-month period, or 5% or more of the person’s gross income; or (b) the person owns 5% or more of the voting stock or share of the entity, or owns 
$10 000 or more of the fair market value of the entity. A relationship is considered to be “modest” if it is less than “significant” under the preceding definition.

*Significant.

REFERENCES
	 1.	 Angell SY, McConnell MV, Anderson CAM, Bibbins-Domingo K, Boyle DS, 

Capewell S, Ezzati M, De Ferranti S, Gaskin DJ, Goetzel RZ, et al. The 
American Heart Association 2030 Impact Goal: a presidential advisory 
from the American Heart Association [published online ahead of print 
January 29, 2020]. Circulation. doi: 10.1161/CIR.0000000000000758

	 2.	 Public health surveillance. World Health Organization website. https://
www.who.int/topics/public_health_surveillance/en/. Accessed June 
19, 2019.

	 3.	 Epidemiology is a science of high importance [editorial]. Nat Commun. 
2018;9:1703. doi: 10.1038/s41467-018-04243-3

	 4.	 Lloyd-Jones DM, Hong Y, Labarthe D, Mozaffarian D, Appel LJ, Van Horn L, 
Greenlund K, Daniels S, Nichol G, Tomaselli GF, et al; on behalf of the 
American Heart Association Strategic Planning Task Force and Statistics 

Committee. Defining and setting national goals for cardiovascular health 
promotion and disease reduction: the American Heart Association’s stra-
tegic Impact Goal through 2020 and beyond. Circulation. 2010;121:586–
613. doi: 10.1161/CIRCULATIONAHA.109.192703

	 5.	 Benjamin EJ, Muntner P, Alonso A, Bittencourt MS, Callaway CW, 
Carson AP, Chamberlain AM, Chang AR, Cheng S, Das SR, et al; on be-
half of the American Heart Association Council on Epidemiology and Pre-
vention Statistics Committee and Stroke Statistics Subcommittee. Heart 
disease and stroke statistics–2019 update: a report from the American 
Heart Association. Circulation. 2019;139:e56–e528. doi: 10.1161/CIR. 
0000000000000659

	 6.	 Sidney S, Quesenberry CP Jr, Jaffe MG, Sorel M, Nguyen-Huynh MN, 
Kushi LH, Go AS, Rana JS. Recent trends in cardiovascular mortality in the 
United States and public health goals. JAMA Cardiol. 2016;1:594–599. 
doi: 10.1001/jamacardio.2016.1326

D
ow

nloaded from
 http://ahajournals.org by on February 3, 2020

http://guide.medlive.cn/



Roger et al� Recommendations for CVH and CVD Surveillance

TBD TBD, 2020� Circulation. 2020;141:00–00. DOI: 10.1161/CIR.0000000000000756e14

CL
IN

IC
AL

 S
TA

TE
M

EN
TS

  
AN

D 
GU

ID
EL

IN
ES

	 7.	 Curtin SC. Trends in cancer and heart disease death rates among adults 
aged 45–64: United States, 1999–2017. National Vital Statistics Reports. 
Hyattsville, MD: National Center for Health Statistics; 2019;68:1–9. 
https://www.cdc.gov/nchs/data/nvsr/nvsr68/nvsr68_05-508.pdf. Ac-
cessed June 6, 2019.

	 8.	 Sidney S, Go AS, Jaffe MG, Solomon MD, Ambrosy AP, Rana JS. Changing 
tide of heart disease burden and mortality. JAMA Cardiol. 2019;4:1280–
1286. doi: 10.1001/jamacardio.2019.4187

	 9.	 Collins TC, Slovut DP, Newton R Jr, Johnson WD, Larrivee S, Patterson J, 
Johnston JA, Correa A. Ideal cardiovascular health and peripheral artery 
disease in African Americans: results from the Jackson Heart Study. Prev 
Med Rep. 2017;7:20–25. doi: 10.1016/j.pmedr.2017.05.005

	10.	 Xanthakis V, Enserro DM, Murabito JM, Polak JF, Wollert KC, Januzzi JL, 
Wang TJ, Tofler G, Vasan RS. Ideal cardiovascular health: associations 
with biomarkers and subclinical disease and impact on incidence of 
cardiovascular disease in the Framingham Offspring Study. Circulation. 
2014;130:1676–1683. doi: 10.1161/CIRCULATIONAHA.114.009273

	11.	 Sidney S, Sorel ME, Quesenberry CP, Jaffe MG, Solomon MD, 
Nguyen-Huynh MN, Go AS, Rana JS. Comparative trends in heart dis-
ease, stroke, and all-cause mortality in the United States and a large inte-
grated healthcare delivery system. Am J Med. 2018;131:829–836.e1. doi: 
10.1016/j.amjmed.2018.02.014

	12.	 About underlying cause of death, 1999–2017. Centers for Disease Con-
trol and Prevention website. http://wonder.cdc.gov/ucd-icd10.html. Ac-
cessed June 19, 2019.

	13.	 Arrieta M, White HL, Crook ED. Using zip code-level mortality data 
as a local health status indicator in Mobile, Alabama. Am J Med Sci. 
2008;335:271–274. doi: 10.1097/maj.0b013e31816a49c0

	14.	 Heidenreich PA, Trogdon JG, Khavjou OA, Butler J, Dracup K, Ezekowitz MD, 
Finkelstein EA, Hong Y, Johnston SC, Khera A, et al; on behalf of the Ameri-
can Heart Association Advocacy Coordinating Committee; Stroke Council; 
Council on Cardiovascular Radiology and Intervention; Council on Clinical 
Cardiology; Council on Epidemiology and Prevention; Council on Arterioscle-
rosis; Thrombosis and Vascular Biology; Council on Cardiopulmonary; Critical 
Care; Perioperative and Resuscitation; Council on Cardiovascular Nursing; 
Council on the Kidney in Cardiovascular Disease; Council on Cardiovascular 
Surgery and Anesthesia, and Interdisciplinary Council on Quality of Care and 
Outcomes Research. Forecasting the future of cardiovascular disease in the 
United States: a policy statement from the American Heart Association. Cir-
culation. 2011;123:933–944. doi: 10.1161/CIR.0b013e31820a55f5

	15.	 Nelson S, Whitsel L, Khavjou O, Phelps D, Leib A. Projections of cardio-
vascular disease prevalence and costs: 2015–2035: technical report. No-
vember 2016. http://www.heart.org/idc/groups/ahaecc-public/@wcm/@
global/documents/downloadable/ucm_491130.pdf. Accessed November 
25, 2019.

	16.	 Dunbar SB, Khavjou OA, Bakas T, Hunt G, Kirch RA, Leib AR, Morrison RS, 
Poehler DC, Roger VL, Whitsel LP; on behalf of the American Heart Asso-
ciation. Projected costs of informal caregiving for cardiovascular disease: 
2015 to 2035: a policy statement from the American Heart Association. 
Circulation. 2018;137:e558–e577. doi: 10.1161/CIR.0000000000000570

	17.	 Li Y, Lawley MA, Siscovick DS, Zhang D, Pagán JA. Agent-based modeling 
of chronic diseases: a narrative review and future research directions. Prev 
Chronic Dis. 2016;13:E69. doi: 10.5888/pcd13.150561

	18.	 Garcia LMT, Diez Roux AV, Martins ACR, Yang Y, Florindo AA. Develop-
ment of a dynamic framework to explain population patterns of leisure-
time physical activity through agent-based modeling. Int J Behav Nutr 
Phys Act. 2017;14:111. doi: 10.1186/s12966-017-0553-4

	19.	 Northridge ME, Metcalf SS. Enhancing implementation science by apply-
ing best principles of systems science. Health Res Policy Syst. 2016;14:74. 
doi: 10.1186/s12961-016-0146-8

	20.	 Li Y, Kong N, Lawley M, Weiss L, Pagán JA. Advancing the use of evidence-
based decision-making in local health departments with systems science 
methodologies. Am J Public Health. 2015;105(suppl 2):S217–S222. doi: 
10.2105/AJPH.2014.302077

	21.	 Havlik RJ, Feinleib M, eds. Proceedings of the Conference on the Decline 
in Coronary Heart Disease Mortality: National Heart, Lung, and Blood In-
stitute, October 24–25, 1978. Bethesda, MD: US Dept of Health, Educa-
tion, and Welfare; May 1979. NIH publication No. 79-1610.

	22.	 Rosamond WD, Chambless LE, Folsom AR, Cooper LS, Conwill DE, 
Clegg L, Wang CH, Heiss G. Trends in the incidence of myocardial infarc-
tion and in mortality due to coronary heart disease, 1987 to 1994. N Engl 
J Med. 1998;339:861–867. doi: 10.1056/NEJM199809243391301

	23.	 Tunstall-Pedoe H, Kuulasmaa K, Mähönen M, Tolonen H, Ruokokoski E, 
Amouyel P; for the WHO MONICA ((monitoring trends and determinants 

in cardiovascular disease) Project. Contribution of trends in survival 
and coronary-event rates to changes in coronary heart disease mortal-
ity: 10-year results from 37 WHO MONICA project populations. Lancet. 
1999;353:1547–1557. doi: 10.1016/s0140-6736(99)04021-0

	24.	 WHO MONICA Project Principal Investigators. The World Health Organi-
zation MONICA Project (monitoring trends and determinants in cardio-
vascular disease): a major international collaboration. J Clin Epidemiol. 
1988;41:105–114. doi: 10.1016/0895-4356(88)90084-4

	25.	 Goff DC Jr, Brass L, Braun LT, Croft JB, Flesch JD, Fowkes FG, Hong Y, 
Howard V, Huston S, Jencks SF, et al; on behalf of the American Heart 
Association Council on Epidemiology and Prevention; American Heart 
Association Council on Stroke; American Heart Association Council on 
Cardiovascular Nursing; American Heart Association Working Group 
on Quality of Care and Outcomes Research; American Heart Associa-
tion Working Group on Atherosclerotic Peripheral Vascular Disease. Es-
sential features of a surveillance system to support the prevention and 
management of heart disease and stroke: a scientific statement from 
the American Heart Association Councils on Epidemiology and Preven-
tion, Stroke, and Cardiovascular Nursing and the Interdisciplinary Work-
ing Groups on Quality of Care and Outcomes Research and Atheroscle-
rotic Peripheral Vascular Disease. Circulation. 2007;115:127–155. doi: 
10.1161/CIRCULATIONAHA.106.179904

	26.	 Institute of Medicine. A Nationwide Framework for Surveillance of Cardio-
vascular and Chronic Lung Diseases. Washington, DC: The National Acad-
emies Press; 2011. https://www.nap.edu/catalog/13145/a-nationwide-
framework-for-surveillance-of-cardiovascular-and-chronic-lung-diseases. 
Accessed June 19, 2019.

	27.	 Cardiovascular disease surveillance. National Heart, Lung, and Blood In-
stitute website. https://www.nhlbi.nih.gov/events/2013/cardiovascular-
disease-surveillance. Accessed June 19, 2019.

	28.	 CDC public health surveillance strategy report: 2014–2018. Centers for 
Disease Control and Prevention. Public Health Surveillance and Data web-
site. https://www.cdc.gov/surveillance/improving-surveillance/index.html. 
Accessed June 19, 2019.

	29.	 Groseclose SL, Buckeridge DL. Public health surveillance systems: re-
cent advances in their use and evaluation. Annu Rev Public Health. 
2017;38:57–79. doi: 10.1146/annurev-publhealth-031816-044348

	30.	 Project – National Neurological Conditions Surveillance System (NNCSS). 
Centers for Disease Control and Prevention website. https://www.cdc.
gov/surveillance/projects/nncss/index.html. Accessed June 19, 2019.

	31.	 Surveillance and evaluation data resource guide for heart disease and 
stroke prevention programs. Centers for Disease Control and Prevention 
website. https://www.cdc.gov/dhdsp/pubs/docs/Surveillance-Evaluation-
Resource-Guide.pdf. Accessed June 19, 2019

	32.	 National Vital Statistics System. Centers for Disease Control and Preven-
tion, website. https://www.cdc.gov/nchs/nvss/index.htm. Accessed Febru-
ary 1, 2019.

	33.	 Healthcare Cost and Utilization Project (HCUP): 2006–2009. Agency for 
Healthcare Research and Quality website. https://www.hcup-us.ahrq.gov/. 
Accessed February 1, 2019.

	34.	 Behavioral Risk Factor Surveillance System. Centers for Disease Control 
and Prevention website. https://www.cdc.gov/brfss/index.html. Accessed 
February 1, 2019.

	35.	 Youth Behavioral Risk Surveillance System. Centers for Disease Control and 
Prevention website. https://www.cdc.gov/healthyyouth/data/yrbs/index.
htm. Accessed February 1, 2019.

	36.	 National Center for Health Statistics (NCHS). National Health and Nu-
trition Examination Survey. Centers for Disease Control and Preven-
tion website. https://www.cdc.gov/nchs/nhanes/index.htm. Accessed 
February 1, 2019.

	37.	 National Center for Health Statistics (NCHS). National Health Interview 
Survey. Centers for Disease Control and Prevention website. https://www.
cdc.gov/nchs/nhis/index.htm. Accessed February 1, 2019.

	38.	 Medicare Current Beneficiary Survey. Centers for Medicare and Medic-
aid Services website. https://www.cms.gov/Research-Statistics-Data-and-
Systems/Research/MCBS/index. Accessed February 1, 2019.

	39.	 National Hospital Care Survey. Centers for Disease Control and Prevention 
website. https://www.cdc.gov/nchs/nhcs/index.htm. February 1, 2019.

	40.	 National Adult Tobacco Survey. Centers for Disease Control and Preven-
tion website. https://www.cdc.gov/tobacco/data_statistics/surveys/nats/
index.htm. Accessed February 1, 2019.

	41.	 National Youth Tobacco Survey. Centers for Disease Control and Preven-
tion website. https://www.cdc.gov/tobacco/data_statistics/surveys/nyts/
index.htm. Accessed February 1, 2019.

D
ow

nloaded from
 http://ahajournals.org by on February 3, 2020

http://guide.medlive.cn/



Roger et al� Recommendations for CVH and CVD Surveillance

Circulation. 2020;141:00–00. DOI: 10.1161/CIR.0000000000000756� TBD TBD, 2020 e15

CLINICAL STATEM
ENTS  

AND GUIDELINES

	42.	 School Health Policies and Practices Study. Centers for Disease Control 
and Prevention website. https://www.cdc.gov/healthyyouth/data/shpps/
index.htm. Accessed February 1, 2019.

	43.	 Environmental Protection Agency (EPA). Air Quality Index (AQI). AirNow 
website. https://airnow.gov/index.cfm?action=aqibasics.aqi. Accessed 
February 1, 2019.

	44.	 American Community Survey (ACS). US Census Bureau website. https://
www.census.gov/programs-surveys/acs. Accessed February 1, 2019.

	45.	 Burke JF, Lisabeth LD, Brown DL, Reeves MJ, Morgenstern LB. Determining 
stroke’s rank as a cause of death using multicause mortality data. Stroke. 
2012;43:2207–2211. doi: 10.1161/STROKEAHA.112.656967

	46.	 McGivern L, Shulman L, Carney JK, Shapiro S, Bundock E. Death certi-
fication errors and the effect on mortality statistics. Public Health Rep. 
2017;132:669–675. doi: 10.1177/0033354917736514

	47.	 Ives DG, Samuel P, Psaty BM, Kuller LH. Agreement between no-
sologist and cardiovascular health study review of deaths: implica-
tions of coding differences. J Am Geriatr Soc. 2009;57:133–139. doi: 
10.1111/j.1532-5415.2008.02056.x

	48.	 Gillum RF. New considerations in analyzing stroke and heart dis-
ease mortality trends: the Year 2000 Age Standard and the Interna-
tional Statistical Classification of Diseases and Related Health Prob-
lems, 10th Revision. Stroke. 2002;33:1717–1721. doi: 10.1161/01.str. 
0000016925.58848.ea

	49.	 Merrill RM, Richardson JS. Validity of self-reported height, weight, and 
body mass index: findings from the National Health and Nutrition Exami-
nation Survey, 2001–2006. Prev Chronic Dis. 2009;6:A121.

	50.	 Griffiths RI, O’Malley CD, Herbert RJ, Danese MD. Misclassification of in-
cident conditions using claims data: impact of varying the period used to 
exclude pre-existing disease. BMC Med Res Methodol. 2013;13:32. doi: 
10.1186/1471-2288-13-32

	51.	 Cunningham SA, Patel SA, Beckles GL, Geiss LS, Mehta N, Xie H, 
Imperatore G. County-level contextual factors associated with diabetes 
incidence in the United States. Ann Epidemiol. 2018;28:20–25.e2. doi: 
10.1016/j.annepidem.2017.11.002

	52.	 Luepker RV, Steffen LM, Jacobs DR Jr, Zhou X, Blackburn H. Trends in 
blood pressure and hypertension detection, treatment, and control 1980 
to 2009: the Minnesota Heart Survey. Circulation. 2012;126:1852–1857. 
doi: 10.1161/CIRCULATIONAHA.112.098517

	53.	 Roger VL, Weston SA, Gerber Y, Killian JM, Dunlay SM, Jaffe AS, Bell MR, 
Kors J, Yawn BP, Jacobsen SJ. Trends in incidence, severity, and outcome of 
hospitalized myocardial infarction. Circulation. 2010;121:863–869. doi: 
10.1161/CIRCULATIONAHA.109.897249

	54.	 Gerber Y, Weston SA, Redfield MM, Chamberlain AM, Manemann SM, 
Jiang R, Killian JM, Roger VL. A contemporary appraisal of the heart 
failure epidemic in Olmsted County, Minnesota, 2000 to 2010. 
JAMA Intern Med. 2015;175:996–1004. doi: 10.1001/jamainternmed. 
2015.0924

	55.	 Goldberg RJ, Gore JM, Alpert JS, Dalen JE. Incidence and case fatality 
rates of acute myocardial infarction (1975-1984): the Worcester Heart 
Attack Study. Am Heart J. 1988;115:761–767. doi: 10.1016/0002- 
8703(88)90876-9

	56.	 Benjamin EJ, Levy D, Vaziri SM, D’Agostino RB, Belanger AJ, Wolf PA. 
Independent risk factors for atrial fibrillation in a population-based cohort: 
the Framingham Heart Study. JAMA. 1994;271:840–844.

	57.	 Carandang R, Seshadri S, Beiser A, Kelly-Hayes M, Kase CS, Kannel WB, 
Wolf PA. Trends in incidence, lifetime risk, severity, and 30-day mortal-
ity of stroke over the past 50 years. JAMA. 2006;296:2939–2946. doi: 
10.1001/jama.296.24.2939

	58.	 Madsen TE, Khoury J, Alwell K, Moomaw CJ, Rademacher E, Flaherty ML, 
Woo D, Mackey J, De Los Rios La Rosa F, Martini S, et al. Sex-specific 
stroke incidence over time in the Greater Cincinnati/Northern Ken-
tucky Stroke Study. Neurology. 2017;89:990–996. doi: 10.1212/WNL. 
0000000000004325

	59.	 Morgenstern LB, Smith MA, Sánchez BN, Brown DL, Zahuranec DB, 
Garcia N, Kerber KA, Skolarus LE, Meurer WJ, Burke JF, et al. Persistent 
ischemic stroke disparities despite declining incidence in Mexican Ameri-
cans. Ann Neurol. 2013;74:778–785. doi: 10.1002/ana.23972

	60.	 Howard VJ, Kleindorfer DO, Judd SE, McClure LA, Safford MM, Rhodes JD, 
Cushman M, Moy CS, Soliman EZ, Kissela BM, et al. Disparities in stroke 
incidence contributing to disparities in stroke mortality. Ann Neurol. 
2011;69:619–627. doi: 10.1002/ana.22385

	61.	 Bufalino VJ, Masoudi FA, Stranne SK, Horton K, Albert NM, Beam C, 
Bonow RO, Davenport RL, Girgus M, Fonarow GC, et al; on behalf of 
the American Heart Association Advocacy Coordinating Committee. The 

American Heart Association’s recommendations for expanding the appli-
cations of existing and future clinical registries: a policy statement from 
the American Heart Association. Circulation. 2011;123:2167–2179. doi: 
10.1161/CIR.0b013e3182181529

	62.	 May DS, Kittner SJ. Use of Medicare claims data to estimate national 
trends in stroke incidence, 1985-1991. Stroke. 1994;25:2343–2347. doi: 
10.1161/01.str.25.12.2343

	63.	 Data sources. Agency for Healthcare Research and Quality website. http://
www.ahrq.gov/research/data/dataresources/index.html. Accessed June 
19, 2019.

	64.	 Erdem E, Korda H, Haffer SC, Sennett C. Medicare claims data as public 
use files: a new tool for public health surveillance. J Public Health Manag 
Pract. 2014;20:445–452. doi: 10.1097/PHH.0b013e3182a3e958

	65.	 Mues KE, Liede A, Liu J, Wetmore JB, Zaha R, Bradbury BD, Collins AJ, 
Gilbertson DT. Use of the Medicare database in epidemiologic and health 
services research: a valuable source of real-world evidence on the older 
and disabled populations in the US. Clin Epidemiol. 2017;9:267–277. doi: 
10.2147/CLEP.S105613

	66.	 About the Robert Wood Johnson Foundation. County Health Rankings 
& Roadmaps: Building a Culture of Health, County by County website. 
https://www.countyhealthrankings.org/about-us#RWJF. Accessed Decem-
ber 18, 2019.

	67.	 About the University of Wisconsin Population Health Institute. County 
Health Rankings & Roadmaps: Building a Culture of Health, County 
by County website. https://www.countyhealthrankings.org/about-
us#UWPHI. Accessed December 18, 2019.

	68.	 500 Cities: local data for better health. Centers for Disease Control and 
Prevention website. https://www.cdc.gov/500cities/about.htm/. Accessed 
December 18, 2019.

	69.	 Laymon B, Shah G, Leep CJ, Elligers JJ, Kumar V. The proof’s in the part-
nerships: are Affordable Care Act and local health department accredita-
tion practices influencing collaborative partnerships in community health 
assessment and improvement planning? J Public Health Manag Pract. 
2015;21:12–17. doi: 10.1097/PHH.0000000000000087

	70.	 Beatty KE, Wilson KD, Ciecior A, Stringer L. Collaboration among Mis-
souri nonprofit hospitals and local health departments: content analysis of 
community health needs assessments. Am J Public Health. 2015;105(sup-
pl 2):S337–S344. doi: 10.2105/AJPH.2014.302488

	71.	 Hagan CN, Holubowich EJ, Criss T. Driving Public Health in the Fast Lane: 
The Urgent Need for a 21st Century Data Superhighway. https://www.
debeaumont.org/wp-content/uploads/2019/09/DSI-White-Paper_v15-
Spreads.pdf. Accessed December 19, 2019.

	72.	 Burke LE, Ma J, Azar KM, Bennett GG, Peterson ED, Zheng Y, Riley W, 
Stephens J, Shah SH, Suffoletto B, et al; on behalf of the American Heart 
Association Publications Committee of the Council on Epidemiology and 
Prevention, Behavior Change Committee of the Council on Cardiometa-
bolic Health, Council on Cardiovascular and Stroke Nursing, Council on 
Functional Genomics and Translational Biology, Council on Quality of Care 
and Outcomes Research, and Stroke Council. Current science on consum-
er use of mobile health for cardiovascular disease prevention: a scientific 
statement from the American Heart Association [published correction ap-
pears in Circulation. 2015;132:e233]. Circulation. 2015;132:1157–1213. 
doi: 10.1161/CIR.0000000000000232

	73.	 Althouse BM, Scarpino SV, Meyers LA, Ayers JW, Bargsten M, Baumbach J, 
Brownstein JS, Castro L, Clapham H, Cummings DA, et al. Enhancing dis-
ease surveillance with novel data streams: challenges and opportunities. 
EPJ Data Sci. 2015;4:17. doi: 10.1140/epjds/s13688-015-0054-0

	74.	 Eapen ZJ, Turakhia MP, McConnell MV, Graham G, Dunn P, Tiner C, 
Rich C, Harrington RA, Peterson ED, Wayte P, et al. Defining a mobile 
health roadmap for cardiovascular health and disease. J Am Heart Assoc. 
2016;5:e003119. doi: 10.1161/JAHA.115.003119

	75.	 Latulippe K, Hamel C, Giroux D. Social health inequalities and eHealth: 
a literature review with qualitative synthesis of theoretical and empirical 
studies. J Med Internet Res. 2017;19:e136. doi: 10.2196/jmir.6731

	76.	 Reynolds K, Go AS, Leong TK, Boudreau DM, Cassidy-Bushrow AE, 
Fortmann SP, Goldberg RJ, Gurwitz JH, Magid DJ, Margolis KL, et al. 
Trends in incidence of hospitalized acute myocardial infarction in the Car-
diovascular Research Network (CVRN). Am J Med. 2017;130:317–327. 
doi: 10.1016/j.amjmed.2016.09.014

	77.	 Matlock DD, Groeneveld PW, Sidney S, Shetterly S, Goodrich G, 
Glenn K, Xu S, Yang L, Farmer SA, Reynolds K, et al. Geographic varia-
tion in cardiovascular procedure use among Medicare fee-for-service 
vs Medicare Advantage beneficiaries. JAMA. 2013;310:155–162. doi: 
10.1001/jama.2013.7837

D
ow

nloaded from
 http://ahajournals.org by on February 3, 2020

http://guide.medlive.cn/



Roger et al� Recommendations for CVH and CVD Surveillance

TBD TBD, 2020� Circulation. 2020;141:00–00. DOI: 10.1161/CIR.0000000000000756e16

CL
IN

IC
AL

 S
TA

TE
M

EN
TS

  
AN

D 
GU

ID
EL

IN
ES

	78.	 PCORnet. The National Patient-Centered Clinical Research Network 
(PCORnet) website. https://pcornet.org/. Accessed August 12, 2019.

	79.	 WHO guidelines on ethical issues in public health surveillance. World 
Health Organization website. 2017. https://apps.who.int/iris/bitstream/
handle/10665/255721/9789241512657-eng.pdf. Accessed June 19, 
2019.

	80.	 Fairchild AL, Bayer R, Colgrove J, Wolfe D. Searching Eyes: Privacy, the 
State, and Disease Surveillance in America. Berkeley, CA: University of 
California Press; 2007.

	81.	 Bayer R, Fairchild AL, Hopper K, Nathanson CA. Public health: confront-
ing the sorry state of U.S. health. Science. 2013;341:962–963. doi: 
10.1126/science.1241249

	82.	 Artificial intelligence (AI) in healthcare and research. Nuffield Council 
on Bioethics website. http://nuffieldbioethics.org/project/briefing-notes/
artificial-intelligence-ai-healthcare-research. Accessed June 19, 2019.

	83.	 Bernstein AB, Sweeney MH; Centers for Disease Control and Prevention. 
Public health surveillance data: legal, policy, ethical, regulatory, and practi-
cal issues. MMWR Suppl. 2012;61:30–34.

	84.	 Klingler C, Silva DS, Schuermann C, Reis AA, Saxena A, Strech D. Ethical 
issues in public health surveillance: a systematic qualitative review. BMC 
Public Health. 2017;17:295. doi: 10.1186/s12889-017-4200-4

	85.	 Rosamond W, Johnson A, Bennett P, O’Brien E, Mettam L, Jones S, 
Coleman S. Monitoring and improving acute stroke care: the North Caro-
lina Stroke Care Collaborative. N C Med J. 2012;73:494–498.

D
ow

nloaded from
 http://ahajournals.org by on February 3, 2020

http://guide.medlive.cn/


	目录（医脉通临床指南整理）
	ABSTRACT
	Defining Surveillance
	Strategic Goals and Surveillance Data
	The Rising Burden of CVD
	CVH in the United States Is Far FromIdeal
	Disparities in CVD Mortality Persist
	Forging Positive Change: The Role ofRobust Surveillance
	Section Summary
	EXISTING RECOMMENDATIONS ANDRESOURCES FOR CVD SURVEILLANCE
	Previous Surveillance Recommendations
	Current Surveillance Resources
	Attributes of Cardiovascular Surveillanceto Meet Future Needs
	Section Summary

	EMERGING OPPORTUNITIES TOTRANSFORM SURVEILLANCE OF CVHAND CVD
	Emerging Community Programs
	The “Public Health Data Superhighway”
	Mobile Platforms and EHRs
	Section Summary

	POLICY IMPLICATIONS
	Ethics of Surveillance
	Sustainability and Funding
	Section Summary

	RECOMMENDATIONS
	CONCLUSIONS



