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Abstract

Each decade, the American Heart Association (AHA) develops an Impact Goal to guide its
overall strategic direction and investments in its research, quality improvement, advocacy, and
public health programs. Guided by the AHA’s new Mission Statement, to be a relentless force
for a world of longer, healthier lives, the 2030 Impact Goal is anchored in an understanding

that to achieve cardiovascular health for all, the AHA must include a broader vision of health

and well-being and emphasize health equity. In the next decade, by 2030, the AHA will strive

to equitably increase healthy life expectancy beyond current projections, with global and local
collaborators, from 66 years of age to at least 68 years of age across the United States and from
64 years of age to at least 67 years of age worldwide. The AHA commits to developing additional
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targets for equity and well-being to accompany this overarching Impact Goal. To attain the 2030
Impact Goal, we recommend a thoughtful evaluation of interventions available to the public,
patients, providers, healthcare delivery systems, communities, policy makers, and legislators. This
presidential advisory summarizes the task force’s main considerations in determining the 2030
Impact Goal and the metrics to monitor progress. It describes the aspiration that these goals will
be achieved by working with a diverse community of volunteers, patients, scientists, healthcare
professionals, and partner organizations needed to ensure success.

Keywords

AHA Scientific Statements; goals; health equity; healthy aging; life expectancy; prevention and
control; public health

Each decade, the American Heart Association (AHA) develops an Impact Goal to guide its
overall strategic direction and investments in its research, quality improvement, advocacy,
and public health programs. Over the past 2 decades, these Impact Goals have driven efforts
to reduce mortality from cardiovascular disease (CVD) and stroke, while progressively
emphasizing disease prevention and improved cardiovascular and brain health. For the past
2 years, a committee of AHA volunteers and staff, guided by the AHA board, has worked
to craft the 2030 Impact Goal. Starting with the AHA’s mission, the new 2030 Impact

Goal is anchored in an understanding that to achieve cardiovascular health for all, the AHA
must expand its focus and engagement to include overall health and well-being and further
address equity. This presidential advisory summarizes the committee’s main considerations
and conclusions and outlines the 2030 Impact Goal, the metrics needed to monitor progress,
and the aspirations of the AHA to achieve this goal by working with the diverse community
of volunteers, patients, scientists, healthcare professionals, the general public, and partner
organizations needed to ensure success.

BACKGROUND ON STRATEGIC VALUE PROPOSITION AND EXPANDED

MISSION

Supported by 40 million volunteers, a staff of pioneering professionals, and assets of nearly
$1 billion, the AHA’s mission is to be a relentless force for a world of longer, healthier
lives. Every 10 years since the late 1990s, the AHA commits to a singular Impact Goal

for the decade ahead to advance the AHA’s mission. These goals—and the AHA’s mission
itself—have become steadily broader (Table 1). This reflects an evolving understanding of
the many intertwined conditions that are necessary for all people to live free of CVD and
stroke and the AHA’s growing influence as a catalyst within a broader network of fellow
stakeholders, in the United States and around the globe. In the next decade, the AHA along
with stakeholders will strive for its most ambitious goals:

. Across the United States: “Together, we will equitably increase healthy life
expectancy from 66 to at least 68 years by 2030.”
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Around the world: “Together with global and local collaborators, we will
equitably increase worldwide healthy life expectancy from 64 to at least 67 years
by 2030.”

Three areas of focus are noteworthy in this new mission and goals. Each is summarized,
with further explanation in subsequent sections.

1.

Commitment to wider work. AHA’s expertise has been anchored in
cardiovascular and brain health, yet its work with partners encompasses far

more. Modern science shows that hearts, bodies, and minds are interconnected
and are best able to thrive in a world designed for health and well-being in

the broadest sense. Such a world ensures that vital conditions needed to create
health and well-being are present for everyone, including societal and structural
contributors to health such as housing, education, safety, access to healthy food,
meaningful and sufficiently paid work, and clean air and water, as well as healthy
environments. To achieve this together, AHA’s partnerships must reflect those
working on diverse areas in the United States and around the world.

Equity at the center. Progress must be equitable in both means and ends. All
people must have fair opportunities to reach their full potential, without the
exclusion of anyone. We can accomplish more to expand health and well-being
when all people feel that they belong and can contribute to shape our common
world. In fact, the greatest benefits should be among those who have endured

the greatest adversities and inequities because of race, ethnicity, income, or other
demographic or geographic characteristics.

Unified focus on health and well-being. A unified focus on health and well-being
supports connections across sectors and societal circumstances. Efforts to save
lives and to prevent premature deaths and disability are thus combined with those
aimed at expanding prosperity, a sense of connection and purpose, and other
conditions that enhance the experience and productivity of life.

CURRENT PUBLIC HEALTH BURDEN OF CVD AND STROKE AND
PROGRESS ON 2020 IMPACT GOAL

Nearly 50% of American adults have some form of CVD, increasing to nearly 60% for non-
Hispanic blacks (NHBs).1 CVD and stroke combined remain the leading cause of mortality
in the United States for men and women (x1 of every 3 deaths) and claim more lives

each year than all forms of cancer combined. Although there has been steady improvement
in cardiovascular mortality in the United States over the past several decades, recent data
indicate that progress has stalled and that relatively high age-adjusted mortality persists in
many states and counties.k CVD is also the leading cause of death globally, accounting for
>17.6 million deaths in 2016, a number that has been projected to grow to >23.6 million

by 2030.2 A recent study focusing on individuals 35 to 70 years of age found that 40% of
global deaths were caused by CVD, predominantly in low- and middle-income countries.3
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The 2020 Impact Goal was an important step forward for the AHA in helping people live
free of CVD and stroke, recognizing the need for an upstream emphasis on cardiovascular
health and CVD prevention. It read, “By 2020, to improve the cardiovascular health of

all Americans by 20% while reducing deaths from cardiovascular diseases and stroke by
20%.”32 Progress in cardiovascular health was defined on the basis of changes in prevalence
of Americans (adults and youth) having poor, intermediate, or ideal levels of 7 fundamental
cardiovascular health behaviors and factors; that is, Life’s Simple 7 (tobacco use, dietary
quality, physical activity, body mass index, blood pressure, total blood cholesterol, and blood
glucose). Over the past decade (NHANES [National Health and Nutrition Examination
Survey] 2007-2016), there has been significant progress in the United States toward the
2020 Impact Goal, with less smoking in adults, increased physical activity in adults,
improved dietary habits in both adults and youth, lower total cholesterol in adults and youth,
and lower blood glucose in adults.k However, these areas of progress have been offset by
adverse forces: increases in high blood pressure and body mass index among adults and
youth, higher blood glucose in youth, and lower physical activity in youth. The continued
worsening of overweight and obesity rates among adults and youth throughout the decade is
especially concerning and largely accounts for worsening blood pressure in adults and youth
and fasting blood glucose among youth.

The past decade also saw a substantial 15.1% reduction in age-adjusted mortality due to
CVD, a positive achievement but smaller than in previous decades. This slowing decline
appears to relate to the decreases in ischemic heart disease and stroke mortality being offset
by increases in mortality from other types of CVDs, including hypertensive diseases, heart
failure, and atrial fibrillation. In addition, the declines in ischemic heart disease and stroke
mortality were likely smaller than would have occurred without the adverse trends in obesity
and its corresponding risk factors. Thus, the success of lowering CVD mortality by 15% is
tempered by disappointment in not meeting the more ambitious 20% reduction in the 2020
Impact Goal.

Although both cardiovascular health and CVD mortality have improved overall in the United
States in the past decade, disparities persist for healthy behaviors, risk factors, and CVD
mortality based on race, ethnicity, geography, and income. This is also true globally. Further
progress will need a renewed focus on improving health equity and addressing the broader
range of factors that contribute to cardiovascular health, as well as overall health and
well-being.

SELECTING THE APPROPRIATE 2030 IMPACT GOAL METRIC AND DATA
SOURCES
Key Criteria for Selecting the Metric for the 2030 Impact Goal

Starting with the new AHA mission to be a relentless force for a world of longer, healthier
lives, and incorporating AHA values of health equity, well-being, and impact across the life
course, the committee considered 5 key criteria in selecting the optimal metric and data
sources for the 2030 Impact Goal: (1) embodiment of the AHA mission and values, (2)
contemporary relevance, (3) validity, (4) modifiability, and (5) data analytic consistency and
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frequency. In addition, a key characteristic of the final metric and data source was the ability
to measure progress at the local and regional levels, including disparities between relevant
populations.

After a careful review of existing metrics and currently available data sources, the committee
selected the health-adjusted life expectancy (HALE) metric, commonly referred to as
healthy life expectancy, as best meeting the criteria above.* HALE provides a summary
measure of population health that quantifies the number of years that a population can
anticipate living in good health. HALE does this by adjusting life expectancy for years lived
in less than ideal health and years lost as a result of premature mortality to provide a single
measure of the average population health (Figure 1).

Compared with other population health and surveillance metrics considered, HALE was
found to be the most comprehensive single metric that provides an estimate of overall health
across the life course and includes several components of well-being in a way that has
contemporary relevance to the AHA and many other partnering organizations. In addition,
annual national and global HALE estimates provided by the GBD study (Global Burden
of Diseases, Injuries, and Risk Factors Study) by the Institute for Health Metrics and
Evaluation at the University of Washington provide a data source with relevant validity,
consistency, and frequency of reporting.>® For example, GBD has ranked the causes of
mortality and disability in the United States and their changing rank order between 2007
and 2017.78 Although CVD remains the leading cause of death, GBD shows how other
conditions such as drug use disorders have risen over this period of time® (Figure 2).

HALE Advantages and Limitations

HALE provides a summary measure of population health that quantifies the number of years
that a population can anticipate living in good health and is complementary to estimates

of life expectancy alone. HALE has revealed important trends in certain locations such as
slower improvements in HALE than in life expectancy; that is, more years being lived but in
less than ideal health. HALE is also useful for examining locations where life expectancy is
increasing, populations are rapidly aging, and a growing proportion of societal resources are
being dedicated to health care through the life course and caregiving in the last years of life.

In this advisory, HALE estimates follow well-established methods,® as well as approaches
and data from the GBD Study 2017.5 The GBD currently produces annual estimates of
HALE for the United States and 194 other countries and territories, allowing the use of a
common metric for both domestic and international goals. HALE captures both physical and
mental health conditions. Although all diagnosable mental health conditions (eg, depression,
dementia) are included in the calculation, a limitation is that other aspects of well-being
such as emotional, social, economic, and other contextual determinants are not captured.
HALE estimates for the United States are also currently available at the national and state
levels.8 Additional analyses by GBD are currently underway to produce HALE estimates at
a county level and within race and ethnicity groups to help assess measures of health equity
and structural determinants of health.
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DOMESTIC 2030 IMPACT GOAL

HALE Calculation in the United States

For the 2030 Impact Goal across the United States, HALE was calculated separately by sex
on the basis of age-specific mortality rates and years lived with disability per capita for each
US state in each year. Years lived with disability were computed for each of 3484 health
states (groupings of disease sequelae) by multiplying estimated disease-specific incidence
or prevalence by an associated disease-specific disability weight (both from the GBD 2017
study), accounting for multimorbidity with a Monte Carlo simulation, which assumed that
comorbidities were independent within age groups.

Forecasting US HALE at Birth in 2020 and 2030

Using GBD estimates of HALE between 1990 and 2017, we forecasted HALE between
2020 and 2030 (Figure 3 and Table 2) using an autoregressive integrated moving average
model. This model predicts a value in a response time series as a linear combination of its
own past values, past errors, and current and past values of other time series. HALE values
and the upper and lower uncertainty intervals were forecasted with PROC ARIMA (SAS
version 9.4) on the basis of 1990 to 2017 data.

The HALE estimates used for our goal setting were HALE at birth, a standard approach for
calculating HALE, and life expectancy by major public health organizations (eg, US Centers
for Disease Control and Prevention). These values can be interpreted as the number of years
a baby born in the corresponding year can expect to live in good health. From the forecasts
in Table 2, the current expected improvement in HALE from 2020 (66.69 years of age) to
2030 (67.36 years of age) is 0.67 years (95% uncertainty interval, 0.61-0.77).

Domestic Goal Language

The 2030 Impact Goal across the United States translates the AHA mission of longer,
healthier lives into a specific milestone target while placing both a collaborative approach
and health equity at the center: “Together, we will equitably increase healthy life expectancy
from 66 to at least 68 years by 2030.”

The goal statement begins with “together” to recognize that coordinated efforts across our
nation’s public, private, and nonprofit sectors are needed for success. The AHA will be

a relentless force in catalyzing this change through partnerships and inspiring others, in
addition to its own work and investments.

The milestone of “at least 68 years” is a highly ambitious goal, particularly given that

it represents reversing declining HALE trends in the United States in the most recent
years of data availability (-0.4 years from 2013-2017).1 As outlined previously, the 2030
Impact Goal nearly doubles the forecasted improvement in HALE by 2030 from 0.7 years
to 1.3 years. The remaining “stretch” to 68 years of age (0.6 years) represents a major
incremental impact objective, one that must be driven by additional improvements in
behaviors, prevention, policy, public health, and healthcare systems. Figure 4 graphically
represents this.
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The goal language also places health equity at the center. Health equity implies that
everyone should have an equal opportunity to attain his or her full health potential and that
no one should be disadvantaged from achieving this potential throughout life. It is important
both to reverse the widening disparities between more and less advantaged groups in our
nation and to improve health and well-being outcomes in an absolute sense. Indeed, closing
the gap between populations in health and well-being is the only way to ensure sustainability
of health improvements for all.

Evolution Between the 2020 and 2030 Impact Goals

The 2030 Impact Goal is a powerful extension from prior years. As described, the

2020 Impact Goal added the novel goal of improving cardiovascular health for all
Americans.10 Subsequent research stimulated by the 2020 Impact Goal further highlighted
the interrelatedness of cardiovascular health and broader measures of health and well-
being.11-18 |n other words, improved cardiovascular health across the population can be
achieved by improving many circumstances that lead to poor health more generally. These
data have motivated the new focus on healthy life expectancy, using the HALE metric

that incorporates elements of overall health, disease conditions, quality and longevity of
life, and well-being. The 2030 Impact Goal also includes a renewed focus on equity and
improvements for all. Finally, in line with the AHA’s mission, a new, separate global 2030
Impact Goal is described below.

GLOBAL GOAL LANGUAGE AND METRIC

The updated Mission Statement explicitly broadens AHA’s scope to create a “world of
longer, healthier lives.” Accordingly, the AHA now includes a global Impact Goal for 2030,
which parallels domestic language with a stronger emphasis on partnership: “Together with
global and local collaborators, we will equitably increase worldwide healthy life expectancy
from 64 to at least 67 years by 2030.”

Like the domestic goal, the global Impact Goal is based on the same HALE metric, a widely
used summary measure for comparing population health between countries.1920 The GBD
study has calculated HALE for 195 countries by using the prevalence of multiple disease
conditions and their sequelae combined with a continuous scale of empirically derived
disability weights. In this formulation, HALE becomes a measure that is both consistent
over time and sensitive to improvements in health as a result of interventions.

Global HALE was forecast (Figure 5) through 2030 using the same autoregressive integrated
moving average method as outlined in the Forecasting US HALE at Birth in 2020 and 2030
section. These projections show global HALE increasing by 2.3 years to reach 66.3 years of
age in 2030.

The milestone of “at least 67 years” will add 3 years of healthy life expectancy to the
global population of 8.5 billion and represents an ambitious goal and a historic opportunity
to improve quality life span across the globe (Figure 6). The target is 0.7 years above

the statistical forecast for 2030, and the total increase of 3.0 years represents a significant
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acceleration from the 2.3 years per decade average since 1990. Bold, innovative initiatives
and a broad, multilateral movement are needed to achieve this breakthrough.

Like the domestic goal, the global Impact Goal emphasizes the need to do this together.
Collaboration will be central to the global mission because of the scale of the challenge
(global disability-adjusted life-years are nearly 25 times the US total) and the diversity
of nations’ health priorities and resources. Expanding our work alongside global and
local partners will also further build capacity, share AHA’s expertise, and better support
sustainability at the community level.

THE IMPORTANCE OF EQUITY

The World Health Organization defines equity as “the absence of avoidable, unfair, or
remediable differences among groups of people.”202 Health equity acknowledges that health
and well-being are determined by proximal (biological), intermediate (health behavioral),
and distal (contextual) factors, the last often referred to as social or structural determinants
of health (SDOH). There is variability within each of these 3 levels in any population, which
also influence each other. For example, biological heterogeneity or individual differences in
behavior may be influenced by variations in socially patterned group differences in exposure
to social and environmental contexts. These systematic differences determine the likelihood
of facing risk of harmful versus beneficial outcomes; that is, they are drivers of health
inequities. Equitable societies acknowledge this variation and the factors that lead to and
perpetuate inequities. They allocate healthcare, public health, social, and economic resources
so that all people and communities, not just the socially advantaged, can attain their highest
potential for health and well-being.

Large disparities (ie, differences) in healthy life expectancy exist across the United States.
Across states, for example, the average HALE varied by >7 years in 2017 (Figure 7).
Disparities also exist within states along other key dimensions, including, for example,
education, income, race/ethnicity, and urban versus rural residence. Addressing these
disparities is critical to improving individual lives, the health of communities, and the overall
healthy life expectancy across the United States.

Substantial health inequity also exists at a global level. Despite steady gains in global
HALE over the past 30 years, a 14-year difference is seen between the highest and lowest
quartiles of nation-specific HALE, a gap that mirrors economic development (Figure 8).
Fifty-eight nations representing 2.4 billion people (35% of the global population) currently
have HALE of <60 years of age. Many societal, environmental, public health, and healthcare
system challenges in lower-income nations are different from those in the United States,

but commonalities also exist. CVDs remain the leading cause of death worldwide, and
CVD-related disability-adjusted life-years increased most in low- and lower-middle—income
countries (L/LMICs) over the past decade, from 9% to 12% of global disability-adjusted
life-years from all causes. The last section, A Call to Action: Increasing Healthy Life
Expectancy, expands on the call-to-action steps to address both domestic and global health
inequities, including developing equity targets to complement the 2030 Impact Goals.

Circulation. Author manuscript; available in PMC 2021 December 21.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Angell et al. Page 14

BEYOND HEALTH: A FOCUS ON WELL-BEING

Health and well-being are related but distinct. Whereas health refers to a person’s physical
and mental status, well-being encompasses additional states of being and aspects of life
such as security, prosperity, sense of connection, and purpose.21-24 Such experiences are
linked to cardiovascular and brain health and vice versa.25-34 Such ties also appear mutually
reinforcing on several scales: neurobiological, behavioral, emotional, socioeconomic, and
cultural 3545

The science of well-being is evolving into an important frontier of knowledge, policy, and
practice.6-51 Some nations have designated budgets to expand well-being,52:53 which has
also been connected to intergenerational legacies of vital conditions on which all people
depend to reach their full potential.54:55 Although much more remains to be discovered,

it is clear that well-being matters and can be effectively measured and modified for both
individuals and groups.

As a complementary measure for the 2030 Impact Goal, the task force identified the
Cantril Ladder as an informative summary measure of well-being to chart current status
and progress. The Cantril Ladder is a simple, valid, and reliable 2-item scale about how
someone feels about his or her life now and in 5 years.56:57 How people feel about their
overall life satisfaction strongly predicts how healthy they are, how long they will live,
and future healthcare use.5”-61 From this metric, it is possible to calculate proportions
of the population who feel they are thriving, struggling, or suffering (Figure 9).62.62a
Other metrics of well-being show that well-being is strongly correlated with, yet distinct
from, conventional measures of cardiovascular health (Figure 10), according to 348 846
respondents in the 2010 Gallup-Healthways survey using their Well-Being Index.

Well-being scores are responsive to changes in surrounding circumstances, with shifts in
self-report of overall life satisfaction being measurable within 3 to 6 months, and are often
used by employers and community initiatives to chart progress over time.>6:64-66 The Cantril
Ladder is routinely tracked in the United States and globally by groups such as Gallup, the
Organization for Economic Cooperation and Development, and the World Happiness Report,
which facilitates standardized comparisons over time and geography.8”

In addition to the well-being—related components of HALE, the AHA will use the Cantril
Ladder to calculate the percentage of people who report that they are thriving, struggling,
and suffering across populations. The last section of this advisory, “A Call to Action:
Increasing Healthy Life Expectancy,” expands on how the AHA will develop well-being
targets for 2030 as a complement to HALE.

THE IMPORTANCE OF STRUCTURAL DETERMINANTS OF HEALTH

For the AHA to achieve its mission and 2030 Impact Goal, it must leverage a wide view

of the drivers that contribute to equitable health and well-being. Many of these drivers

have been described as SDOH, with increasing appreciation in recent decades that health is
driven by far more than health care. Looking ahead to the next decade, the AHA recognizes
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the importance of these drivers to achieve the environments in which all people have an
opportunity to reach their full potential.

Although the term SDOH has helped to galvanize a wider understanding of health drivers, it
has a broad and evolving definition encompassing social risk factors, individual social needs,
and community/society—level structural determinants.58:69 For example, Healthy People
203079 focuses on establishing a consistent set of vital conditions that all people need

all of the time to reach their full potential while also delivering urgent services that an
individual under adversity might need temporarily to regain his or her best possible health
and well-being.

The AHA recognizes that the multidirectional relationship between these social needs/
conditions and equitable health and well-being requires their joint consideration to achieve
the 2030 Impact Goal. Whenever possible, measures of HALE stratified by sex, race,
ethnicity, geography, and other factors should be prioritized to help identify groups, regions,
and communities affected by health disparities and their nonmedical contributors. This is
also why the AHA will be working to obtain more detailed demographic and geographic
HALE data in the United States and globally.

A CALL TO ACTION: INCREASING HEALTHY LIFE EXPECTANCY

Areas for Focus

Achieving the ambitious goal of equitably increasing healthy life expectancy in the United
States and around the world will require a comprehensive understanding of the diverse risk
factors and conditions that contribute to lost years of healthy life, a detailed understanding
of timing and trends in the burdens of these factors and other contributors, and, guided by
this knowledge, a relentless pursuit of targeted reductions in risk factors and improvements
in conditions most responsible for overall years of healthy life lost, as well as associated
inequities.

Continued Value of the 2020 Goal Constructs of Cardiovascular Health/Life’s Simple 7 and
How the 2030 Impact Goal Work Builds on This Foundation

As described, the AHA’s 2020 Impact Goal introduced the concept of cardiovascular health,
defining Life’s Simple 7 with 7 components known to strongly and independently improve
cardiovascular and brain health, as well as overall health and well-being. This helped

shift the AHA from a strong disease focus toward embracing and incorporating health
promotion and disease prevention. Yet, not all of the 7 cardiovascular health targets were
achieved. In consideration of these successes and limitations, the 2030 Impact Goal and
language incorporate a growing appreciation that people’s behaviors influence and are
influenced by their overall health and well-being, which in turn are influenced by the
environments around them. The choices and opportunities available to people and how

they respond to these opportunities help determine their behavioral patterns. To improve
individual health, it is important to make the environments in which we live, work, learn,
and play equitably supportive of healthy behaviors and well-being. The AHA recognizes that
achieving aggressive targets for cardiovascular health, brain health, and overall health and
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well-being will require addressing SDOH across the life span, particularly to achieve goals
for equity. Stated another way, sustainable and meaningful improvements in cardiovascular
and brain health of our populations in the United States and globally require that we commit
to changing the context that creates health more broadly.

Establishing Targets for Equity in Health and Well-Being

As previously discussed in the introduction, the AHA’s 10-year impact goals guide the
organization’s planning for the decade ahead, including its strategic direction, investments,
and partnerships. Inherent to the design of the 2030 Impact Goals is the recognition that
closing the persistent and unjust differences in health outcomes between subsets of our
population is essential if we are to advance cardiovascular and brain health and reach our
2030 domestic and global health life expectancy targets. Consistent with this evidence-based
understanding, the AHA will develop specific 2030 targets for both equity and well-being to
ensure that the AHA’s broader work is designed, implemented, and monitored in a manner
consistent with the central values of the organization. These will help catalyze the 2030
Impact Goals, moving us all toward longer, healthier lives.

Equity Target—To ensure meaningful and impactful targets for equity, the AHA will set
up a task force, similar to the process for establishing the overall 2030 Impact Goal, to
review the domestic and global equity measures that may be available over the next decade
and to analyze the current status and trends to determine specific equity targets for 2030.
These targets will be released later in 2020. Domestically, as discussed, the HALE metric
currently incorporates county-level and race/ethnicity information to facilitate measurement
and tracking of progress in certain aspects of health equity in the United States. This

work will be expanded to support wider availability and capacity for target setting and
local/regional monitoring and assessment of progress. Globally, the AHA aims to address
inequity and the rising relative and absolute burdens of CVD by focusing on accelerating
improvements in L/LMICs.

Well-Being Target—As discussed in the Beyond Health: A Focus on Well-Being section,
the task force identified the Cantril Ladder as the recommended measurement of well-being
for the AHA’s work. Similar to the rigorous process used to create AHA’s 2030 Impact
Goal, the AHA will assemble a task force to model and determine a unified 2030 target for
well-being. This will include research on how to integrate the Cantril Ladder with HALE to
develop a more comprehensive, unified metric of health and well-being. Because HALE is
being used for both the domestic and global 2030 Impact Goals, the product of this work
will be relevant in the United States and globally. Through this process, we will develop new
work, partnerships, and science to address the whole person, caring for cardiovascular health
and social needs, and address the underlying SDOH driving poor outcomes and causing
people to struggle and suffer.

Burden and Specific Actions to be Taken

A strategy that achieves the overall 2030 targets for HALE will require attention to overall
trends and local variations in the causes of low HALE. Although progress has been made in
the United States in recent years on certain diseases such as ischemic heart disease and lung
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cancer, there is much more to do. In recent years, 21 US states have experienced mortality
reversals in younger adults linked to substance use, cirrhosis, and self-harm, as well as
slower than otherwise expected reductions in CVD and other chronic diseases. Any strategy
to increase HALE must appreciate that some areas and populations have markedly worse
health trajectories and invest accordingly.

Generally, policy and environmental change strategies to address cardiovascular health

and overall health and well-being should10:71 maximize opportunities for healthier eating
(eg, economic incentives and disincentives, leveraging of federal feeding programs, strong
nutrition standards in schools and workplaces, effective labeling and information, and
addressing food insecurity), increase and support outdoor physical activity (eg, bike lanes,
attention to planetary health and air pollution), and reduce tobacco use and end the epidemic
of youth vaping and alcohol use (eg, smoke-free laws, alcohol and tobacco/e-cigarette
taxation and warning labels). Enhancing the effective diagnosis, treatment, and control

of existing high-risk conditions such as hypertension, dyslipidemia, diabetes mellitus,

and kidney disease, as well as substance use disorders, through increasing the quality

and effective broad-scale delivery of evidence-based interventions should be a priority.
Care coverage and the costs of medications weigh heavily on both the insured and
uninsured in the United States and globally. The global call for Universal Health Coverage,
spearheaded by the World Health Organization and incorporated into the United Nations
Sustainable Development Goals,’2 and related active domestic discussions illustrate the
importance of finding a remedy. Expanding affordable housing, living wage employment
opportunities, and opportunities to increase educational attainment and improving other
SDOH are also essential. Place-specific and population-based approaches that leverage the
work environment and target workforces should be rigorously evaluated, with best practices
rapidly disseminated.

Ensuring that persistent health inequities are addressed, including but not limited to those
related to education, income, race/racism, urban and rural divides, age, and global variation
by and within countries, demands careful attention, heightened investments, and strategic
variation.

Targeted Populations

Death rates in the United States from CVD and stroke continue to vary by education,
income, race/ethnicity, age, place, and other factors. For example, NHBs experience a
disproportionate number of deaths from heart disease, stroke, and hypertensive disease,
with nearly twice the rate of non-Hispanic whites. Risk for avoidable death is particularly
high among NHB men, ~80% higher than that of non-Hispanic white men and NHB
women.”3 Compared with non-Hispanic whites, NHBs also have higher prevalence of
nonideal cardiovascular health across the majority of components of Life’s Simple 7.

In addition, previous studies suggest that the US NHB/non-Hispanic white disparity in
avoidable mortality reflects differences in education, income, living conditions, and access
to health care. Interventions aimed at addressing these structural determinants of health,
in combination with effective treatment and control of risk factors, could help reduce
population disparities in avoidable deaths.
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Also concerning is the stagnating decline in heart disease mortality among young adults
35 to 44 years of age,’* which has occurred in the context of continuing increases in

the prevalence of obesity and diabetes mellitus. The observed increases in heart disease
mortality among this working-age population are concerning because these are largely
avoidable deaths. Mortality increases were concentrated in medium and small metropolitan
areas and in rural counties, which could lead to a widening of the urban-rural disparity
that began in the mid-2000s.7> Indeed, this rural-urban gap is not limited to working-age
populations. For example, from 2010 to 2017, the rural-urban gap in excess deaths overall
increased for cancer, heart disease, and chronic lung disease, and in 2014, life expectancy
was >3 years lower in rural compared with urban areas.”® Overcoming these inequities will
require increased investment in surveillance, reporting, research, and programs tailored to
the structural needs of rural environments and care delivery systems.”’ Stroke also shows
disturbing trends, with broad and substantial increases in ischemic stroke and stroke risk
factors among adults 18 to 54 years of age. NHBs had the highest rate of stroke, whereas
Hispanics uniquely had significant increases in ischemic stroke in all age groups.’®

Primary prevention of CVD includes health-promoting activities that can occur both within
and outside of the traditional healthcare system. The latter may represent a key opportunity
for reaching younger, working-age individuals, who may underuse effective preventive
health care. A focus of primary prevention on younger adults also represents an opportunity
to reduce the cumulative negative effects of CVD risk factors. Similarly, focusing primary
prevention efforts outside of large urban counties may be important because the populations
in these counties often have a lower prevalence of a number of healthy behaviors.

To ensure that prevention-related interventions for heart disease and stroke events effectively
reach these populations, communities and the healthcare and public health systems

may require a renewed focus on the identification and effective treatment of not only
cardiovascular risk factors, including tobacco use, obesity, diabetes mellitus, hypertension,
and hyperlipidemia, but also health behaviors, in particular diet and physical activity, in
addition to SDOH. Healthcare systems should be organized to reduce barriers to access and
to increase incentives to engage in care early in adulthood such that individuals remain in
care as they age. These same efforts, when focused outside of large urban centers, will need
to overcome lower access to care in these communities.

A Strategic Approach to the Domestic Goal

To achieve the 2030 Impact goal in the United States, the AHA must work with a range

of partners and stakeholders to support both individual- and population-based approaches to
improve health and well-being across the life course. These efforts will also require attention
to changing systems that perpetuate profound inequities in health and well-being.

To create systems change in the United States, AHA must bring all of its resources to bear,
from research and data system expertise to its extensive volunteer network in thousands of
communities, its capacity for building leaders, its well-organized policy and advocacy arm,
and, above all, its partnerships with organizations across the country. Over the next decade,
AHA will create biennial strategic plans to track and measure progress in the HALE metrics
to ensure that it stays on track to meet the Impact Goals.
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The adapted 100 Million Healthier Lives Community of Solutions framework offers a

way to organize these assets, according to levers and activities, into a coherent framework
for action (Table 3). Kania, Kramer, and Senge’82 outline 6 levers for system change:
policies, practices, resource flows, relationships and connections, power dynamics, and
mental models. As a whole, this framework offers a systematic approach to improve healthy
life expectancy and to position AHA as a pioneer and leader in improving well-being and
equity in the country.

A Strategic Approach to the Global Goal

The global goal of “at least 67 years by 2030” is a major challenge, equaling >25 billion
additional healthy years for humankind compared with the prior decade.® Achieving this
will require the skills and resources of the entire worldwide community. The AHA, in
accordance with its mission, will be a relentless force in convening, creating, and catalyzing
change to realize this outcome.

Although AHA’s international work has grown steadily over the past decade, significant
changes in initiative design, operating models, and the scope of collaboration are needed to
meet the 2030 Impact Goal. To reflect the health needs of L/LMICs, the AHA has developed
programs focused on pediatric care, public training on first aid and trauma stabilization,

and the emerging wave of cases of hypertension and diabetes mellitus. Young children (<5
years of age) are a priority because they represent fully 48% of all-age, all-cause disability-
adjusted life-years in L/LMICs.8 The Helping Children Survive program provides frontline
provider training on treatment of diarrheal and lower respiratory diseases that are 24% of
the disability-adjusted life-year burden of this demographic.® Early treatment of rheumatic
fever is another youth-focused priority because rheumatic heart disease afflicts 33 million
individuals, primarily in L/LMICs, with lifelong disability.”® Combining first-aid/trauma
training with cardiopulmonary resuscitation addresses the road and unintentional injury rate
that is 36% higher in L/LMICs relative to high-income countries.® In addition, the rates of
hypertension and diabetes mellitus are growing rapidly in L/LMICs, and roadmaps such as
that outlined in Disease Control Priorities, 3rd edition,®0 provide direction on how to address
these developments.

Collaboration with local medical, community, and regulatory authorities will underpin our
approach with each nation. Innovative operating models, using partnerships and licensing
combined with emerging technologies, will help address legal and cost barriers.

The AHA will work with local, national, regional, and global partners to address relevant
national health priorities. Initiative designs and operating models may differ from those of
the United States and require contextualization, with potential focus on global challenges
related to tobacco prevention and control, poor-quality diets, pediatric health, rural systems
of care, and the diagnosis, prevention, treatment, and control of hypertension, high
cholesterol, and diabetes mellitus. The AHA’s equity task force, as discussed, will also
review and determine global equity measures and targets for 2030.
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Need For Broader Research

Beyond the need for actionable data and active partnerships and the implementation

of policies and programs already known to be effective, an expanded repertoire of
additional effective interventions is needed. Indeed, as recognized by the AHA through
assessment of progress toward past targets, sustainable and meaningful changes in health
outcomes, including HALE, will require ongoing scientific research, structural investments,
and changes in the way that systems influence health through areas such as housing,
neighborhood safety, employment, education, and food security to create a more just and
equitable environment for all.

Challenges and gaps remain in identifying priority actions for the AHA, other stakeholders,
and the relevant communities to address. To consider these, the AHA will promote further
scientific research to better understand models of effective interventions, partnerships, and
advocacy for enhancing behaviors, environments, and policies that promote equitable health
and well-being. Dissemination of findings and supporting exchanges between communities
will be key to uptake of approaches found to be successful.

Cost Considerations

The 2030 Impact Goals appropriately aim to achieve longer, healthier life spans for all
people in the United States and all people across the globe. When acting to achieve the

2030 Impact Goals, we need to quantify the health benefits accruing to individuals and to
their organizations, communities, and the larger society. In addition, we need to weigh those
benefits against the costs of health promotion and disease prevention and treatment decisions
required to achieve those goals. The illnesses that need to be addressed to achieve the 2030
Impact Goals consume enormous resources through preventable healthcare expenditures,
and corresponding savings in such costs could partly or fully offset efforts needed to
improve health and well-being.

The United States lags behind other high-income countries on several measures of health
outcomes, healthcare quality, and health equity despite spending roughly double the average
amount on health care per person.81 In addition, overall healthy life expectancy in the United
States is shorter than that of other high-income economies.82.83

The solution to the growing global burden of disease is not to spend more on sick care but
rather to refocus our efforts on prevention and the root causes of poor health, which are often
structural in nature. In the United States, most of the dollars spent in health care are directed
at the treatment of chronic medical conditions, many of which are preventable. Why not use
scarce resources more wisely?

To attain the 2030 Impact Goals, we recommend a thoughtful evaluation of the many
intervention options available to the general public, patients, providers, healthcare delivery
systems, communities, policy makers, and legislators. We offer that those interventions be
judged not only in terms of their health benefits but also in terms of their outright cost,
cost-effectiveness, cost utility, and cost benefit. To achieve the “biggest bang for the buck,”
we need to do what is humane, what is right, and what is responsible.
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Now |Is the Moment

Through these 2030 Impact Goals, the AHA is signaling to the domestic and global
communities the importance of this moment to build bridges and to work collectively toward
a goal that no single organization can achieve alone.

To achieve our goals, we must be prescient in our framing of needs and our design of
responses because the world is rapidly changing. For example, the science is clear that
changes in our environment will affect contexts relevant to cardiovascular health, longevity,
equity, and well-being. The places that we live, the foods that we eat, the way that we

seek physical activity, and the economies that employ us all have the potential to evolve

to prevent environmental change and to protect our hearts and minds through thoughtful
interventions. However, we must design with intention for what the future may bring.

We must also remain nimble to embrace new opportunities that will bring us closer to

our 2030 targets as they arise. For example, technology is advancing at a dizzying pace.
Investments in information, communication infrastructure and technology, and topical areas
such as mobile health, artificial intelligence, and precision medicine portend opportunities
in the near future—before 2030, certainly—although they may not be imaginable today.
Creating space to act on innovations as they evolve will be essential to achieving our goals.

Perhaps most indelible in the quest to achieve these goals, however, are the strategic liaisons
that we will develop across disciplines and sectors working toward these goals. Building on
its triad of science, advocacy, and volunteerism with global reach, the AHA brings unique
contributions to help move us all toward a world of equitable, longer, healthier lives and
well-being.
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Figure 1. Increasing Health-Adjusted Life Expectancy (HALE).
HALE is the number of years living in good health, accounting for years lived with disease

or disability and years lost due to premature death. As shown, HALE can be increased
through improving health and well-being, preventing or delaying onset and severity of
disease, and increasing life expectancy.

Circulation. Author manuscript; available in PMC 2021 December 21.




1duosnuepy Joyiny

Angell et al. Page 28
United States i
Both sexes, All ages, Deaths per 100,000
2007 rank 2017 rank

[1 Cardiovascular diseases } fic diseases ] Ic icable, maternal,

l"’ } ‘,2 ] :eona(al, und'nulrilizri:l :::ases

[3 jcal disorders | |3 Neurological disorders | Tinjuries

[4 chronic 4 chronic |

5 Diabetes & CkD |5 Diabetes & CKD |

[6 Digestive diseases ] {6 Digestive diseases ]

2 &TB | |77 ions & TB |

[8 selt-harm & violence - e use ]

[9 Unintentional nj e T inj ]

[ 12 Substance use )/// R 1' 10 Self-harm & violence |
United States O >

Both sexes, All ages, Deaths per 100,000
2007 rank 2017 rank

[ 1 Dietary risks j——————1 Dietary risks | Metabolic risks

lzm } e P 2 High systolic blood pressure | Envitonmenfal/occupa(ional risks

[3 High systolic blood pressure ) 1 e

4 High body-mass index } | 4High fasting plasma glucose |

[5 High fasting plasma glucose — - = ~ 5 High body-mass index |

[6 High LDL cholesterol } 6 High LDL cholesterol |

[ 7 Impaired kidney function }7 7 Impaired kidney function }

[8 Air pollution }—————————{8Airpoliution |

[ Low physical activity b-... _{sbuguse I

[12 Drug use "~~~ [ Low physical activty |

1duosnuely Joyiny

Figure 2. Comparison of GBD (Global Burden of Diseases, Injuries, and Risk Factors Study)
mortality rank order in 2007 and 2017 in the United States, by causes and risk factors.

CKD indicate chronic kidney disease; inj, injury; LDL, low-density lipoprotein; and TB,
tuberculosis.
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Figure 3. Forecast for US healthy life expectancy, 2018 to 2030.
Error bars represent 95% uncertainty intervals.
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Figure 4. US health-adjusted life expectancy forecast and goal.
Error bars represent 95% uncertainty intervals.
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Figure 5. Forecast of global HALE, 1990 to 2030.
Error bars represent 95% uncertainty intervals. HALE indicates health-adjusted life

expectancy.

Circulation. Author manuscript; available in PMC 2021 December 21.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuepy Joyiny

1duosnuely Joyiny

Angell et al.

Page 32

67.0

1
1
I

A T

1990 2000 2010 2020 Forecast

2030 Goal

Figure 6. Global health-adjusted life expectancy forecast and goal.
Error bars represent 95% uncertainty intervals.
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Figure 7. Health-adjusted life expectancy (HALE)* across all US states, 2017.

*HALE <1 year of age.
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Figure 8. 2017 global average health-adjusted life expectancy grouped by World Bank income
group.
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Figure 9. People’s perception of their well-being, United States, 2017.52a
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Figure 10. Correlation of perceived well-being and cardiovascular health.
Rates of cardiovascular risk factors, disease, and health by overall well-being score.

Q1=lowest well-being; Q5= highest well-being. AMI indicates acute myocardial infarction;
CHD, congestive heart disease; CV, cardiovascular; and CVD, cardiovascular disease.
Adapted from Spatz et al.53 Copyright © 2014, American Heart Association, Inc.
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Forecasted US Healthy Life Expectancy in 2020 and 2030 and the Estimated Change Across the Decade

95% Uncertainty

Year HALE at Birth Interval
2020 66.69 y of age 63.44-69.62 y of age
2030 67.36 y of age 64.05-70.39 y of age
Difference 0.67 0.61-0.77

HALE indicates health-adjusted life expectancy.
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