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INTRODUCTION

This document summarizes principles common to all
American College of Cardiology (ACC) and American
Heart Association (AHA) clinical practice guidelines.
Each specific guideline will refer to these basic princi-
ples to provide the reader with best practices in a
concise format. Additionally, this document addresses
common elements of the development process for ACC/
AHA clinical practice guidelines.

1. ACC/AHA GUIDELINE AUDIENCE

ACC/AHA clinical practice guidelines are primarily
intended to provide evidence-based practical recom-
mendations for clinicians caring for patients at risk for or
with cardiovascular disease (CVD). ACC/AHA guidelines
also may be of interest to others, including nursing pro-
fessionals, pharmacists, medical researchers, hospital
administrators, health care systems, economists, policy
makers, and patients.

2. GUIDELINE DEVELOPMENT PROCESS

The ACC/AHA guideline development process entails a
rigorous approach that includes: 1) identifying and
defining the scope of clinical topics; 2) reviewing and
conducting ongoing surveillance of the evidence base; 3)
selecting multidisciplinary writing committees (WCs); 4)
developing PICOT recommendations classified by
strength of the recommendation and level of evidence; 5)
applying a standardized publication style using a
modular format; 6) implementing an iterative review
process; 7) obtaining formal approval from the ACC and
AHA; and 8) collaborating with other societies to ensure
stakeholder representation and facilitate guideline
implementation.

2.1. Guideline Recommendations

The cornerstone of ACC/AHA guidelines is a robust
methodology to write and classify recommendations.
Patient-centered recommendations are developed using a
PICOTS (Population, Intervention, Comparator, Outcome,
Timing, and Setting) format. Each recommendation is
assigned a Class of Recommendation (COR) with the
strength of the recommendation reflecting the risk to
benefit balance, including the severity of the outcome,
magnitude of effect, alternate treatments, and other
considerations. The Level of Evidence (LOE) is classified
separately using a structured approach to assess the
quality of the evidence supporting the recommendation
(Table 1).

The ACC/AHA Joint Committee on Clinical Practice
Guidelines continuously reviews, updates, and modifies
guideline methodology on the basis of published
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standards from organizations including the National
Academies of Sciences, Engineering, and Medicine."?
Similarly, the guideline format is reevaluated and modi-
fied in response to evolving technologies and other fac-
tors to optimally disseminate information to health care
professionals at the point of care.

Numerous modifications to the guidelines have been
implemented to shorten their length and make them
more user friendly. Guidelines are written in a modular
format, with each module containing a brief synopsis, a
set of related recommendations (ie, COR and LOE), links
to the key references for each recommendation,
recommendation-specific supportive text, and when
appropriate, clinical decision flowcharts that summarize
the recommendations. Additional figures or tables may
be included to accompany the information. Standardized
color coding is used to indicate the COR in tables and
flowcharts. This modular format will facilitate the tran-
sition to a digital guideline system and allow for updates
to individual modules, rather than the entire topic’s
guideline, as new practice-changing evidence is pub-
lished. This standardized publication format also ensures
consistency in the guideline’s structure and terminology
across guideline topics.

Guidelines also include cost-value statements when
data addressing the cost-value for a drug, device, or
intervention are available.?

2.2. Selection of the Writing Committee and
Peer Review Committee

ACC/AHA guideline development is led by a WC. A
separate peer review committee provides iterative review
at specified points in the development process and serves
as a sounding board for any controversial issues that arise
during WC discussions. Both the WC and peer review
committee are selected from nominated individuals to
provide multidisciplinary panels of cardiovascular clini-
cians (including cardiologists, primary care physicians,
nurses, pharmacists, health economists, and other health
care professionals), methodology experts, and lay
representatives.

One of the foundations of the development process is
transparency, achieved through comprehensive disclo-
sures of any relationships with industry for the WC chair,
members, and peer reviewers, which maintains the
trustworthiness of the process. The WC must have >50%
of members with no relevant relationships with industry.

In addition, the ACC and AHA strive to ensure that the
broader cardiovascular community is reflected by the
guideline WCs, with experts chosen from a spectrum of
backgrounds to represent different geographic regions,
sexes, races, ethnicities, intellectual perspectives and
biases, and clinical practice settings. The ACC and AHA
also collaborate with other societies to ensure
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TABLE 1

CLASS (STRENGTH) OF RECOMMENDATION

Class 1 (STRONG) Benefit >>> Risk

Suggested phrases for writing recommendations: ,
+ Is recommended
+ Is indicated/useful/effective/beneficial
+ Should be performed/administered/other
+ Comparative-Effectiveness Phrasest:
- Treatment/strategy A is recommended/indicated
in preference to treatment B
- Treatment A should be chosen over treatment B

Class 2a (MODERATE) Benefit >> Risk

Suggested phrases for writing recommendations:
+ Isreasonable
+ Can be useful/effective/beneficial
+  Comparative-Effectiveness Phrases:
- Treatment/strategy A is probably recommended/
indicated in preference to treatment B

Level A

High-quality evidence¥ from more than 1 RCT
Meta-analyses of high-quality RCTs

One or more RCTs corroborated by high-quality registry
studies

Level C-LD

Otto et al
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Applying the American College of Cardiology/American Heart Association Class of Recommendation and Level of Evidence
to Clinical Strategies, Interventions, Treatments, or Diagnostic Testing in Patient Care* (Updated December 2024)

LEVEL (QUALITY) OF EVIDENCE

(Limited Data)

Randomized or nonrandomized observational or
registry studies with limitations of design or execution

- ltis reasonable to choose treatment A over + Meta-analyses of such studies
treatment B + Physiological or mechanistic studies in human subjects
Class 2b (WEAK) Benefit > Risk  Level C-EO (Expert Opinion)
+ Consensus of expert opinion based on clinical

Suggested phrases for writing recommendations:

+ May/might be reasonable

+ May/might be considered

« Usefulness/effectiveness is unknown/unclear/uncertain
or not well-established

experience

COR and LOE are determined independently (any COR may
be paired with any LOE).

A recommendation with LOE C does not imply that the

recommendation is weak. Many important clinical questions

addressed in
trials. Although RCTs are unavailable, there may be a very
clear clinical consenus that a particular test or therapy is
useful or effective.

* The outcome or result of the intervention should be

Class 3: No Benefit (MODERATE)  Benefit = Risk

(Generally, LOE A or B use only)

Suggested phrases for writing recommendations:
+ Is not recommended

+ Is not indicated/useful/effective/beneficial

+  Should not be performed/administered/other

Class 3: HARM (STRONG) Risk > Benefit

Suggested phrases for writing recommendations:

Potentially harmful

Causes harm

Associated with excess morbidity/mortality
Should not be performed/administered/other

uidelines do notlend themselves to clinical

specified (an improved clinical outcome or increased
diagnostic accuracy or incremental prognostic
information).

+ For comparative-effectiveness recommendations (COR

1 and 2a; LOE A and B only), studies that support the
use of comparator verbs should involve direct
comparisons of the treatments or strategies

being evaluated.

F The method of assessing quality is evolving, including

the application of standardized, widely-used, and
preferably validated evidence grading tools; and for
systematic reviews, the incorporation of an Evidence
Review Committee.

COR indicates Class of Recommendation; EO, expert opinion;
LD, limited data; LOE, Level of Evidence; NR, nonrandomized;
R, randomized; and RCT, randomized controlled trial.

ne7z
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stakeholder representation and facilitate guideline
implementation.

2.3. Surveillance Committee and Evidence Review

When developing recommendations, the WC uses
evidence-based methodologies that are based on all
available data.* Literature searches focus on random-
ized controlled trials but may also include registries,
nonrandomized comparative and descriptive studies,
case series, cohort studies, systematic reviews, and
expert opinions. Only key references are cited. Relevant
and cited studies are compiled and added to evidence
tables when appropriate. The finalized evidence tables
summarize the evidence used by the WC to formulate
recommendations and are published online concurrently
with each guideline. References selected and published
in the guidelines are representative of the evidence on a
topic but are not all-inclusive.

To ensure that guideline recommendations remain
current, new data are reviewed on an ongoing basis by
staff and an independent surveillance committee. Formal
review and maintenance of the guidelines will be
prompted by the identification of potentially practice-
changing new data that would change the COR or LOE
of a specific recommendation or lead to a new recom-
mendation. For additional information and policies on
guideline development, readers may consult the ACC/
AHA guidelines methodology manual and other meth-
odology articles.*”

3. STANDARD MEDICAL CARE FOR ALL PATIENTS
WITH CARDIOVASCULAR DISEASE

3.1. Clinical History and Physical Examination

Clinical practice guidelines begin with the premise that
clinicians are providing standard medical care, including
a comprehensive clinical history and appropriate physical
examination (Table 2). The cardiovascular clinical history
provides the basis for understanding a patient’s health
experience and changes in their physical function and
symptoms over time. A patient’s medical and family
history may identify underlying risk factors relevant to
the implementation of guideline recommendations. An
assessment of risk for primary and secondary prevention
of CVD is based on the clinical history and is supple-
mented by appropriate laboratory and noninvasive
testing. Additionally, the clinical history offers an op-
portunity for shared decision-making (SDM) to under-
stand a patient’s goals and values regarding their
cardiovascular care.®

JACC VOL. 87, NO. 9, 2026
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3.2. Standard Diagnostic Methods

ACC/AHA guidelines assume that, in addition to a thor-
ough clinical history, review of medical records, and
physical examination, appropriate standard clinical and
cardiovascular tests have been performed as part of the
initial cardiovascular assessment. An understanding of
appropriate use criteria, pretest and post-test probabili-
ties, and clinical scenarios in which testing would assist
in management is fundamental to provide suitable
recommendations for cardiac testing for patients. The
ACC/AHA clinical guidelines often provide guidance on
when cardiac noninvasive and invasive testing is appro-
priate and the frequency with which to repeat testing if
indicated.

In addition, standard tests that are appropriate in the
initial evaluation of patients include:

o Laboratory: Blood tests for blood counts, thyroid
function, electrolytes, renal function, lipid levels, in-
flammatory markers, and serum B-type natriuretic
peptide levels are routine.

¢ Electrocardiogram (ECG): A 12-lead ECG allows diag-
nosis of arrhythmias or conduction abnormalities and
provides information about cardiac structure and
function. Ambulatory ECG monitoring may be used for
the diagnosis of intermittent arrythmias or to quantify
the temporal frequency of a known arrhythmia. The
role of consumer smart devices for the detection and
management of cardiac disease is evolving.

o Imaging: Transthoracic echocardiography allows for
detailed assessment of resting cardiac anatomy, atrial
and ventricular sizes, systolic and diastolic function,
valvular evaluations, volume status, congenital ab-
normalities, pericardial disease, and/or extracardiac
disease. Coronary computed tomography (CT) allows
quantitation of coronary or valve calcium. CT angiog-
raphy allows direct visualization of coronary anatomy.
Cardiac CT and magnetic resonance imaging are
routinely utilized for the assessment of complex
structural or vascular disease.

e Stress testing: Exercise treadmill testing using ECG
evaluation without imaging remains a useful tool for
assessing exercise capacity, elicitation of symptoms,
and for risk stratification in low-risk patients who may
have undiagnosed atherosclerotic coronary artery dis-
ease. Stress testing may also be accompanied by
echocardiography, nuclear imaging (ie, single-photon
emission CT, positron emission tomography), or car-
diac magnetic resonance imaging, especially for inter-
mediate- or higher-risk patients.
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Elements of a Clinical History and Physical Examination

Clinical History

Reason for Seeking Health Care

Chief complaint
Priorities for seeking cardiovascular care

Presentation of Current Concerns or Ailment e Time course
e Alleviating or exacerbating factors
e Characterization
Physical Functioning e Baseline functional status
e Ability to perform ADLs
e Occupational and leisure physical activity
e Time course for changes in physical functioning
Current and Past Medical History That Increases e Relevant history and conditions related to:
Cardiovascular Risk o Cardiometabolic health
o Autoimmune disease
o Chronic infections
o Mental health
o SDOH
Family History e Hypertension
e Inherited cardiovascular condition
e Diabetes
e Dyslipidemia
e Pregnancy-related hypertensive disorders
e Early CVD events
e Cardiac dysfunction
e Congenital heart disease
e Sudden cardiac death
Review of Medical Records e Referral request and primary care information
e Previous cardiovascular events
e Cardiovascular imaging and other testing
Physical Examination
Vital Signs e Appropriately obtained resting BP, heart rate, respiratory rate, oxygen saturation if indicated
e Height and body weight to estimate BMI or abdominal circumference
General e |s the patient well-nourished?
e Mental status?
e Exhibiting distress or tachypnea?
e Diaphoretic?
Skin + Nails + Eyes e Xanthomas related to dyslipidemia
e Retinal examinations to identify dyslipidemia and hypertensive disease
e Temperature for concerns of shock or arterial insufficiency
e Petechia or signs of bruising
e Osler nodes, Janeway lesions, or splinter hemorrhages for endocarditis or vasculitis concerns
Volume Status e Baseline and trends in:
o Body weight
o Peripheral edema
o Jugular venous pressure and pulsation
Palpation e Upper and lower extremity peripheral pulses
e Carotid upstroke (amplitude, timing)
e Palpation of precordial thrills, heaves, or lifts
e Abdominal examinations to evaluate ascites, hepatomegaly, or splenomegaly
Auscultation e Lung fields for pulmonary pathologies, edema, and effusions
e Heart sounds for valvular function, cardiac shunts, and pericardial disease
e Carotid and femoral artery for vascular disease
Point-of-Care Ultrasound e Cardiac chamber size
e Ventricular function
e Pericardial effusion
e Volume status accessed with inferior vena cava evaluation
e Lung fields evaluation for pulmonary edema
e May provide supplementation to comprehensive imaging studies

ADLs indicates activities of daily living; BMI, body mass index; BP, blood pressure; CVD, cardiovascular disease; and SDOH, social determinants of health.

4. EVALUATION AND MANAGEMENT OF
CARDIOVASCULAR RISK FACTORS

4.1. Primary Prevention—AHA's Life's Essential 8 and
Cardiovascular-Kidney-Metabolic Health

Embedded in all ACC/AHA clinical practice guidelines is
the concept that cardiovascular risk factors have been

appropriately assessed and treated, regardless of the
specific type of CVD affecting the patient.

CVD is the most common noncommunicable disease
worldwide, accounting for approximately one-third of all
global deaths.® Several modifiable risk factors, including
increased body mass index (BMI), systolic blood pressure,
low-density lipoprotein cholesterol level, tobacco
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strategies that would also directly promote the health of
the population and individuals.'” Central to this new
approach was the creation of a novel and operational
definition for the construct of cardiovascular health
(CVH)."? The initial definition of CVH was based on 7
health behaviors and health factors that, when optimal,
were associated with greater CVD-free survival, total
longevity, and higher quality of life.'” The 7 components
of CVH, subsequently called Life’s Simple 7, included
indicators of dietary quality, participation in physical
activity, exposure to cigarette smoking, and measures of
BMI, fasting blood glucose, total cholesterol, and blood
pressure.”” Each metric was classified as poor, interme-
diate, or ideal based on accepted clinical thresholds.
Numerous studies have now shown robust, stepwise,
inverse associations between the number of ideal CVH
metrics, or overall CVH score, and total CVD and CVD
mortality, all-cause mortality, and a wide variety of non-
CVD outcomes, including a large meta-analysis of 9 pro-
spective cohort studies involving a total of 12,878 partic-
ipants.’® Since the original metrics were developed in
2010, key findings have illustrated the essential, founda-
tional context of psychological health and well-being and
social determinants of health (SDOH) for maintaining or
improving CVH.">'* The AHA proposed updated defini-
tions and rescoring of the original 7 CVH metrics on a more

FIGURE 1 Life's Essential 8

Sy

Life’s
E

®ssential

Life's Essential 8 includes the 8 components of cardiovascular health:
healthy diet, participation in physical activity, avoidance of nicotine,
healthy sleep, healthy weight, and healthy levels of blood lipids,
blood glucose, and blood pressure. Reprinted with permission from
Lloyd-Jones et al."”

smoking, and diabetes, account for most of the attribut-
able risk for CVD prevalence and incidence.'®* Approx-
imately a decade ago, the AHA expanded its focus from
addressing existing CVD and risk factors to adding

continuous scale to better account for interindividual
difference and intraindividual change. In 2022, with the
addition of a new sleep metric, Life’s Essential 8 was
created.”” Designed to measure, monitor, and improve

FIGURE 2 Stages of CKM Syndrome

Nonmetabolic
etiologies of

/ hypertension

Stage 0: Stage 1: Stage 2:
No Risk Factors Excess/Dysfunctional Metabolic Risk
Adipose Tissue Factors and CKD
Hypertension

Hyper- Metabolic

triglyceridemia

Essential

Overweight/obesity
Abdominal obesity
Impaired glucose
tolerance

p

“v’ I
Type2 Moderate- to
diabetes high-risk CKD

7

Nonmetabolic S
etiologies of CKD

A focus on
primordial prevention
and preserving
cardiovascular health

The CKM staging construct reflects the progressive pathophysiology and increasing absolute CVD risk along the spectrum of CKM syndrome. Afib indicates
atrial fibrillation; ASCVD, atherosclerotic cardiovascular disease; CHD, coronary heart disease; CKD, chronic kidney disease; CKM, cardiovascular-kidney-
metabolic; HF, heart failure; KDIGO, Kidney Disease Improving Global Outcomes; and PAD, peripheral artery disease. Reprinted with permission from
Ndumele et al."®
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CVH, Life’s Essential 8 includes 8 components: diet,
physical activity, nicotine exposure, sleep health, BMI,
blood lipids, blood glucose, and blood pressure (Figure 1).
Clinicians and patients are accustomed to health status
being framed as a risk (implying negative or bad) for a
given disease or condition. When Life’s Essential 8 is
implemented in diverse settings, it should ideally be
presented in a positive manner in a lay-friendly format to
ensure accurate interpretation, to emphasize its strong
associations with favorable health outcomes, and to pro-
vide motivation to change one’s behavior as needed.

Another important determinant of cardiovascular
health is cardiovascular-kidney-metabolic (CKM) health,
a relatively new term describing the interplay among
metabolic risk factors, chronic kidney disease (CKD), and
the cardiovascular system, and its profound impact on
morbidity and mortality. There are multisystem conse-
quences of poor CKM health, the most significant of
which is the high incidence of associated CVD events and
cardiovascular mortality.’® Recently, a CKM staging
construct has been proposed that reflects the patho-
physiology, spectrum of risk, and opportunities to opti-
mize prevention and care within CKM syndrome: stage 0,
no CKM risk factors; stage 1, excess or dysfunctional
adiposity; stage 2, metabolic risk factors (hyper-
triglyceridemia, hypertension, type 2 diabetes, metabolic
syndrome) or moderate- to high-risk CKD; stage 3, sub-
clinical CVD in CKM syndrome or risk equivalents (high
predicted CVD risk or very high-risk CKD); and stage 4,
clinical CVD in CKM syndrome (Figure 2).

4.2. Social Determinants of Health

All clinical practice guideline recommendations should
consider SDOH, the structural determinants and condi-
tions in which people are born, grow, live, work, and age
that affect health, functioning, and quality of life.'”-'® Five
key domains comprise SDOH, including economic stabil-
ity, neighborhood and built environment, education, so-
cial and community context, and health and health care,
all of which have major impacts on people’s health, well-
being, and quality of life.’® The “2024 ACC/AHA Key Data
Elements and Definitions for Social Determinants of
Health in Cardiology” provides standard definitions for
SDOH relevant to CVD.?° Strategies to integrate SDOH in
electronic health records and data repositories are neces-
sary to ensure that these standards can be deployed to
achieve more equitable and optimal health outcomes.
There is also a need for better understanding of the inter-
relationship among SDOH and the mediating effects of 1
domain upon another (eg, structural racism underlies so-
cioeconomic deprivation, which in turn results in dietary
patterns, substance use rates, environmental risks, and
barriers to health care access).?°

Otto et al
ACC/AHA Guideline Core Principles

SDOH affect a wide range of health risks, outcomes,
and quality-of-life indicators and contribute to health
disparities; therefore, it is critical to incorporate SDOH
into clinical practice, addressing them with each and
every patient. Mechanisms are also needed to enhance
the inclusion of consistently defined data elements that
best reflect individuals and their lived environment in
electronic health records, clinical research, and health
data systems.'”

5. MULTIDISCIPLINARY TEAMS AND
CENTERS OF EXCELLENCE

ACC/AHA guidelines expect that multidisciplinary teams
(MDTs) will be utilized for the management of patients
with complex CVD, conditions that affect additional or-
gan systems, and high-risk patients.”>*> MDTs help
facilitate diagnostic and treatment management de-
cisions, considering individual patient characteristics
and relevant social determinants bearing in mind local
expertise and incorporating patient preferences in an
SDM framework. Logistical considerations for the insti-
tution include the frequency of type of MDTs, the fre-
quency of meetings, whether the meetings are in person
vs virtual, and a mechanism to convene ad hoc and
emergent meetings when required. There is the expec-
tation that decision-making is based on the clinical
indication, regardless of the patient’s sex, gender, race,
or ethnicity.”3

The composition of the MDT, commonly known as the
heart team, is tailored to the specific clinical condition
and includes physicians, nursing professionals, pharma-
cists, and patient care coordinators, often spanning
multiple clinical specialties. High-quality cardiovascular
care is often predicated on high hospital and operator
volumes with comprehensive care provided by a collab-
orative MDT within a Center of Excellence.?*>° For
example, a standard MDT for patients being considered
for coronary revascularization might include a cardiac
surgeon, interventional cardiologist, and noninterven-
tional cardiologist.”**”*® In contrast, the MDT at a
comprehensive heart valve center typically includes
specialists in cardiac surgery, interventional cardiology,
vascular surgery, anesthesia, critical care, imaging, other
medical disciplines, nursing, and other allied health
professionals.”® Expertise in genetics and genetics coun-
seling is important for MDTs for thoracic aortic disease
and hypertrophic cardiomyopathy.3°-3!

6. PATIENT CONSIDERATIONS

6.1. Patient Education

ACC/AHA clinical practice guidelines are intended for
cardiovascular clinicians. However, patient education,

nn
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both in person and by directing patients to digital re-
sources, such as those provided by the ACC and AHA,

foundational
32,33

is a principle for all guideline
recommendations.

Patient education is the delivery of information from
clinicians to patients to improve health behavior and
outcomes. Clinicians are ideally positioned to engage in
meaningful dialogue with individuals who are at risk for
or have cardiovascular conditions. Education about self-
care skills to prevent and manage risk factors and con-
ditions is essential.®** The clinical encounter, especially
during recovery, provides a teachable moment to deliver
structured education, including priming the patient to
engage in lifestyle modification and adhere to the treat-
ment regimen.

Systematic reviews of educational interventions tar-
geting secondary prevention in patients with coronary
heart disease have demonstrated effectiveness in
improving disease-related knowledge, healthy behaviors,
and medication adherence.>>” The majority of the pro-
grams used multiple delivery modes, with nearly all the
programs using multiple sessions (median duration, 2
months).>> The programs’ duration had a significant in-
fluence on outcomes, with those lasting >3 months hav-
ing more benefit.>> A shortcoming of published studies of
educational interventions to date is that they are mark-
edly heterogeneous, varying in level of intensity, dura-
tion, delivery mode, and resources needed, with differing
outcome assessments, including length of follow-up.3*4*
Although there are insufficient comparative data to pro-
vide clinicians guidance about which specific educational
interventions are best, evidence supports the use of
individualized goal setting that demonstrates respect for
the patient and their circumstances, with structured
content that is culturally appropriate and outcomes
clearly defined.3®

Best practices for patient education include: 1) struc-
tured discharge education for hospitalized patients; 2)
use of educational materials appropriate for the patient’s
degree of literacy; 3) engagement with self-care in-
terventions when possible; and 4) use of digital and
phone-based prompts to improve medication adherence.

6.2. Decision Aids

Decision aids can accelerate patient learning and enhance
SDM processes for the implementation of clinical practice
guideline recommendations. Patient decision aids (PDAs)
are used to guide, not replace, preference-sensitive
treatment discussions when patients and clinicians face
equipoise in deciding among treatment options.** They
are designed to present balanced, unbiased, literacy-
sensitive, culturally congruent information about the
risks and benefits of treatment options based on the lat-
est evidence.** PDAs should be utilized in advance of the
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treatment decision to allow time for patients and care
partners to emotionally and cognitively process the in-
formation presented, so they can prioritize and commu-
nicate their individualized goals to drive decisions.

Individuals who are at risk for or have cardiovascular
conditions have been shown to benefit from PDAs, which
improve knowledge levels of treatment options, reduce
decisional conflict, enhance patient-clinician communi-
cation, and improve patient and clinician satisfaction
with treatment choices without having a significant effect
on the encounter duration.***>*® When deciding be-
tween treatment options, patients prefer using PDAs
collaboratively with a clinician as opposed to a stand-
alone tool.*° Moreover, PDAs are coupled with a deci-
sion coach, resulting in more active participation in the
decision-making process and the highest improvement in
knowledge.*>

An inclusive design approach should be used when
developing PDAs, including considering their use in
persons who are socially disadvantaged and have low
health literacy and health numeracy. PDAs should adhere
to the International Patient Decision Aid Standards, be
personalized, written in plain language, and tailored to
patient-specific information (eg, demographic, clinical,
genetic) and treatment options available for the condi-
tion.?>' Paper-based PDAs are the most common form of
delivery compared with web-based, video, or CD delivery
modes.>” Digital PDAs offer advantages for displaying
tailored choice options for those who prefer to engage in
digital technologies; yet, households with limited device
accessibility or connectivity may be at a disadvantage,
necessitating the use of digital PDAs in clinical settings.

6.3. Shared Decision-Making

SDM is an essential component of clinical management
for all guideline-based clinical care. Management, in
accordance with guideline recommendations, is effective
only when followed by both practitioners and patients.
Adherence to recommendations can be enhanced by
SDM, with patient engagement in selecting interventions
on the basis of individual values, preferences, and asso-
ciated conditions and comorbidities (Figure 3).°3 This may
include using decision support (eg, decision aids, deci-
sion coach) to ensure that the patient can make the best
decision without having decisional regret or conflict.>*>°
SDM is relevant across the spectrum of cardiovascular
care where equipoise exists, including prevention efforts
requiring behavior change and adherence, chronic dis-
ease management, and therapies for acute or advanced
conditions. Strategies for the successful implementation
of SDM include identifying reimbursement and workflow
solutions, obtaining leadership support, providing
focused team-based SDM training for clinicians, and
gaining access to high-quality decision aids.>*>>
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FIGURE 3 Shared Decision-Making
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6.4. Patient-Reported Outcomes

ACC/AHA clinical practice
patient-reported outcomes (PROs) in recommendations
when possible. However, to date, only a minority of
cardiovascular PROs have been recognized by the U.S.
Food and Drug Administration as suitable outcomes
from a regulatory approval perspective. Thus, at pre-
sent, the regulatory perspective on acceptable PRO

guidelines incorporate

measures is likely too narrow to use in deciding
whether specific PROs from clinical trials should be
included in guideline recommendations.””>° PROs are
reports of a person’s health status that are directly
measured by a patient without interpretation by a
health care professional (Figure 4).°%-°* The nature of
CVD and its impact on patients’ lives have been well
documented, including high symptomology and influ-
ence on physical and social function, emotional well-
being, and health-related quality of life.°© PROs pro-
vide a holistic perspective across multiple domains of
health (global, mental, physical, and social health).®° 2
The COnsensus-based Standards for the selection of

health Measurement INstruments (COSMIN) checklist
recommends using a multidomain approach for the
measurement of PROs.®

At the individual level, patients are beginning to use
PROs, independent of clinician involvement, for tracking
health status, including symptom monitoring.°* The
systematic collection of PRO data longitudinally for
chronic disease management or before and after a cardiac
intervention can be helpful in detecting pattern changes
in patients’ disease trajectory beyond physiological
monitoring alone. As recommended by the Patient-
Centered Outcomes Research Institute, the collection of
these data aligns with patient priorities when making
decisions about care.*?:°> At the population level, PROs
are used in clinical trials as patient-centered endpoints to
complement traditional “hard outcomes” (eg, survival).
However, PROs have yet to reach their full potential of
being integrated into routine clinical care, providing in-
formation about which patients would potentially benefit
from specialty care or a particular treatment.®® System-
atically collecting PROs also helps to evaluate health care

n73



n74

Otto et al
ACC/AHA Guideline Core Principles

JACC VOL. 87, NO. 9, 2026
MARCH 10, 2026:1165-1176

Global Health

Generic and disease-specific
quality of life

SF-12, SF-36, EQ-5D

v0lg
oo?qo

a

Physical Health

Physical function, fatigue, pain
intensity, pain interference, sleep
disturbance, sexual function

PROMIS-Physical function,
PROMIS-Fatigue, DASI

FIGURE 4 Four Patient-Reported Outcome Domains With Select Examples of Instruments

Patient-reported
outcome domains

Mental Health

Anxiety, depression, anger,
cognitive function, self-efficacy
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Social Health

Ability to participate in social roles
and activities, social isolation,
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DASI indicates Duke Activity Status Index; EQ-5D, EuroQol; GAD, general anxiety disorder; HADS, Hospital Anxiety and Depression Scale; KCCQ, Kansas City
Cardiomyopathy Questionnaire; MoCA, Montreal Cognitive Assessment; Neuro-QoL, Quality of Life in Neurological Disorders; PHQ-9, Patient Health
Questionnaire-9; PROMIS, Patient-Reported Outcomes Measurement Information System; SAQ; Seattle Angina Questionnaire; SF-12, Short-Form Health
Survey 12 items; SF-36, Short-Form Health Survey 36 items; and SPPB, Short Physical Performance Battery. Reprinted with permission from Masterson et al.®'

quality in a value-based medical system. There is a need
to tailor PROs for language, culture, literacy, and
numeracy levels to optimize their use in diverse pop-
ulations,®°62:6¢

SUMMARY

The process for developing ACC/AHA clinical practice
guidelines summarized here applies to all guidelines
going forward. Similarly, the core principles for diag-
nosis and management are implicit and will only be

addressed in individual guidelines if there are
unique aspects relevant to a specific patient population.
An appropriate clinical history, physical examination,
and standard diagnostic methods are essential in the
initial evaluation of all patients. The management of
patients with CVD always includes primary prevention
and consideration of SDOH, with care provided by
MDTs in the context of centers of excellence for com-
plex conditions. Patient education, decision aids, and
SDM are integral to the management of all types of

CVD.
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