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Cardiovascular disease (CVD) is on the rise globally and, along with mental health conditions, will represent the largest

public health burden, especially in a world impacted by climate change. Behavior, psychological mechanisms, and CVD

are closely correlated. Evidence-based psychological interventions targeting behavior and psychological mechanisms

exist across the CVD spectrum. This statement proposes the development of a subspecialty “cardiovascular psychology”

to develop integrated pathways of behavioral care delivered to CVD populations. Scope of practice is discussed as it

relates to diagnosing and treating comorbid health disorders, behavioral change interventions, pain management, life-

style and wellbeing, neuropsychological assessment, and cognitive rehabilitation. An agenda on reforms for financials,

training pathways, and diversification of the workforce is presented. Finally, normalizing the integration of behavioral

health as part of CVD treatment is a shared responsibility across professional organizations and the community to realize

value-based CVD care. (JACC Adv 2024;3:100910) © 2024 The Authors. Published by Elsevier on behalf of the American

College of Cardiology Foundation. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
I t is expected that cardiovascular risk factors and
diseases will significantly rise between 2025 and
2060, especially among minoritized individuals.1

Simultaneously, we face a global rise in mental disor-
ders. Indeed, due to climate change and associated
societal and ecological disruptions, cardiovascular
disease (CVD) and mental health burdens are
emerging as the top health burdens.2 As both behav-
ioral and psychological factors contribute to acquired
CVD outcomes, they are potentially preventable or
modifiable.3
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This expert panel statement aims to reflect on how
clinical psychologists, working alongside cardiovas-
cular specialists and allied professionals, can
contribute to feasible solutions.

This document serves to: 1) orient us to the insights
and science that have led to the emergence of a sub-
specialty called cardiac psychology, but which this
statement will expand to “cardiovascular psychol-
ogy”; 2) outline the current roles of the clinical psy-
chologist in the integrated CVD care model; 3) define
competencies and training requirements for clinical
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HIGHLIGHTS

� Cardiovascular diseases, its incidence,
and lived experiences exist at the inter-
section of behavioral and psychosocial
influences and impacts from it.

� Integrated care solutions that address
behavioral and psychosocial factors as

ABBR EV I A T I ON S

AND ACRONYMS

APA = American Psychological

Association

CCM = Collaborative Care

Model

CVD = cardiovascular disease

FFS = fee-for-service
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psychologists working in CVD care; 4)
describe frameworks for integrating behav-
ioral/psychological cardiovascular care; and
5) provide recommendations on policy re-
forms for integrated CVD care delivered by
psychologists. This document focuses pri-
marily on acquired CVD in adults. However,
insights may also extend to care for inherited
subtypes of CVD and to pediatric cardiology,
part of the cardiovascular treatment are
essential for treating the individual with
cardiovascular risk and/or disease more
effectively, more efficiently, and more in
alignment with a care perspective
designed from a whole-person, person-
centered care standpoint.

� Current care delivery models for cardio-
vascular diseases do not routinely offer
integrated care solutions addressing
behavioral and psychosocial influences
and impacts, nor are they incentivized
through matching payor structures,
which will require reforms in training,
advocacy, and the reduction of stigma
associated with mental and psychological
health.
which may be covered in separate future statements.
Additionally, although the primary focus herein re-
flects the U.S. context, we recognize the need for in-
ternational collaboration to establish “cardiovascular
psychology” (Central Illustration).

INSIGHTS AND SCIENCE THAT HAVE LED TO THE

EMERGENCE OF CARDIOVASCULAR PSYCHOLOGY

Health psychology developed in the United States
and globally against a backdrop of societal changes
leading to the decline of infectious diseases alongside
a rise of chronic conditions due to changed lifestyle,
working, and living conditions.4

For CVD, the potential link between changing
lifestyle and working conditions and CVD was
observed in the 1950s, followed by work on Type A
personality.5 However, this work was only performed
in white men and over the years, was deemed not
replicable.6 Later work demonstrated a strong asso-
ciation between a higher prevalence of major
depressive disorder (16%) and a 4-fold subsequent
mortality risk in the 6 months following acute
myocardial infarction.7 This work revitalized discus-
sion of the importance of psychosocial/behavioral
factors in cardiovascular outcomes and offered a
‘manageable’ explanation of the mind-body link in
CVD without gender bias. Major strides were also
made in understanding mechanisms linking psycho-
logical factors, predominantly stress, with progres-
sion of atherosclerosis.8 These collective
developments spurred the emergence of the field of
cardiovascular psychology.

Currently, a wide range of therapeutics, ranging
from implantable biomaterials and devices to phar-
macotherapies, have been shown to be effective in the
treatment of CVD. Next to these developments in
cardiovascular medicine, there has been a shift in
science and health care, the past several decades that
has resulted in declines in mortality from CVD, largely
driven by progress in our understanding of risk fac-
tors, which has allowed the field to optimize preven-
tion and treatment approaches for persons at risk.9

Key components in CVD risk and disease manage-
ment involve addressing behavioral and psychosocial
aspects, as these treatment goals are interconnected
with the somatic aspects of managing CVD.10 Effec-
tive reduction of CVD risk factors demands change at
both individual and societal levels. It is essential to
support individuals to engage in healthy lifestyle
behaviors while simultaneously implementing
change at the system level (eg, eliminating poverty,
increasing access to affordable housing and healthy
foods, addressing climate change, improving access
to quality health care, eliminating discrimination,
etc). In addition, we must recognize the impact of
CVD on individuals’ daily lives. Specific attention
should also be directed to resilience factors known to
support patients in both preventive behavior and
minimizing adverse outcomes, such as social support,
self-efficacy, or adaptive coping strategies.11

Studies demonstrate that comorbid mental health
conditions frequently co-occur with CVD. Individuals
with diagnosed mental health conditions, including
severe mental illness, have an especially higher CVD
risk.12 Importantly, those at the highest risk of both
mental illness and CVD are individuals with minority
backgrounds and those who are exposed to wider
stressors related to social and economic determinants
of health. As we see the burden of both mental and
CVD grow, care innovations and access to care
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considerations must be explored within this larger
context.13

Thus, to better understand the described chal-
lenges and improve positive outcomes, an integrated
approach is needed that addresses biological, psy-
chological, social, and behavioral factors relevant to
CVD.

Pivotal randomized clinical trials14,15 that under-
scored the role of psychological interventions in
improving mood symptoms, lifestyle behaviors,
quality of life, and CVD outcomes contributed to the
emergence of cardiovascular psychology. The Amer-
ican Psychological Association (APA) refers to the
narrower term cardiac psychology as “an emerging
subspecialty of behavioral medicine that studies how
behavioral, emotional, and social factors influence
the development, progression, and treatment of cor-
onary heart disease.”

Cardiovascular populations span a wide array of
diseases and manifestations, and the subspecialty of
clinical health psychology serving these populations
needs to reflect this. In addition, the focus of the
clinical psychologist goes beyond behavior alone but
encompasses the focus on the mind, behavior, and all
of its functions. We therefore propose the term “car-
diovascular psychology” to reflect a more compre-
hensive term. Different types of CVD will require
different subspecialty treatments, clinical care path-
ways, have different impacts on the illness experi-
ence, individual risk profiles, survival and quality of
life expectancies, and treatment trade-offs. In addi-
tion, we recognize a diversity of needs, and cardio-
vascular and mental health expressions differ across
the lifespan and cultures.

CVD care across the spectrum has also become
highly specialized, and wide array of technological
innovations have been developed. Device- and
imaging-related innovations, as well as pharmaceu-
tical breakthroughs, now occur regularly. Guideline-
recommended treatment protocols for different
cardiovascular populations require highly advanced
knowledge of the anatomy, physiology, and from the



FIGURE 1 Integration of Psychological Interventions in CVD Specialties and the Evolution of Cardiovascular Psychology
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side of a health psychologist to optimally function in
an integrated care team and to serve the person with
CVD as they are navigating their condition.

The developments above have translated into
many cardiovascular subspecialties and clinical
emphasis areas, as represented by the American Col-
lege of Cardiology. Given this array of specialties, the
panel uses the term “cardiovascular psychology,” in
line with the newly formed American College of Car-
diology’s intersubspecialty work group leading up to
the Council of Cardiovascular Psychology (Figure 1).
We acknowledge that specialties such as vascular
surgery, interventional radiology, and many other
specialties also see individuals with CVD with
behavioral needs in light of their condition. Increas-
ingly, professional organizations related to cardiology
both in the USA and Europe have been recognizing
the importance of psychological interventions, for
instance, but not limited to acute and chronic heart
failure, acute myocardial infarction, cardiomyopa-
thies, and vascular disease.

These broader presentations may inform the
further development of defining core competencies,
training needs and modules, and board certifications
for clinical (health) psychologists and other spe-
cialties working in integrated cardiovascular care
team settings.
CURRENT ROLES OF THE CLINICAL

PSYCHOLOGIST IN THE INTEGRATED

CVD CARE MODEL

Psychologists perform a multitude of roles within
cardiovascular teams, including clinical care,
research, quality improvement, interdisciplinary ed-
ucation, program development, and leadership. Not
all cardiovascular psychologists perform all of these
roles; their scope of practice may further be limited to
certain age groups or clinical focus. We summarize
potential areas of expertise in the areas of clinical
care, research, and interdisciplinary education and
collaboration. Importantly, we envision further pro-
gression in the development and standardization of
the cardiovascular psychology subspecialty with
competency-based certifications depending on the
population one is serving. Figure 1 alludes to some of
the competencies and scope of practice domains
listed.

CLINICAL CARE. Diagnosing and treating comorbid
mental health disorders. Depression and anxiety can
both contribute to and result from CVD.16 Given this
bidirectional relationship, it is essential to develop
effective pathways to both identify and manage
clinically relevant psychological distress.
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The act of screening itself does not lead to greater
benefit (eg, reduction in depression symptoms,
higher treatment rates, better CVD outcomes) unless
there are structural care pathways in place that can
realize successful depression treatment linkage.17

In CVD, depression is estimated to be present in
>20% of those with heart failure, about 1-quarter of
those receiving an implantable cardioverter defibril-
lator in the year following, in 15% to 20% of those
undergoing coronary artery bypass grafting, and in
two-thirds of individuals experiencing a myocardial
infarction with depressive symptoms to some
extent.18-20 For peripheral artery disease, rates of
depression are also increasing, with estimates
ranging from 11 to 48%.21 Equally common is anxiety
in CVD, with an estimated 20% to 30% of individuals
experiencing anxiety after a myocardial infarction,
which may be persistent over time.21 Anxiety leading
up to invasive procedures such as coronary artery
bypass grafting is very common (around 25%); in
those with heart failure, over a third are dealing with
elevated levels of anxiety, and up to 13% meet the
formal Diagnostic and Statistical Manual of Mental
Disorders criteria for an anxiety disorder.22,23 Also, in
individuals receiving an implantable cardioverter
defibrillator, anxiety is extremely high, with 20% to
40% of individuals being affected.24

Robust evidence has been established to demon-
strate the benefits of clinical intervention for
depression and anxiety disorders in CVD.25 Psycho-
therapy is effective for depression in CVD,26 and
cognitive-behavioral therapy and positive psycho-
logical therapy were associated with improved psy-
chological outcomes in adults with CVD.27 Depending
on emphasis areas and training specialization, clinical
(health) psychologists can provide evidence-based
interventions to individuals with CVD and comorbid
mental illness. For severe mental illness and
medication-based interventions, liaising with a
consultant psychiatrist may be indicated. In some
states in the United States, clinical psychologists also
have prescribing privileges, given training and
proven competencies.
Addressing CVD-specific psychosocial stressors and
experiences and overall stress management. Individuals’
experiences with CVD are not limited to traditional
psychiatric disorders. In our collective clinical expe-
rience, we often encounter patients who do not meet
full diagnostic criteria for a traditional mood or anx-
iety disorder and instead have heart-focused psy-
chological distress. Cardiac anxiety is a
multidimensional construct that includes worry,
avoidance of activities that might elicit cardiac
symptoms, and hypervigilant attention to cardiac
sensations.28 There are multiple potential sources of
health anxiety for individuals living with CVD across
the domains of: 1) diagnosis and treatment; 2)
declining health status (eg, worsening cardiac symp-
toms, transition to end-of-life care; and 3) and psy-
chosocial factors (eg, challenges regarding
employment and relationships, changes in family
roles and expectations, identity, and sense of inde-
pendence).29 Evidence-based stress and anxiety
reduction strategies that are tailored to the individual
(eg, biofeedback, mindfulness-based interventions,
or other forms of relaxation training) have a place in
the management of CVD with the goal to manage
stress, reduce anxiety and risk of depression, sym-
pathetic arousal, and overall autonomic tone.30

These interventions are also relevant for both
chronic daily stress and major life event stressors,
which can contribute to CVD.16 Teaching individuals
coping skills to manage these stressors can greatly
benefit functioning and may beneficially impact
prognostic outcomes (postmyocardial infarction)
when dealing with CVD.13

Behav iora l change intervent ions . The American
Heart Association identified the following as “Life’s
Essential 8” measures of cardiovascular health:
maintaining a healthy diet, being physically active,
abstaining from tobacco, getting healthy sleep,
maintaining a healthy weight, and controlling
cholesterol, blood sugar, and blood pressure.31 Using
techniques such as motivational interviewing and
cognitive-behavioral therapy-based approaches,
clinical health psychologists are well-poised to work
with individuals seeking to make behavioral changes
within these 8 domains. Tailored psychoeducation,
support, and intervention are important given
genuine challenges of behavioral change. Psycholo-
gists recognize that “one size does not fit all” when
providing behavioral interventions,32 and they can
offer a nuanced approach to behavioral change that
acknowledges the effects of psychosocial factors,
adverse childhood experiences, trauma, and social
determinants of health alongside traditional risk
factors on cardiovascular outcomes.33 Psychological
care integrated within cardiovascular rehabilitation
trajectories can support both psychological sequelae
of major cardiac events as well as adoption and
maintenance of health behavior changes.
Pain management . There is a large overlap in in-
dividuals who experience CVD and chronic pain.34

There is also a connection between chronic pain and
increased risk of adverse cardiovascular outcomes, as
well as an increased susceptibility to chronic opioid
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use, especially in those undergoing invasive cardio-
vascular procedures.34 The clinical (health) psychol-
ogist can provide interventions that support
multimodal pain management, especially given the
strong link with emotions and mental illness, past
exposure to trauma, and development of chronic
pain.35

L i festy le and wel lbe ing : thr iv ing desp i te
CVD. The field of positive psychology offers unique
contributions to understanding the lives of in-
dividuals living with CVD. Positive psychology ap-
proaches focus on supporting individuals to lead
flourishing lives, even in the light of adversity or
chronic illness. The role of optimism in lowering
CVD risk has previously been demonstrated, and
growing research on positive psychology in-
terventions and mechanisms at the behavioral
and biological level has been studied with frame-
works that make this a promising future field to
develop.36

Neuropsycholog ica l assessment and cogni t ive
rehab i l i tat ion . Evidence is available that demon-
strates the predictive role of neuropsychological
functioning for future CVD prognosis, and mecha-
nisms such as neuroplasticity and neuromodulation,
even in aging populations or in individuals with sys-
temic CVD, may be of great benefit to their disease
management and as a way to optimize their func-
tioning and self-management skills.37 Furthermore,
many individuals dealing with CVD are confronted
with cognitive dysfunction, including cardiac arrest
survivors and individuals with a diagnosis of heart
failure, peripheral artery disease, and carotid artery
stenosis.37-40 The panel recognizes a need for further
convergence between the fields of neuropsychology,
cardiovascular medicine, and clinical health psy-
chology, and ultimately, develops its role as the
subspecialty of cardiovascular psychology further
matures.

RESEARCH, CARDIOVASCULAR PROGRAM DESIGN AND

QUALITY ASSESSMENT, AND INTERDISCIPLINARY

EDUCATION AND COLLABORATION. Clinical (health)
psychologists working with CVD populations often
have expertise in assessment, design, and developing
strategies for psychosocial screening, health status
assessment analysis and interpretation, program
design, and quality evaluation. They may have
training in methodology that allows them to be
valuable strategists and advisors for health systems
administrators for questions and solutions related to
value-based CVD care design (eg, how to reduce
complications, readmissions, etc).
Furthermore, providing interdisciplinary training
to destigmatize mental health concerns and recognize
the importance of whole-person care, bridging the
knowledge gaps on behavioral mechanisms and CVD
across the CVD team, and supporting the training of
physicians and psychologists in training, as well as
allied (behavioral) health professionals are important
areas of practice.41 Interdisciplinary case review
meetings or conferences are examples of how they
contribute to ongoing education about scope of
practice and destigmatization of mental health con-
cerns in CVD populations across the members of the
CVD team.

COMPETENCIES AND TRAINING

REQUIREMENTS FOR CLINICAL

PSYCHOLOGISTS WORKING IN CVD CARE

The U.S. training model for clinical (health) psychol-
ogists emphasizes a scientist-practitioner model with
a foundation in research and scientific practice.42

Following an undergraduate program (humanities,
pre-med, biology, preferably majoring in psychology),
trainees apply for an APA accredited graduate pro-
gram. Most APA graduate programs (leading to a PsyD
or PhD degree) would expect their applicants to have
completed a master’s degree in psychology or a
related field. The graduate program consists of a
combination of supervised clinical training, course-
work, dissertation research and thesis, and an
internship program in an APA-accredited setting,
preferentially in settings where trainees get expo-
sure, and experience working with CVD populations.
The amount and details of experience have not been
specified, and in the anticipation of further sub-
specialization in the field, those standards would
need to be further developed.

Following completion of the graduate program,
post-doctoral supervised working experience and
passing the National Examination for Professional
Practice in Psychology exam are minimal re-
quirements to obtain state licensure to practice.
Following extensive experience and proven compe-
tencies, candidates may also seek board certification
in clinical health psychology.

To accommodate the high demand for mental
health professionals, APA is planning the accredita-
tion of a master’s program in health service psychol-
ogy.43 To meet the demands of the growing burden of
CVD and minority populations being disproportion-
ately affected, it is indispensable to develop strate-
gies to maximize the diversification of the workforce,
given the current predominantly female and white
workforce.44



TABLE 1 Expert Panel Recommendations: “The Role of the Clinical Psychologist in the Care of Adults With Cardiovascular Disease”

Current roles of the clinical psychologist
in the integrated CVD care model

1. Clinical care
a) Diagnosing and treating comorbid mental health disorders
b) Addressing CVD-specific psychosocial stressors and experiences and overall stress

management
c) Behavioral change interventions
d) Pain management
e) Lifestyle and wellbeing interventions
f) Neuropsychological assessment and cognitive rehabilitation

2. Research, CV program design and quality assessment, and interdisciplinary education and
collaboration
a) Assessment, design, and developing strategies for psychosocial screening
b) Health status assessment and interpretation
c) Program design and quality evaluation
d) Strategist, advising roles for health systems, administrators, as it relates to value-based

care
e) Provide interdisciplinary training to the CV team on education and facilitation of whole-

person care

Competencies and training requirements
for clinical psychologists working in
CVD care

A scientist-practitioner model with a foundation in research and scientific practice
Undergraduate program (humanities, pre-med, biology, preferably majoring in psychology)
APA graduate programs (leading to a PsyD or PhD degree) with internship experience in APA-

accredited setting with exposure to CVD populations

Post-doctoral supervised working experience

Passing the National Examination for Professional Practice in Psychology (EPPP) exam

Following extensive experience and proven competencies, candidates may also seek board
certification in clinical health psychology

Frameworks for integrating behavioral/
psychological cardiovascular care

Collaborative or integrated care models are available as a step-up model with various degrees of
integration, depending on resources, access, and budget

Need for evidence-base of workflows and efficacy specifically in CVD setting

Expansion of telehealth technology, especially in rural settings

Recommendations on policy reforms for
integrated CVD care delivered by
psychologists

1. Cardiovascular psychology program building: The financials and business case
a) Further reform is needed to reflect complexity and intensity of care and to reflect level of

training, expertise, and competencies for providers delivering cardiovascular psycholog-
ical services

b) Further reform is needed in reimbursement amounts and code structure providing more
value to cardiovascular psychological services

c) Development of alternative payment models reflecting value-based care models
d) Proposing a shift from a fee-for-service payment model to a hybrid model, partially fee-

for-service, and partially capitated as a transition phase to alternative payment models
e) Develop and expand overview of health system level revenue and quality metrics resulting

from team-based CVD care
2. Future growth and opportunities

a) Further advocacy across professional organizations representing CVD specialties and
behavioral specialties to reduce duality thinking between mind and body

b) Refine criteria for training and competencies for cardiovascular psychology as a
subspecialty

c) Facilitate opportunities for cross-training models between psychologists, medical
trainees, and other CV team members

d) An advocacy and a technical workgroup that develops structures and recommendations for
payment reform is urgently needed

e) Awareness campaigns for health administrators and care teams, community partners,
legislators regarding scope of practice

f) Further formalization and quality testing of workflows of integrated CVD care

APA ¼ American Psychological Association; CV ¼ cardiovascular; CVD ¼ cardiovascular disease.
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FRAMEWORKS FOR INTEGRATING

BEHAVIORAL/PSYCHOLOGICAL

CARDIOVASCULAR CARE

Various degrees of care integration can be considered
for embedding psychology interventions in CVD
populations. Collaborative care models (CCMs) refer
to a network of healthcare providers across disci-
plines working as a team to improve health outcomes
via collective illness management and prevention and
have been developed specifically for addressing
behavioral health care needs in the primary care
setting.45 The benefits of integrating behavioral
health as part of routine medical care refer to the
patient satisfaction perspective, positive health out-
comes, and its potential for cost savings, just to name
a few.46

The terms collaborative care and integrated care
models are oftentimes used interchangeably, yet
scholars separate them.47 Where CCMs is defined as
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multiple teams working collaboratively from
different locations and where patients see CCMs ser-
vices as coming from multiple specialists coordinated
by their primary care provider (eg, patient-centered
medical homes).47

An integrated care model is seen as a step-up
model where services are provided in the same
medical setting by specialists using (or having access
to) the same electronic medical records, billing
methods, and sometimes during the same day
appointment.47 This statement aims to advocate for
care integration wherever possible, as this is consis-
tent with the cardiovascular team approach that is
becoming the dominant model for treating CVD.48

Yet not all medical facilities have the resources,
access, or the budget to employ mental health pro-
vider’s onsite. In addition, developing the evidence
base outside of the realm of primary care where these
models have been developed is specifically needed
within the CVD space.

Lastly, considerations for access to care barriers or
implementation concerns may be partially overcome
through providing tele-health technology.49 Nation-
ally credentialed psychologists can provide services
across stateline, which expands the network of
available behavioral care providers, particularly in
rural settings.50 The tele-health care modality is more
aligned with a CCMs approach.

RECOMMENDATIONS ON POLICY REFORMS

FOR INTEGRATED CVD CARE DELIVERED

BY PSYCHOLOGISTS

CARDIOVASCULAR PSYCHOLOGY PROGRAM BUILDING:

THE FINANCIALS AND BUSINESS CASE. Psychologists
have traditionally had a limited number of Current
Procedural Terminology codes that payers would
reimburse for clinical services, which are not neces-
sarily unique to clinical psychologists, and several are
shared with other medical and mental health pro-
viders. Reimbursed services have typically been
limited to psychotherapy, psychological and neuro-
psychological testing, and health behavior assess-
ment and intervention services. Psychologists
working in integrated care often provide additional
clinical services, which are of great value to patients
and the clinical team but are not always reimbursed.
It is important to advocate for reimbursement for
existing codes that represent the full range of clinical
services psychologists provide. Additionally, it is vital
that psychologists are included as specialized clini-
cians. In addition, the Current Procedural Terminol-
ogy codes do not distinguish between the different
levels of complexity and intensity of care ser-
vices provided.

Outside of code access, reimbursement for behav-
ioral health services is poor across all payers (Medi-
care, Medicaid, and private insurance). The Centers
for Medicare & Medicaid Services have acknowledged
that the current rate setting methodology negatively
impacts reimbursement rates for certain services and
identified behavioral health services among the ser-
vices most affected.51 Importantly, in light of the
workforce shortage for mental health professionals
and the growing use of mid-level providers at the
master’s level, further reform in the reimbursement
code structure and options that reflect these de-
velopments are needed to mature the profession and
specialty.

There is recognition that payment models need to
move away from fee-for-service (FFS) to alternative
payment models that focus on risk adjustment and
outcomes over volume. The National Academies of
Sciences, Engineering, and Medicine has recom-
mended that for primary care payers, the payment
model should shift from a FFS payment model to a
hybrid model that is partially FFS and partially capi-
tated as an interim step to transitioning to a total
alternative payment model. This hybrid model would
seem to be a good fit for funding the integration of
psychologists into team-based cardiovascular care
and covering services and costs that do not fit within
the current FFS model. Risk adjustment for the pa-
tient population would provide a mechanism to ac-
count for the complexity and intensity of
cardiovascular care.

Although not always easy to quantify, it is impor-
tant to document system level revenue and quality
metrics that result from team-based CVD care. For
example, rankings in cardiology for the U.S. News
Best Hospitals Report will be extra valued when in-
tegrated with a pain management program.52 So, it is
important to be able to articulate how the integration
of psychologists into team-based cardiovascular care
can benefit quality metrics.
FUTURE GROWTH AND OPPORTUNITIES. As this
panel touched on some initial areas of need in the
development of the subspecialty of cardiovascular
psychology, it also recognized the need for further
targeted action to realize integrated care with psy-
chological interventions for CVD pop-
ulations (Table 1).

1) Duality thinking for mind and body is still the
norm; further advocacy across professional orga-
nizations representing CVD specialties and
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behavioral specialties is needed to break these
boundaries. It would also entail more integration
between the CVD specialties and clinical psychol-
ogy co-training programs to reduce stigma and
normalize integrated behavioral care for CVD.

2) Reimbursement technicalities will need to reflect
the reality of the clinical vision that is presented
for the subspecialty of cardiovascular psychology.
An advocacy and a technical workgroup that
develop structures and recommendations for
payment reform are urgently needed.

3) A major push on raising awareness for health ad-
ministrators and care teams, community partners,
and legislators regarding the scope of practice of
cardiovascular psychologists in an integrated care
setting and how they distinguish themselves from
psychiatrists and allied health practitioners in the
context of CVD management will be needed.

4) Finally, as we prepare further standardization for
training, reimbursement, and awareness strategies
targeting multiple stakeholders in the health care
landscape, further formalization, and quality
testing of workflows and guidelines need to be
evaluated.
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