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Increasing patient and therapeutic complexity have created both challenges and opportunities for
heart failure care. Within this background, the coronavirus disease-2019 pandemic has disrupted
care as usual, accelerating the need for transition from volume-based to value-based care, and
demanding a rapid expansion of telehealth and remote care for heart failure. Patients, clinicians,
health systems, and payors have by necessity become more invested in these issues. Herein we
review recent changes in health care policy related to the movement from volume to value-based
payment and from in-person to remote care delivery. (J Cardiac Fail 2022;28:835�844)
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The care of patients with heart failure (HF) is both
clinically and economically challenging in modern
practice. Clinicians, health systems, payors, and
patients are all having to adjust to the increasing clini-
cal and therapeutic complexity of HF as care moves
from being volume-based to value-based care. Over
the past 10 years, patients have become more com-
plex, with greater numbers of comorbidities.1,2 To add
to these challenges, the coronavirus disease 2019
(COVID-19) pandemic led to a dramatic short-term
decrease in outpatient visits that was addressed in
part by an even more dramatic increase in virtual visits.
This expanded use of telemedicine was facilitated by
policy changes implemented by the Centers for Medi-
care & Medicaid Services and many other payors, as
well as by the availability and rapid use of virtual plat-
forms. Hospitals and clinics quickly found that they
needed to manage patients in a nontraditional way,
that is, at a distance. The changes that occurred in tel-
ehealth would have ordinarily taken years to be a
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reality. Yet in the midst of the pandemic, services
were accelerated by the need imposed on the systems.

These issues were addressed at the fifth annual sym-
posium entitled “Managing the Economic Challenges
in the Treatment of Heart Failure” convened at the
2020 Heart Failure Society of America Annual Scien-
tific Meeting to discuss postpandemic challenges and
changes in 2 areas of US health care policy. First,
value-based care was explored, including how the
increasing complexity of patients with HF and in avail-
able pharmacotherapies demand a more integrated
and value-conscious approach; how systems of pay-
ment are evolving to motivate evolution of care deliv-
ery; how the Yale New Haven Health system provides
an example of these changes; and how patient health
outcomes are likely to improve if these changes are
well executed. Second, telehealth was explored,
including US regulatory definitions of remote care;
potential benefits of expanded telehealth as part of
value-based care; COVID pandemic acceleration of tel-
ehealth uptake; and policy changes needed to sustain
telehealth implementation. This review was inspired
by the content of the symposium and subsequent
developments in the field.
Navigating the Complexities in Patients With HF to
Meet the Value Imperative

Three contemporaneous shifts are currently impact-
ing HF care: the increasing clinical complexity of
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patients; the increasing therapeutic complexity of
managing patients, particularly those with HF with
reduced ejection fraction (HFrEF); and continued
changes in health care system delivery and financing.

Increasing Complexity

The increase in clinical complexity of HF is illus-
trated in a large, population-based study of tempo-
ral trends and patterns in HF incidence in the United
Kingdom from 2002 to 2014, which showed a sub-
stantial increase in clinical comorbidities during that
time.3 The mean number of comorbidities increased
from 3.4 to 5.4, with anemia, chronic kidney disease,
diabetes, atrial fibrillation, hypertension, and ische-
mic heart disease among the most common comor-
bidities at the time of HF diagnosis. Similar findings
were reported in an analysis of the Get With The
Guidelines-HF registry in the United States.4 Not sur-
prisingly, this increased clinical complexity is accom-
panied by increased health care expenditures. Data
on Medicare fee-for-service beneficiaries demon-
strate that the 38% of Medicare fee-for-service
patients who had 4 or more chronic conditions,
which includes patients with HF, accounted for 77%
of all Medicare spending in 2017.2

Along with the increased clinical complexity, the
pharmacotherapeutic landscape continues to become
more complicated, with new classes of agents—such
as soluble guanylate cyclase stimulators, sodium glu-
cose co-transporter 2 inhibitors, and cardiac myosin
activators—joining an already crowded landscape.5,6

Nevertheless, this expanding arsenal for the treat-
ment of HF has been met with enthusiasm because
of the potential for improved outcomes. The increas-
ing use of evidenced-based medical therapies for
HFrEF has the potential to meaningfully impact clini-
cal outcomes and overall health care use. For
instance, in a modeling exercise, the cumulative abso-
lute risk reduction in 2-year mortality if all evidence-
based medical therapies (ie, angiotensin receptor-
neprilysin inhibitor, beta blocker, aldosterone antago-
nist, and sodium glucose co-transporter 2 inhibitor)
were used was approximately 25%, with a decrease
in the relative risk of 73% and a number-needed-to-
treat of about 4 patients to avoid 1 death.7,8 Other
analyses show lifetime benefits of multiple years if
newer therapies for HFrEF were combined.9

Despite potential improvements that can be
achieved with use of additional therapies, therapeu-
tic complexity poses a significant burden on
patients. Data from the National Health and Nutri-
tion Examination Survey collected between 2003
and 2014 indicated that 74% of adults with HF were
taking 5 or more medications.10 Even more signifi-
cant is the cascade of potential adverse events asso-
ciated with such polypharmacy, including adverse
drug reactions, drug�drug interactions, increased
risk of medication errors and hospitalization, nonad-
herence, increased cost, and, most important,
decreased quality of life.11

Despite the availability of this pharmacotherapeu-
tic arsenal for HFrEF, there exist significant gaps in
the use and dosing of current guideline-directed
medical therapy. Data from the Change the Man-
agement of Patients with Heart Failure (CHAMP-HF)
registry of adult outpatients with HFrEF showed
that less than 25% of eligible patients were actually
receiving triple therapy (ie, an angiotensin-convert-
ing enzyme inhibitor, angiotensin II receptor blocker
or angiotensin receptor-neprilysin inhibitor; beta
blocker; and mineralocorticoid receptor antago-
nist).12 More staggering is the fact that less than 1%
of these patients were on triple therapy at target
doses. Whether providers and the health care system
are ready to embrace and adopt quadruple therapy,
and potentially even more therapeutic complexity,
for patients with HF remains to be determined.
Evolution in Payment

Along with increasing clinical and therapeutic
complexity, there is a dynamic evolution in the
wider ecosystem for health care delivery and pay-
ment reform. HF policymakers have continued to
work toward decreasing the length of stay,
decreasing hospitalizations and readmissions,
improving quality and outcomes, decreasing spend-
ing, and increasing value. Although policymakers
have relatively few avenues to impact payment and
delivery reform, the financing of health care is one
means of doing so. There has been a movement,
particularly within Medicare, away from tradi-
tional, fragmented fee-for-service payment models
to value-based models of care, such as pay for per-
formance, bundled payments, and accountable
care organizations (Fig. 1).13 In these cases, value
can best be defined as a ratio of quality—meaning
outcomes and patient experience—to cost.

Improving the value of HF care will require an
emphasis on clinical outcomes, rethinking the evi-
dence-generation enterprise to meet the needs of
various stakeholders, and embracing new models of
HF care delivery. Health systems in the United States
have invested heavily in traditional brick-and-mor-
tar structures, falling behind on opportunities to
leverage new technology to rethink how care is
delivered. Providers are accustomed to thinking
about process measures of care, and the initial expe-
rience with quality improvement and performance
improvement has been valuable. Local quality
improvement initiatives as well as national quality
improvement campaigns around the use of guide-
line-directed medical therapy among patients with



Fig. 1. Evolving Medicare payment models. BB, beta blocker; BPCI, Bundled Payments for Care Improvement; HFrEF, heart
failure with reduced ejection fraction; HRRP, Hospital Readmissions Reduction Program; HVBP, Hospital Value-Based Pur-
chasing; MIPS, Merit-Based Incentive Payment System; MSSP, Medicare Shared Savings Program; NextGen ACO, Next Gen-
eration Account Care Organization; P4P, pay for performance; RAASi, renin�angiotensin�aldosterone system
inhibitor.13�19
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reduced ejection fraction HF have been associated
with improvements in care patterns. Now it is impor-
tant to maintain focus on structural and process
measures of care while also expanding the focus to
clinical outcomes, recognizing their interrelatedness
in the Donabedian framework. Recently, the Inter-
national Consortium for Health Outcomes Measure-
ment defined a standard outcome set for HF.20

Some of these outcomes are relatively straightfor-
ward to capture using traditional administrative or
other data streams, such as mortality, readmissions,
and length of stay. However, a foundational chal-
lenge that must be overcome is the current inability
to systematically and accurately capture psychoso-
cial outcomes, functional outcomes, and other
patient-reported outcomes that are an integral part
of the value equation.
Another foundational challenge for HF care is to

strengthen the link from science to evidence to clini-
cal care. For too long, the health care system has
been marked by lost opportunities, waste, and harm
that have emanated from poorly managed insights,
poorly applied evidence, and poorly captured
patient experience, such that the potential benefit
of a promising therapy is never realized in practice
(Fig. 2).21,22 The ability to tether science, clinical evi-
dence, and clinical experience together so that the
best evidence drives the best care is a fundamental
challenge that the system must confront to deliver
value.

Building a Platform to Drive Quality and Value

As the external environment evolves away from
volume-based financing models to value-based
models where financial performance is tied much
more directly to the quality of care, to the outcomes
that are achieved, and the efficiency of care, pro-
viders and health systems, as risk-bearing entities,
are compelled to reconfigure and reimagine care.
Under alternative payment models, guideline-
directed medical therapies not only improve patient
outcomes (functional and clinical), but also have the
potential to generate positive financial gains by
decreasing overall health care costs and use. How-
ever, there is a pressing need to be able to examine
care patterns and test implementation interventions
in the course of routine, clinical care.

The Yale New Haven Health System provides an
example of these growing capacities. As a large
health care system with delivery networks spanning
the Interstate-95 corridor in Connecticut, Yale iden-
tified the need for a new HF registry that would be
embedded within the electronic health record
(EHR), provide real-time quality monitoring and a
longitudinal trajectory of patients, and would be a
foundational resource for implementation science
to drive high-quality, high-value care. The Yale
Heart Failure Registry was implemented in 2019 and
2020 and is currently tracking and monitoring more
than 26,000 patients with HF. It provides real-time
views of sociodemographic characteristics, medica-
tion use, and many other important clinical charac-
teristics. By being responsive, dynamic, and
longitudinal within the EHR, the Yale HF Registry—
and others like it across the nation—addresses some
of the shortcomings of traditional registries. As
another example of the potential, the Yale HF Regis-
try will be used in the Pragmatic Trial of Messaging
to Providers About Treatment of Heart Failure



Fig. 2. Shortcomings and inefficiencies of today’s health care system.21,22 ARR, absolute risk reduction; RRR, relative risk
reduction; RCT, randomized controlled trial.
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(PROMT-HF).23 This randomized, single-blind, inter-
ventional trial will test the comparative effective-
ness of an EHR-based best practice alert
recommending evidence-based, medical therapies
approved by the US Food and Drug Administration
against usual care in adult outpatients presenting
with HFrEF. This trial highlights the ability of a regis-
try that is imbedded within the EHR and driven by
routine clinical care—and can also be an engine for
future evidence generation, including quality
improvement and implementation science—to drive
high-quality, high-value care. Other centers are also
enacting initiatives. A particularly high-profile and
productive example is the Nudge Unit embedded
within the Penn Medicine system,24 as well as inte-
grated health systems like Geisinger.24

There is important work in quality improvement,
shared decision-making, and implementation sci-
ence that will need to be done as a part of these
continued efforts to improve the care of patients
with HF and drive value. Health care providers,
health systems, integrated delivery networks, and
payers will all be asked to drive innovation to bring
better outcomes and more efficient care to our
patients and to meet the value imperative.
The Value of Value-Based Payment Models

There is real urgency to focus on value in HF,
because the burdens are staggering from both a
clinical and economic perspective. HF is the number
one cause of 30-day readmission among Medicare
beneficiaries,25 and the 5-year mortality rate for
patients hospitalized for HF is approximately 75%.26
The total cost of HF (direct and indirect costs in 2010
dollars) was $31.7 billion in 2012 and is projected to
increase by 127% to $69.7 billion by 2030, $53.1 bil-
lion of which are direct medical costs.27 Given the
relatively high cost and low quality of care in the
United States, opportunities to improve value (qual-
ity over cost) through improved outcomes and more
efficient care are clearly present.28

However, one of the main challenges to improv-
ing value is accurately capturing and then fairly
benchmarking quality. As Peter Drucker famously
said, “You can’t manage what you can’t measure.”
Although health information technology has helped
to capture expenses more clearly, the field of health
outcomes measurement remains nascent. Merely
checking off a small number of process measures
has typically not translated to improvements in
patient outcomes such as hospitalization and mor-
tality. 29 Meanwhile, direct measurement of risk-
standardized hospitalization and mortality has been
criticized for penalizing those who take care of
more complex and socially disadvantaged patients30

and has also been associated with perverse behav-
iors.31 The evolution of quality measures, aided by
more detailed clinical data capture through the
EHR, is an important next step.

A focus on value has several benefits. By prioritiz-
ing outcomes and taking a broader view of costs, it
aligns the interests of patients, providers, and
payors. If there is new drug or a strategy that costs a
bit more than the standard of care but is associated
with overall decreases in the total cost of care, its
use would be a value-dominant strategy. This strat-
egy would be better for patients, providers would
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be eager to adopt it, and payors should embrace it
because it leads to better value, better outcomes,
better patient experience, and lower overall total
costs. In that way, a focus on value promotes the
right kind of clinical and operational innovations
that are driven by the patient’s experience and out-
comes. To bring this about, professional societies
should continue to focus on value and advocate for
the best evidence-based therapies to be adopted,
and all stakeholders involved should come together
to discuss the metrics that are important in deliver-
ing the best care and value.
HF care is an integral component of value-based

models of care (Fig. 1). However, although an
increasing proportion of health care dollars are
flowing through value-based payment models, no
longitudinal models currently focus on chronic HF
care. Recently, the Value in Healthcare Initiative’s
Value-Based Models Learning Collaborative outlined
a call to action to generate and advance newmodels
of value-based care for HF.32 This collaboration
developed a framework for a value-based payment
model with a longitudinal focus on disease manage-
ment and prevention, which provides an opportu-
nity to address this gap.
HFSA 2020 Attendees’ Views and Knowledge of Value-
Based Care Initiatives

Session participants were surveyed about their
experiences and views on these issues throughout
the program, with responses (N = 53) comprising
Fig. 3. Telehealth basics. Types of electronic/digital media use
store-and-forward imaging, streaming media, and terrestrial an
gies used in mHealth include smartphones, tablet computers, an
physicians (29%), nurses (14%), administrators
(14%), and others (43%). Practice settings were
inpatient and outpatient (36%), outpatient (24%),
inpatient (12%), and other (28%, excluding skilled
nursing facilities and long-term nursing facilities).
Thirty percent knew their institution was partici-
pating in Bundled Payment for Care Improvement
Advanced, and 41% were unsure. With regard to
quality of care and compensation, the majority
(71%) regularly receive individualized reports on
the care they provide to patients with HF (eg, qual-
ity metrics, length of stay), with part of their com-
pensation being linked to performance on quality
or operational metrics. A minority (6%) receive
individualized reports that are not linked to com-
pensation, and 24% have a part of their compensa-
tion linked to performance without receiving such
reports.
Telehealth for HF in the Post�COVID-19 Era

Telehealth, as defined by Medicare’s Health
Resources and Services Administration, is the use of
electronic information and telecommunications
technologies to support long-distance clinical health
care, patient and professional health-related educa-
tion, public health, and health administration
(Fig. 3).33 Telemedicine is what is commonly thought
of in day-to-day practice as remote clinical services.
The technology enabling remote care has expanded
in rapidly in recent years, including physiologic mon-
itoring (eg, wearables, pacemaker data algorithms,
d in telehealth include videoconferencing, the internet,
d wireless communication. Mobile and wireless technolo-
d monitoring devices. mHealth, mobile health.33,34



Table 1. Telehealth-related Policy Changes Made in Response to COVID-1934,35

Topic Key Policy Changes Implications for Virtual Visits

Licensing HHS waived the requirement for health care profes-
sionals to hold license in the state in which they
provide services if they have an equivalent license
from another state;
HHS asked states to waive local licensing require-
ments, with the final decision made at the state
level

Potentially allows practice of medicine via virtual
visits across state lines

Privacy HHS suspended HIPAA rules Allows use of virtual visit platforms previously
deemed not HIPAA-compliant

Location of patient CMS waived rural and site limitations for telehealth
interactions

Allows clinicians to be reimbursed for telehealth
services regardless of patients’ locations

Prior existing relationship CMS waived the requirement that telehealth serv-
ices can be provided only to a clinician’s estab-
lished patients

Clinicians can see new patients by telehealth

Prescription DEA relaxed rules related to the prescription of con-
trolled substances by telehealth

Clinicians can prescribe controlled substances in the
setting of a virtual visit

CMS, Centers for Medicare & Medicaid Services; COVID-19, coronavirus disease 2019; DEA, Drug Enforcement Administration; HHS, U.S.
Department of Health & Human Services; HIPAA, Health Insurance Portability and Accountability Act.
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and pulmonary artery pressure measurement) and
communication platforms (eg, videoconferencing,
EHR portals, automated transfer of patient data).
Uptake has primarily been limited by absence of
high-quality data on improved patient outcomes,
operational integration, and payment.
Three types of telemedicine services are now

being covered by Medicare (Fig. 3).34 The most com-
mon is a telehealth (virtual) visit, which has been
used most extensively by clinicians since the emer-
gence of COVID-19. There are also options for virtual
check-ins and e-visits (ie, less formal visits for estab-
lished patients).

Potential Benefits of Expanded Telehealth

If done correctly, telehealth can benefit all parties
involved in health care delivery.35 For patients, tele-
health can improve access, is convenient, and takes
less time, particularly for those who must travel long
distances. For clinicians, telehealth can be more effi-
cient, allows participants to focus on communica-
tion, and provides the flexibility for physicians to
work from the office or from home; during COVID,
many payers have set professional fees for tele-
health visits equal to in-person visits. For health sys-
tems, the short-term loss of facility fees for
ambulatory visits converted to telehealth may be
viewed unfavorably, particularly by those that have
invested in ambulatory care infrastructure; however,
over the long term, virtual visits can both decrease
overhead for relatively low-profit ambulatory care
and allow adjustments in infrastructure to increase
capacity for more lucrative procedures and inpatient
care. For payors, telehealth can decrease overall pay-
ments, because facility fees are decreased, although
subscribers get access to the care they need.
To realize these benefits, a number of practical
aspects of remote care must be considered and over-
come creatively. Experienced in-person assessment
of volume and other aspects of the physical exami-
nation requires careful replacement with patient-
reported symptoms, video evaluation, daily weights,
and implantable physiologic monitoring. Laboratory
testing, particularly for electrolytes and renal func-
tion, ultimately requires person�person contact
through home visits or travel to a facility. Future
work in telehealth will include regional local labora-
tories that will provide patient services in person
and communicate with the responsible providers. A
review of medications with patients must be transi-
tioned to video review, perhaps supplemented by
automated prescription (re)fill data. These changes
are not trivial to clinician work flow or health system
operations, and thus are more likely to garner a
commitment to change if reassurances about sup-
portive long-term financial models are in place.

COVID-19 Pandemic Effects on Telehealth

The current pandemic has led to significant
changes in telehealth-related policy. Table 1 summa-
rizes 5 key policy changes that were implemented by
Medicare and many other payors in March 2020 that
loosened many restrictions for telehealth use.34,35

Of these, perhaps the most significant is the suspen-
sion by the US Department of Health and Human
Services of many of the Health Insurance Portability
and Accountability Act rules around privacy to allow
for more flexibility in the use of virtual visit plat-
forms, including those incorporated into EHR soft-
ware and the one-to-one video platforms that may
be familiar to patients and offer a reasonable guar-
antee of privacy. Establishing electronic connectivity
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of patients to their health care providers through
the EHR corridor is paying dividends not only in tele-
health visits, but also in the communication and doc-
umentation of those conversations through the
EHR. Patients may also be more engaged when they
can read their notes and receive their laboratory
results immediately.
Relaxation of regulatory requirements to accom-

modate telehealth has brought about a substantial
increase in use. In April 2020, a few weeks after the
lockdown went into effect, the percentage of tele-
health claims for Medicare, Medicaid, and commer-
cial insurance was 13%, representing an 80-fold
increase (0.15%) over the prior year.36 Interestingly,
with the peak of COVID-19 infections decreasing
and the relaxation of stay-at-home orders by May
2020, the percentage of telehealth claims decreased
to 8.69%. Researchers at Harvard University and
Phreesia, a health care technology company, ana-
lyzed data on changes in visit volume for the more
than 50,000 providers that are Phreesia clients.37

The data covered more than 12 million visits occur-
ring from mid-February to mid-May 2020. The lock-
down began on March 8, 2020, and in-person visits
decreased by 60% by March 22. Telehealth visits
increased rapidly and remained relatively stable as
patients started to resume in-person visits by May.
Starting in March 2020, the New York City Health &
Hospital System—the largest safety-net health care
system in the United States, serving more than 1 mil-
lion patients annually before the pandemic—
increased from fewer than 500 telehealth visits per
month to almost 83,000 telehealth visits starting in
March, in addition to more than 30,000 behavioral
health encounters via telephone and video.38 This is
an example of how a challenged, busy system dra-
matically transformed the role of telehealth in clini-
cal practice in a short period of time, with COVID-19
as a catalyst for change. The ability of the system to
transform ambulatory care in a matter of weeks in
the spring of 2020 confirmed that large-scale virtual
health care is limited less by technology and more
by preferences, policy, and payment.
Requirements for Sustained Telehealth Expansion

A successful transition to telemedicine requires 3
key elements: (1) access to broadband internet, (2) an
internet-capable device, and (3) sufficient technologi-
cal literacy to take advantage of items (1) and (2).39

Unfortunately, many people lack one or more of
these key elements. In 2019, the Federal Communica-
tions Commission estimated that 19 million Ameri-
cans lacked access to fixed broadband service, with
those in rural communities most affected. The Heart
Failure Society issued an informative statement early
in the pandemic that outlined virtual platforms and
models of care, and described aspects such as clinical
workflow and preparations for a successful virtual
visit, remote monitoring as an adjunct to the visit,
and pharmacy considerations.34 Individual health sys-
tems have had to facilitate these changes at the local
level. For example, the University of Colorado School
of Medicine also issued a White Paper on video visits
and improving the patient experience; the paper was
distributed to the University of Colorado Health Sys-
tem and contained a wealth of practical information.
Ultimately, clinicians need to listen to their patients
and continue to be good clinicians and flexible prob-
lem solvers, especially when dealing with older
patients or the technologically challenged.

The public generally has a positive view of tele-
medicine. In a nationwide survey conducted by Pipl-
say on June 20 and 21, 2020, with more than 30,000
respondents, 33% had opted for telemedicine serv-
ices for their primary health care since the pandemic
started and 55% believed it was safer and more
accessible.40 Of those who opted for a telemedicine
visit, 42% rated it as very good, 30% as good, and
only 8% as not good.

One would expect that no-show rates with tele-
health would be lower than in-person visits. Indeed,
in a prepandemic, randomized controlled trial con-
ducted at the Cleveland Clinic between October
2018 and July 2019, the observed no-show rate was
lower in the group receiving postdischarge virtual
visits than among those receiving in-person visits
(35% vs 50%, respectively).41 In contrast, data from
the University of Pennsylvania on general and sub-
specialty cardiology clinic visits over a 1-month
period between March and April showed that of
2940 patients scheduled, 46% had a completed tele-
medicine encounter and 54% had a canceled/no-
show visit. Women, non-English speakers, and indi-
viduals with lower median household income were
less likely to complete a telemedicine visit.42 As such,
clinicians should be careful to not create or exacer-
bate disparities by using technology and videocon-
ferencing telehealth visits.

Looking ahead, it will be important to collect data
on whether patients’ health and health outcomes
are helped or harmed by the use of this technology,
and to adjust accordingly so that it will be used most
appropriately.43 It will also be important to consider
whether allowing individuals with particularly acute
needs to be seen by a clinician for the first time via
telemedicine instead of in person can result in the
best possible outcomes. The right mix of telehealth
and in-person visits will need to be tailored to the
individual. This process will be especially important
for patients with HF.

The use of telehealth has declined from the begin-
ning of the pandemic, but expansion of telehealth is
likely here to stay.44 The COVID-19 pandemic has
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forced health care systems to adapt quickly, but it
has also been an opportunity to develop new mod-
els of care, to proactively engage with patients, and
to make health care more accessible.45 The Heart
Failure Society of America advocates for the contin-
ued use of telehealth, noting that “the COVID-19
pandemic has generated an important opportunity
to learn about delivering HF care in a different way
that should be fully embraced well beyond the cur-
rent crisis.”46 More telehealth visits may be devoted
to counseling, medical decision-making, and psycho-
logical issues, whereas acute visits for HF decompen-
sation should largely remain in-person. Each
clinician, clinic service, and hospital system may have
to triage patients with HF into those that can be
managed virtually vs those who must be seen in per-
son and—perhaps most difficult—those in between,
while keeping value as a target. Policy will need to
evolve to accommodate a continued role for tele-
health. Medicare’s coverage for many telehealth
services is scheduled to end when the COVID-19 epi-
demic is no longer considered a public health emer-
gency. On April 15, 2021, the US Department of
Health and Human Services re-extended the public
health emergency for an additional 90 days, so the
policy will be revisited in the second half of 2021.47

Additional changes in health policy will be required,
and several bills have been proposed, such as HR
7663, the Protecting Access to Post-COVID-19 Tele-
health Act of 2020.48 This bill would authorize Cen-
ters for Medicare & Medicaid Services to waive
coverage restrictions during national emergencies,
allow rural health clinics and federally qualified
health centers to serve as the location of the health
care practitioner, remove restrictions that require
the originating site to be in a rural area, and allow
the home of a beneficiary to serve as the originating
site for all services. What legislation will ultimately
be passed into law remains to be seen; but almost
certainly, further changes around telehealth policy
and payments are coming.
Conclusions

The COVID-19 pandemic has forced a needed reas-
sessment of policy and payment around the integra-
tion of telehealth services and renewed attention to
value-based care models within this rapidly changing
environment. Patients are becoming more clinically
complex, therapeutic complexity has increased (espe-
cially in polypharmacy), and options for remote care
delivery have been accelerated. Within this set-
ting, there has been a move away from tradi-
tional fee-for-service financing models to more
value-based models of care. Although changes to
structure and process have a clear role, the devel-
opment of approaches to systematically assess
patient-reported outcomes and experience are
more vital than ever. Clinicians will need to
rethink the evidence generation enterprise to
meet the knowledge needs of different stake-
holders. Meanwhile, the pandemic has revealed
the vast possibilities that telehealth can play in
rethinking health care delivery and measurement
for patient patients with HF. However, continued
telehealth use will require that emergency relaxa-
tions of telehealth policies be permanently passed
into law. Actual use will depend on health system
infrastructure and processes, the way health sys-
tems are reimbursed, and the type of care being
delivered.
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