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I n this issue of the Journal of the American Heart Association
(JAHA), the study by Enserro et al1 of 20-year trends in

cardiovascular health (CVH) and the impact on subclinical and
incident clinical cardiovascular disease (CVD) offers important
insight into how CVH changes over time among individuals in a
cohort study and the association of those changes with
subclinical CVD, clinical CVD, and mortality. CVH is protective
is what the study tells us, and the good news is that we have
known for a while what it takes to achieve health. Hippocrates is
said to have said, “if we could give every individual the right
amount of nourishment and exercise, not too little and not too
much, wewould have found the safest way to health.”2 Centuries
later, Breslow and Breslow identified 7 health habits that, on
the basis of a 35-year observational study of 7000 people in
Alameda County, California, would lead to healthier and longer
lives; among the 7 were suggestions to not smoke, to regularly
exercise, to eat in moderation, and to maintain healthy
weight.3

In the study by Enserro et al,1 the authors use the American
Heart Association’s (AHA’s) definition of ideal CVH: the absence
of clinically manifest CVD together with the presence of the 7
metrics that compose Life’sSimple 7,which include not smoking,
having a healthy diet pattern, adequate physical activity, healthy
body weight, and healthy blood pressure, cholesterol, and blood
glucose in the absence of pharmacological treatment.4 The 7
metricswere delineated in 2010,when the AHA set as its 10-year
goal a 20% reduction in CVD and stroke mortality by 2020 and a
20% improvement in CVH in all Americans by 2020.4 The Table
lists the 7 metrics of Life’s Simple 7 and definitions for poor,
intermediate, and ideal status for each of the 7 metrics. The
article by Enserro et al1makes the sound case thatmaintaining a
high level of CVH confers a healthier and longer life.

CVD continues to be the leading cause of death in the
United States, despite a continuous decrease in CVD mortality
in the United States from 2007 to 2013.5 In 2000, the
Centers for Disease Control and Prevention identified CVD
prevention and tobacco control among the 10 most important
public health achievements of the 20th century (1990 to
1999).6 In 2011, the Centers for Disease Control and
Prevention, again, identified tobacco control and CVD pre-
vention among the 10 most important public health achieve-
ments for the decade 2001 to 2010.7

As Enserro et al1 point out, CVD is costly. Total direct and
indirect costs of CVD in 2012 were $396 and $183 billion,
respectively.5 By 2030, the costs are projected to increase to
$918 billion for direct costs and $290 billion for indirect
costs.8 For payers, CVDs and related conditions are among
the leading drivers of medical costs. Two studies, one looking
at employee health, comparing CVH level and medical care
expenditures, found that a higher level of CVH was associated
with lower medical care expenditures.9,10

Previous studies have shown the correlation between high
CVH and better health outcomes. In 2006, Lloyd-Jones et al
found that the absence of established cardiovascular risk
factors at 50 years of age was associated with a low lifetime
risk for CVD and longer survival.11 Willis et al observed that
higher midlife fitness level might be associated with a lower risk
of developing chronic disease outcomes.12 The study by
Enserro et al,1 however, is the first to look at CVH longitudinally
in the United States. It suggests a relationship between
sustained high CVH and less CVD and lower mortality.
Maintaining high CVH is more cardioprotective than improving
and achieving high CVH from a lower initial CVH level.

On the basis of data from 2011 to 2012 National Health and
Nutrition Examination Survey,�13% of US adults have 5 of the 7
criteria for ideal CVH, 5% have 6 of 7, and virtually 0% have ideal
CVH (7 of 7).5 CVH varies by age and sex and by race and
ethnicity.5 Younger adults have higher percentages of ideal
metrics;women, at any age, havehigher idealmetrics. Blacksand
Hispanics have lower ideal metrics thanwhites. The changing US
demographics, an aging population, and a growing number and
percentage of people of color in the United States will affect the
overall CVH of adults in the United States over time.

This study, of course, begs the question, how do we attain
and maintain high CVH? On an individual level, it seems
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simple. Never starting to smoke, maintaining recommended
levels of physical activity and healthy eating patterns, and
maintaining healthy weight, blood pressure, blood cholesterol,
and blood glucose without medications is all it takes. Items
easy to list are not as easy to achieve. It will likely take
individual and socioecological (population-level) efforts to
achieve and maintain high CVH.

From a life course perspective, it is reasonable to think
that high CVH in adulthood is more likely when high CVH is
present throughout childhood, adolescence, and early adult-
hood. What happens (or does not happen) in family homes, at
schools, in after-school settings, and in communities, places
where children and youth spend time, are among the
opportunities to achieve or maintain high CVH. Ideally, all
children and adolescents would live in homes where no one
smokes, healthy food is served, and the family regularly
engages in physical activity together, and they would attend
no-smoking schools and after-school programs where healthy
food is served and daily physical activity is the norm. At a
community level, safe places for children to play and engage
in physical activity are essential. Also essential are commu-
nities where the demand for and the ability to purchase
healthy snacks and beverages is the norm.

For adults, household practices (i.e, no smoking, healthy
eating, and regular physical activity, such as walks, hikes,
bicycle rides, pool time, and yard games) might help the
adults and children in families to maintain or achieve and
maintain high CVH. In addition, a workplace that is smoke free
and offers healthy food options (in vending machines and
cafeterias), opportunities to engage in physical activity, and
biometric screening for obesity, blood pressure, cholesterol,
and blood glucose, for example, can complement individual
efforts to achieve high CVH.

All said, the evidence continues to mount that better CVH,
as defined by AHA, confers a lower risk of CVD and premature
mortality. From that evidence have come recommendations for
clinicians and health professionals to address the 7 compo-
nents of CVH. The AHA and others are providing clinical care
providers and others interested in the health of people with the
science-derived evidence about how best to maintain or
improve CVH in individuals or groups of people.

TheAHAhas published clinical practice guidelines on lifestyle
management, obesity in adults, cholesterol management, and
high blood pressure control.13–16 The AHA has published policy
statements and scientific statements associatedwithworkplace
health.17,18 The AHA supports a policy agenda that promotes
CVH.19 The AHA also provides educational resources “direct to
consumer” to raise awareness and educate individuals about
CVH, risk factor modification, CVD, and stroke.

In addition to AHA guidelines, the US Preventive Services
Task Force has published clinical preventive services recom-
mendations that cover each of the 7 components of Life’s
Simple 7.20 Furthermore, the evidence continues to build that
changes in policy and practices in schools, workplaces,
communities, and clinical settings can complement and perhaps
facilitate individual efforts to maintain or change behaviors that
will improve an individual’s CVH. The Community Preventive
Services Task Force has published recommendations (The
Community Guide), on the basis of existing evidence, that cover
tobacco use prevention and tobacco cessation, nutrition and
physical activity recommendations in schools and worksites,
obesity interventions, as well as recommendations related to
high blood pressure, high cholesterol, and diabetes mellitus.21

The analysis by Enserro et al1 confirms that early high CVH
that is maintained (best case) is protective compared with low
CVH that stays low over time (worst case). What is

Table. Life’s Simple 7 Definitions of Poor, Intermediate, and Ideal for Each Metric for Adults

Metric Poor Intermediate Ideal

Current smoking Yes Former ≤12 mo Never or quit >12 mo

BMI, kg/m2 ≥30 25–29.9 <25

Physical activity None 1–149 min/wk of moderate activity
or 1–74 min/wk of vigorous activity
or 1–149 min/wk of moderate
and vigorous activity

≥150 min/wk of moderate
activity or ≥75 min/wk of vigorous
activity or ≥150 min/wk of moderate
and vigorous activity

Diet pattern score* 0–1 2–3 4–5

Total cholesterol, mg/dL ≥240 200–239 or treated to goal <200

Blood pressure, mm Hg SBP ≥140 or DBP ≥90 SBP 120–139 or DBP 80–89 or treated to goal <120/<80

Fasting plasma glucose, mg/dL ≥126 100–125 or treated to goal <100

Data derived from Lloyd-Jones et al.4 Copyright ©2010, American Heart Association, Inc. BMI indicates body mass index; DBP, diastolic blood pressure; and SBP, systolic blood pressure.
*Each of the following 5 diet elements is given a score of 1: (1) ≥4.5 cups/day of fruits and vegetables; (2) ≥2 servings/week of fish; (3) ≥3 servings/day of whole grains; (4) no more than
36 oz/wk of sugar-sweetened beverages; and (5) 1500 mg/d of sodium.
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counterintuitive and warrants more analysis is that it appears
that starting at highCVHandmigrating to low (secondbest case)
may be more protective than starting low and getting to high
(third best or second worst). “It’s never too late” to benefit from
improving CVH may be true, but starting with high CVH may be
best, with most benefit from maintaining high CVH but
considerable benefit from having been at high CVH. The analysis
also shows that ideal CVH decreased mostly because of
decreases in the prevalence of ideal body mass index, blood
pressure, cholesterol, and blood glucose. These trends have
been previously noted,5 and approaches to address have been
previously discussed. Future studies should look at populations
in addition to non-Hispanic whites and, where sample size
allows, should further subdivide CVH levels from2 (high and low)
to 3 (high, medium, and low) or 4 (very high, high, low, and very
low) groups to further discern findings and provide insight into
approaches to attain and maintain higher levels of CVH and the
benefit derived from doing so.

It is clear that the advice and efforts of health professionals
in public health and clinical care should promote achieving good
or ideal CVH early in life andmaintaining high CVH for as long as
possible. The good news is that not smoking, participating in
recommended activity levels, eating healthfully as recom-
mended, and achieving and maintaining a healthy weight even
while being effectively treated for high blood pressure, high
cholesterol, and diabetes mellitus puts a person solidly in the
high CVH group and confers some degree of cardioprotection.
However, this study suggests that maintaining or achieving
CVH early in life and maintaining high CVH is most cardiopro-
tective. Our health promotion and CVD prevention efforts, then,
might need to shift to a focus on children, adolescents, young
adults, and young families to ensure healthy habits early in life
and sustained throughout the life course.

Hippocrates and Breslow and Breslow might say to us, “we
told you so.”
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