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Government continues to have an important role in promoting cardiovascular health
Government investment has facilitated remarkable advances in cardiovascular science and medicine. It is vitally important that government engagement and investment continue as the US population faces
unprecedented rates of obesity, diabetes, hypertension, sedentary behavior, and poor diet. Importantly, health disparities are increasing by
geography, race/ethnicity, and income. These poor health metrics
threaten to erode the tremendous gains in life expectancy achieved in
recent decades. Government investment in population health, research,
clinical outcomes, and access to care is critically important. We examine
how government investment in research has promoted ideal cardiovascular health and can now promote the development of new and effective approaches to both cardiovascular health and better disease
management for all. This paper responds to the commonly raised concerns of paternalism regarding government intervention and outlines
the potential beneﬁts and risks to society of government-industry partnerships and industry initiatives that may supplement government efforts in improving cardiovascular health.
Cardiovascular disease (CVD) remains the number 1 killer of
American men and women.1 With the aging of the population, the prevalence and cost of care associated with CVD conditions like heart failure
and stroke will increase markedly over the next several decades.2-4 By
the year 2035, nearly half of the US population is projected to have
CVD, generating $1.1 trillion annually in direct and indirect medical
costs,5 a price our society can ill afford. Because of the growing national
burden and persistent disparities in the rates of CVD, the American
Heart Association (AHA) is committed to improving the cardiovascular
health of all Americans while simultaneously reducing deaths from
CVD.6 This is especially true for children who are increasingly exhibiting
prediabetes, hypertension, and other risk factors for CVD and stroke at
an earlier age.7,8
Frequently, the AHA staff and volunteer leadership have to answer
why the organization does advocacy and what the role of government
is in addressing CVD and population health. Accordingly, the association’s policy research department convened an expert writing group
to answer these questions with this policy statement. The writing process began 2 years ago, but the need for this paper may be stronger
than ever.
Government continues to have a signiﬁcant role in promoting the
health of the public and reducing the burden of CVD.9-12 The federal
government and many state governments have the constitutional authority to enact, implement, and enforce laws to protect the health of
their citizens. In the exercise of that authority, federal, state, and local
governments play a critical role in scientiﬁc discovery, health care ﬁnancing, delivery and quality of care, drug and device approval and regulation, prevention and population health, and food and water safety.
Increasingly, the federal government is leveraging its payer role to
drive improvements in health care value, with a large emphasis on
CVD. Importantly, the actions of the legislative, executive, and judicial

branches; nearly all departments; and several independent establishments chartered by the United States Congress,13 as well as government
corporations,14 have the potential to dramatically improve the cardiovascular health of our population. Government agencies also affect the
broader, upstream, social determinants of cardiovascular health: education, housing, transportation, the environment, zoning and taxes, safe
streets, and economic development. Moreover, government at all levels
now is seeking to address the lack of health equity and persistent health
disparities, immigrant health, and urban health. These efforts will positively affect the cardiovascular health of an increasingly large segment
of the population.
Accordingly, the aims of this statement are to (a) outline how government investment in policy-relevant research has promoted ideal
cardiovascular health and can now promote development of new and
effective approaches to both cardiovascular health and disease management for all; (b) review how mandatory government regulation and
legislation can improve cardiovascular health of the public; (c) address
the commonly raised concerns regarding government intervention; and
(d) describe potential beneﬁts and risks to society of governmentindustry partnerships and industry initiatives that may supplement
government efforts in improving cardiovascular health.

Government has historically improved both public health and
cardiovascular health
In 1988, the National Academy of Sciences deﬁned Public Health as
“what we as a society do collectively to assure the conditions in which
people can be healthy.”15 Often, government’s role is to do what the private sector cannot or will not do to prioritize the welfare of the nation’s
population. The importance of government in promoting the public
health has long been understood. Dr E. L. Bishop, the State Health Commissioner of Tennessee in 1928, wrote, “Can there be a more fundamental
responsibility of government, considered from an economic standpoint
alone, than the responsibility to serve and protect the public health?”16
Dr Bishop’s prescient insight has been validated by the events of the
ensuing century. The Centers for Disease Control and Prevention (CDC)
review of the 10 greatest public health achievements of the 20th century (1900-1999) (Table I) showed that all 10 achievements were directly
inﬂuenced by governmental policy.17 As stated in the CDC document,
the average life expectancy of a US resident increased by more than
30 years from 1900 to1999, largely the result of National Institutes of
Health (NIH)–funded research.18 Governmental role in both health insurance and population health has remained closely linked. From the
early 20th century in the United States, federal and state governments
have enacted laws to promote and protect public health, including immunization requirements and mandatory food inspection laws. The
basic 6 services citizens should expect from local government include
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vital statistics, communicable disease control, environmental sanitation,
public health laboratory services, maternal and child health services,
and public health education.19 The implementation of income support
through Social Security after World War II, combined with later universal health insurance from Medicare in 1965 for older Americans, has
contributed to a dramatic improvement in the economic well-being
and reduced health disparities for those over the age of 65 years in the
United States.20 Poverty fell dramatically for older adults, more than
any other age demographic,20 from 35.2% in 1959 to 9.7% in 2008.20
Government and health care systems are interconnected with an observed relationship between access to quality health care services and
health outcomes and trust in government.21 Especially during times of
economic downturn and unemployment, government investment in
health care can be an important safety net and complement to private
sector investment to increase access to quality care. One study focusing
on stroke showed that for every 1% increase in government health care
expenditure, there was a signiﬁcant decrease in cerebrovascular
deaths.22 A nation's health strategy is intimately connected to its national security and economic well-being.23
The government role in promoting cardiovascular health extends
across the lifespan. For example, government-required pulse oximetry
to detect critical congenital heart disease is now standard newborn
screening in almost all states.24 Government intervention in promoting
cardiovascular health of the public involves numerous agencies across
federal, state, and local government. For example, the Food and Drug
Administration (FDA) was created in 1938 and has grown in prominence and impact over the subsequent decades addressing drug and device approval, food safety, and tobacco regulation. With the Family
Smoking Prevention and Tobacco Control Act of 2009, Congress gave
the FDA authority to regulate tobacco products that were determined
harmful to the public. This law signiﬁed a major initiative in public
health policy, resulting in a dramatic reduction of a primary cause of
CVD.20 Government was acting where industry, with its proﬁt imperative, would not. Tobacco-related deaths in the early 2000s had reached
more than 400,000 annually with tobacco-related health care expenditures estimated at $96 billion. The FDA has since expanded its oversight
on newer products, such as e-cigarettes and heat-not-burn products. In
addition, state and local governments have been essential in creating
comprehensive smoke-free air laws, funding tobacco control and prevention programs, and increasing excise taxes on tobacco.
Overall, local governments play a key role in affecting the places
where people live, work, play, and worship. They manage police protection, recreational facilities, transportation, utilities, and public works.25
They also play a key role in the funding and provision of education, a
major social determinant of health. Decisions on zoning of neighborhoods and taxation on consumables and property, made at the local
level, inﬂuence multiple sectors related to health such as land use, housing, transportation, public safety, and access to physical activity and
healthy foods. Philadelphia has passed a landmark tax on sweetened
beverages that will fund pre-K and recreational programs, highlighting
the role of local government to impact health through policies and programs that involve multiple sectors and agencies.
Government investment in health research has produced signiﬁcant health
and economic returns
Government investment in biomedical research has been central to
reducing the prevalence and progression of chronic disease, and thereby
preserving and promoting human capital and productivity particularly
later in life.26 The NIH is the largest supporter of biomedical research
in the world. Most people are both living longer and enjoying improved
quality of life. The number of older Americans with chronic disabilities
has decreased by almost a third.27 The US death rate for coronary disease is 60% lower—and for stroke, more than 70% lower—than 3 generations ago, a result of both improved acute treatment of heart disease
and enhanced preventive measures.28

NIH-funded research is the primary source of new therapies for
chronic diseases, many of which in 1950 were considered untreatable,
and is also the genesis of screening and preventive strategies. In fact,
much of the early decline in CVD mortality from 1969 can be traced to
associations identiﬁed in the federally funded Framingham Heart
Study (FHS).29,30 FHS informed the identiﬁcation of risk factors
(smoking, hypertension, cholesterol, exercise, and obesity) for coronary
heart disease, and the development and dissemination of more effective
interventions for risk factor management have produced marked improvements in public health. The results from FHS and other longitudinal studies inspired the development of landmark public health
documents, such as the 1964 Surgeon General’s report on smoking.
The declines in heart disease and stroke mortality began after large
increases in the NIH research budget from 1956 to 1967, with a clear inverse correlation with a notable lag between NIH funding and disease
speciﬁc mortality in CVD and stroke between 1950 and 2004.27 The correlation between federally funded research and decreasing death rates
has impact beyond health beneﬁts, as the economic impact of NIH
funding on decreasing death and disability rates for heart disease and
stroke translates into higher tax revenues, estimated to be $885 billion
over 10 years.27 Approximately 47% of the decrease in CVD deaths in recent decades has come from technological innovations, including revascularization in acute myocardial infarction, and secondary prevention
with aspirin, β-blockers, statins, and heart failure therapies.28 Approximately 44% of the reduction in CVD mortality is attributed to the improved rates of smoking, hypercholesterolemia, and hypertension.28
These advances stem in large part from the substantial federal government investments in basic, clinical, and population science.
Government involvement and stewardship of population health will
continue to be imperative in the complex social and environmental
challenges of the future and the disturbing trends more recently of increasing CVD mortality and decreased life expectancy.31 Challenges of
alcohol consumption, tobacco use, the opioid epidemic, poor diet quality, and sedentary living reveal the need for policy interventions in taxation, education, affordable housing, active transportation, and
community and economic development. Over time, as government policy inﬂuences systems and environmental change, this framework will
continue to evolve to achieve a healthier and safer society.32

By addressing the social determinants of cardiovascular health,
government has improved health and reduced costs
Government policies that protect cardiovascular health and encourage healthy behavior affect vast numbers of people, can be a worthy investment, and can be more efﬁcient than education and individual
action alone.33 For example, government effort to remove trans fats
from the food supply has been an efﬁcient way to reduce health risk
from partially hydrogenated oils. Educating individuals about limiting
trans fats would be extremely expensive and would likely have minimal
impact because complex behavior changes would be required. Limiting
trans fats in the food supply shifts responsibility from individuals to the
food industry, transforming the food supply with government monitoring and enforcement.34 Other examples of the legitimate role of government in protecting health include requirements for safe water and air
which are preferable to placing responsibility for reducing risk entirely
at the individual level.
Government intervention with respect to lifestyle decisions conﬂicts
with approaches emphasizing personal responsibility. Arguments are
made, for instance, that smoking is a personal decision and government
should not impose tobacco taxes. More recent debates relate to proposals to tax sugar-sweetened beverages.35,36 Rather than pitting government action against personal responsibility, government action
should be viewed as enhancing personal responsibility by creating
healthier environments as the default.37
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All branches of government at the local, state, and federal levels have
necessary roles in improving cardiovascular health. Legislatures can establish beneﬁcial laws; the executive branch can implement those laws
through administrative action and state and federal regulatory agencies; the judicial branch can adjudicate disputes arising from enforcement of those laws and related regulations. Government has clear
authority to act, especially when circumstances create a need to protect
the public’s health.
The argument that government public health policies infringe on
personal freedom,32 pitting government intervention against personal
freedom, has been debated since the passage of the ﬁrst British Public
Health Act in 1848, which gave local government control over local
water and sewage systems. At the time, it was derided as “paternalistic”
and “despotic.”38 The public similarly criticized the Licensing Act of
1872, which prohibited children from drinking alcohol in pubs.32 In
our current society, clean drinking water, sewage control, and protection of children are viewed broadly as legitimate government responsibility toward promoting population health.
In most government actions that promote public and cardiovascular
health, individuals have a choice. The key to success is to create a framework that empowers individuals to make the healthy choice. This may
include government support in making healthier choices available, easier to obtain, and more affordable. The more modern approach to health
intervention uses behavioral research to identify areas in which cognitive and emotional capacities could be leveraged in support of population health.39 Good examples are pricing, placement, or promotion
strategies for healthy foods and beverages to inﬂuence consumer purchasing behavior, and eliminating smoking in public places so that people who do not smoke are protected and smokers may be persuaded to
quit. These policies lead to environments that promote healthy behaviors, reduce disease, and lower the burden on individuals and government of medical costs generated by poor health in the population.40
This has to be balanced with potential overregulation by government
that has the inadvertent consequence of stiﬂing innovation intended
to transform population health and well-being.
Population health policy must adapt and mature, becoming more robust, intelligent, and nuanced, to keep pace with the increasing complexity of medical science and health challenges. Obesity, virulent
infections, nanotechnology, end-of-life care, access to medical therapeutics, globalization, and other currently unseen problems will dominate the population health debate for the coming decades. Citizens
must demand the continued development and implementation of
evidence-based health strategies.41

Government agencies track and improve cardiovascular health in
multiple ways
Local, state, and especially federal government agencies facilitate
and conduct disease and health behavior surveillance and promote cardiovascular health in several ways. These include the following areas.
Surveillance
Surveillance of our population’s health at the federal level is primarily
the responsibility of the CDC. No other agency or nongovernmental organization provides such complete relevant population health data. The
agency has developed a comprehensive national surveillance data resource guide for tobacco-related surveillance databases (http://www.
cdc.gov/tobacco/tobacco_control_programs/surveillance_evaluation/
pdfs/surveillance_evaluation_508.pdf) and for CVD and stroke prevention
programs (http://www.cdc.gov/dhdsp/pubs/guides.htm) that researchers and government policy makers can use to access, analyze,
and/or publish results from these data. Organizations like the AHA
also can use these resources to assess progress toward their health
impact goals.
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The deﬁnitive National Health and Nutrition Examination Survey
collects nationally representative data from the US population42 for
assessing the prevalence of CVD and its risk factors (eg, dietary or physical activity patterns and tobacco use) and biometric measures (eg,
biospecimen and DNA repositories). These data inform the allocation
of public and private resources for CVD prevention and treatment. Researchers can use the National Health and Nutrition Examination Survey and other regularly conducted surveys (eg, Behavioral Risk Factor
Surveillance System,43 School Health Policies and Practices Survey)44
to assess progress in preventing CVD.
Guidelines
Government agencies also develop important public health guidelines. For example, the Department of Health and Human Services
(HHS) and the US Department of Agriculture periodically develop Dietary Guidelines for Americans that provide guidance to the public and
are integral to all government food assistance programs. In 2008, HHS
released the Physical Activity Guidelines for Americans,45 which provided the ﬁrst government guidelines for physical activity and deﬁned research objectives to strengthen the recommendations. The AHA and
many other organizations have endorsed them.
Although not legally mandated, HHS conducted a midcourse review
of the Physical Activity Guidelines for Americans in 2012 with a focus on
increased physical activity in youth46and will likely update these guidelines at least every 10 years.
Program funding and initiatives
Federal agencies provide technical assistance and funding to the
states, such as the CDC’s support to state and community health departments for CVD prevention, including evidence-based guidelines to address nutrition and physical activity in early care and education
centers,47 schools,48 and worksites.49 The US Department of Agriculture
provides technical assistance to school districts on implementing nutrition standards in schools, and the Department of Education provides
funding to states for physical education.
Agencies also translate clinical strategies to population-based practice, such as the Million Hearts Initiative (MHI) and the Diabetes Prevention Program (DPP). The DPP50 was an NIH-funded randomized
clinical trial which showed that behavioral intervention in community
settings more effectively prevented onset of type 2 diabetes mellitus
in adults than medication or usual care. This has been found to be a sustainable, cost-effective way to prevent or delay development of type 2
diabetes.51 The CDC played a central role in adapting the DPP for delivery in community settings52 by certifying providers. The aspiration is for
DPP to be fully funded and provided by private and public health insurance plans.
The Centers for Medicare & Medicaid Services have taken an active
role in health care quality improvement by tying Medicare payments
to reporting and performance on quality and efﬁciency measures. Medicare now promotes alternative payment models that reward overall
health care value. From the start, an important part of these programs
has been CVD measurement (eg, door-to-balloon time for acute myocardial infarction, which improved from 96 to 64 minutes over 5
years).53 Many commercial value-based insurance payment programs
will continue to look to Centers for Medicare & Medicaid Services
for guidance.

Government interaction with industry/quasi-governmental
initiatives can be effective but requires oversight
Government regulation or legislation, although effective, is not always politically or ﬁnancially feasible. This has led to a variety of arrangements between government and private nonproﬁt and for-proﬁt
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entities that have attempted to facilitate public goals. The nature of
any public-private partnership depends upon the partnership
agreement and the purpose of the activity, which have included
product development; increased access to health care or health
care products; and improved coordination of services, public advocacy
and education, regulation, and quality assurance.54 Such partnerships
and quasi-governmental organizations have experienced variable
success.
The MHI, the Healthy Weight Commitment Foundation funded by
the Robert Wood Johnson Foundation with Michelle Obama’s Let’s
Move Initiative,55,56 and similar programs abroad57,58 are illustrative
of public-private arrangements. MHI is noteworthy for its emphasis
from its inception59 on partnerships with governments and private organizations at all levels to achieve a speciﬁc goal of preventing a million
heart attacks and strokes by 2017. (http://millionhearts.hhs.gov/
partners-progress/partners.html). Although many government
programs seek to affect change through large grants or contracts, MHI
provides no substantial funding but functions through convening
and facilitation to galvanize support among stakeholders to achieve
MHI’s goals.
Quasi-governmental organizations also bring together government
and private sectors and are different from public-private partnerships
in that they are granted legal attributes of both government and private
organizations.60 Although strengths and weaknesses of these entities
are largely similar, most population health–directed initiatives have
taken the form of public-private partnerships. Public and private cooperation can facilitate adequate funding, inﬂuence positive consumer behavior
and choices, increase competition within the marketplace that may improve population health as manufacturers seek to develop new products
and reformulate existing ones, identify the feasibility of affecting large segments of the population, and offer some opportunity for sustainability.61
Although these arrangements may present opportunities for progress by both parties, their differing goals, outcomes, and conﬂicts of interests have attracted some concern. Optimally, public-private
partnerships require accountability mechanisms, led or overseen by
an independent third-party, to improve transparency, manage conﬂicts
of interest, assess progress toward intended goals, provide incentives/
disincentives related to performance of the agreement, determine the
level of population health impact, and recommend termination of ineffective partnerships.62,57 Accountability in any public-private arrangement assures credibility and performance toward declared public
health goals,63 and cooperation between government and industry to
overcome poor community health.64

Voluntary/industry initiatives are a bellwether for industry conduct
Industry as change agent
Industry-led initiatives set standards that ostensibly govern an
industry’s conduct. They occasionally have shown success but also present risks.65,66 Founded by the AHA and the Clinton Foundation, the Alliance for a Healthier Generation, for example, works with companies
and the broader community to improve children’s health. Through its
agreement with the American Beverage Association, the Alliance
achieved a 90% reduction in the beverage energy shipped to schools.
This voluntary commitment was later reinforced with update of the nutrition standards in school meals and competitive foods in the Child Nutrition Reauthorization Act of 2016. Other industry-led initiatives have
had less positive impact.67 The beverage industry, for example, has
used voluntary agreements to maximize the halo effect of the already
downward trend in consumption.68 Table II summarizes the advantages
and disadvantages of government-led approaches versus industry
initiatives.
An industry may voluntarily initiate change for a variety of reasons,
including to forestall threatened government intervention or to avoid

heightened public scrutiny.69 Advocates of voluntary, industry-led initiatives submit that voluntary agreements, self-regulation, and publicprivate partnerships are promising ways to advance cardiovascular
health initiatives.70,71 However, risks may arise, including inadequate
oversight and transparency and inherent conﬂict of interest between a
company’s proﬁt motive and the population health improvement.72-74
Without a basis in reliable science, strong oversight, tracking, transparency, and checks and balances, industry-led initiatives in the area of cardiovascular health improvement may prove ineffective.
Corporate social responsibility
Many companies are placing renewed value on corporate social responsibility (CSR),75 a business practice that involves participation in
initiatives to beneﬁt society.76,77 The theoretical goal of CSR initiatives
is to be both economically productive and socially accountable. Examples of activities that could be framed as health-related CSR include nutrition information on a restaurant’s menu, even where not legally
required,78 and beverage companies investing in parks to encourage
physical activity among youth.79
CSR initiatives are not purely altruistic, however, as they provide opportunities for economic growth, tax beneﬁts, or public relations. Consumer goodwill may translate into greater product sales.80,78 In fact,
CSR initiatives that purport to improve population health may have
the opposite effect. For example, tobacco industry antismoking campaigns presumably designed to discourage tobacco use in youth were
actually detrimental to tobacco control efforts.81 Consumer perception
that a corporation is socially responsible may create inferences that
the corporation’s product is healthful. This “health halo”82 can lead to
overconsumption and, in turn, negative health effects. Others suggest
that particular CSR initiatives may be an attempt to absolve a corporation of responsibility for improving population health, instead placing
the burden on consumers individually to change behavior.82
The effectiveness of CSR activities is controversial,83-85 and public
health professionals should carefully consider whether an industry-initiated CSR effort is likely to have an actual positive effect on cardiovascular or population health.86

Conclusion: continued government promotion of improved
cardiovascular health is essential
The maintenance and improvement of the health of its citizens are a
foundational responsibility of government and essential to the common
good of our nation and the future well-being of our republic. A fundamental expectation of tax payers is that some of these resources to
which they have contributed will be used to inform and protect individuals from health and environmental risks and will also be used to reduce
the enormous estimated societal cost of poor health. All branches of
government at the local, state, and federal level can play a prominent
role. Four domains of chronic disease prevention outlined by CDC include epidemiology and surveillance, environmental approaches, health
systems interventions, and clinical and community linkages. Examples
of each of these have been addressed throughout this statement. The
full integration of these approaches is a work in progress and represents
the next developmental steps for decreasing CVD mortality and improving cardiovascular health. It is also increasingly clear that achieving
this population health impact is not an exclusive responsibility of government. Government agencies and programs have been crucial in providing and initiating such safeguards. However, as we move into the
future, effective partnerships between industry, voluntary health organizations, and government agencies will help deﬁne the path to economically sustainable improvements in individual and population
health. This pathway will require cooperation of all sectors of society
and citizens.
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Appendix A. Appendices
Table I
Ten greatest public health achievements in the 20th century
• Vaccinations
• Motor vehicle safety
• Safer workplace environments
• Control of infectious disease
• Reduced mortality and morbidity for heart disease and stroke
• Safer and healthier foods
• Healthier mothers and babies
• Family planning
• Fluoridation of drinking water
• Recognition of tobacco use as a health hazard
Table II
Comparison of government-led approaches versus voluntary initiatives to address cardiovascular health
Government-led initiatives
Advantages
• May have large-scale impact on population health
• Level the playing ﬁeld
• May catalyze and amplify the effectiveness of private sector self-regulation
• Required by law and/or regulation
• Can purposefully address health disparities and reach vulnerable populations
Disadvantages
• May be onerous
• Attract the criticism of paternalism or government overreach
Industry-led or private/public initiatives
Advantages
• Self-regulation, with a deﬁned set of practices/commitments
• Proving ground for improving population health outcomes
• May help to improve relationships between government and industry
• Can become the basis for federal/state law, showing proof of concept
• Public knowledge of voluntary agreements can help encourage participation
and ensure compliance
• Possibility of creation of new governance regulatory regime
Disadvantages
• Industry unlikely to take voluntary actions that prioritize population health
interests above shareholders or proﬁt
• Ceding regulation to industry carries opportunities, but there is also risk
• Putting a positive public relations spin on an existing downward or negative
market trend
• Often created to offset possible government regulation, litigation, or critical
public opinion
• Stave off robust government and exert undue inﬂuence over regulatory
agencies
• If voluntary commitments by industry are relatively vague, nonbinding, and
permissive, then measurable effects will be small

References
1. Mozaffarian D, Benjamin EJ, Go AS, et al. Heart disease and stroke statistics—2016 update: a report from the American Heart Association. Circulation 2016;133:e38-e360.
2. Heidenreich PA, Trogdon JG, Khavjou OA, et al. Forecasting the future of cardiovascular disease in the United States: a policy statement from the American Heart Association. Circulation 2011;123:933-44.
3. Ovbiagele B, Goldstein LB, Higashida RT, et al. Forecasting the future of stroke in the
United States: a policy statement from the American Heart Association and American
Stroke Association. Stroke 2013;44:2361-75.
4. Heidenreich PA, Albert NM, Allen LA, et al. Forecasting the impact of heart failure in
the United States: a policy statement from the American Heart Association. Circ
Heart Fail 2013;6:606-19.
5. RTI International. Cardiovascular disease: a costly burden for America: projections
through 2035. 2017.
6. Lloyd-Jones DM, Hong Y, Labarthe D, et al. Deﬁning and setting national goals for cardiovascular health promotion and disease reduction: the American Heart
Association's strategic Impact Goal through 2020 and beyond. Circulation
2010;121:586-613.
7. Riley M, Bluhm B. High blood pressure in children and adolescents. Am Fam Physician 2012;85:693-700.
8. Dabelea D, Mayer-Davis EJ, Saydah S, et al. Hamman RF and Study SfDiY. Prevalence
of type 1 and type 2 diabetes among children and adolescents from 2001 to 2009.
JAMA 2014;311:1778-86.
9. Frieden TR. Government's role in protecting health and safety. N Engl J Med
2013;368:1857-9.

5

10. Adshead F, Thorpe A. The role of the government in public health: a national perspective. Public Health 2007;121:835-9.
11. Pearson TA, Palaniappan LP, Artinian NT, et al. American Heart Association guide for
improving cardiovascular health at the community level, 2013 update: a scientiﬁc
statement for public health practitioners, healthcare providers, and health policy
makers. Circulation 2013;127:1730-53.
12. Mahmood SS, Levy D, Vasan RS, et al. The Framingham Heart Study and the epidemiology of cardiovascular disease: a historical perspective. Lancet 2014;383:999-1008.
13. A-Z index of US government departments and agencies. 2016. 2016.
14. Kosar K. Federal government corporations: an overview. 2011.
15. Institute of Medicine. The future of public health. 1988.
16. Bishop EL. Responsibility of government in public health work. Am J Public Health
Nations Health 1928;18:705-9.
17. Centers for Disease Control and Prevention. Ten great public health
achievements—United States, 1900-1999. MMWR Morb Mortal Wkly Rep 1999;48:
241-3.
18. Xu J, Murphy, SL., Kochanek, KD., Bastian, BA. Deaths: ﬁnal Data for 2013. 2016; 64:
1-119.
19. Emerson HL. M. Local health units for a nation. 1945;vi:11.
20. Arno PS, House JS, Viola D, et al. Social security and mortality: the role of income support policies and population health in the United States. J Public Health Policy
2011;32:234-50.
21. Rockers PC, Kruk ME, Laugesen MJ. Perceptions of the health system and public trust
in government in low- and middle-income countries: evidence from the World
Health Surveys. J Health Polit Policy Law 2012;37:405-37.
22. Maruthappu M, Shalhoub J, Tariq Z, et al. Unemployment, government healthcare
spending, and cerebrovascular mortality, worldwide 1981-2009: an ecological
study. Int J Stroke 2015;10:364-71.
23. Gagnon ML, Labonte R. Understanding how and why health is integrated into foreign
policy - a case study of health is global, a UK government strategy 2008-2013. Glob
Health 2013;9:24.
24. Glidewell J, Olney RS, Hinton C, et al. State legislation, regulations, and hospital guidelines
for newborn screening for critical congenital heart defects—United States, 2011-2014.
MMWR Morb Mortal Wkly Rep 2015;64:625-30.
25. Our government: State and local government. https://www.whitehouse.gov/aboutthe-white-house/state-local-government/ accessed online January 19, 2018.
26. Manton KG, Lowrimore GR, Ullian AD, et al. Labor force participation and human capital increases in an aging population and implications for U.S. research investment.
Proc Natl Acad Sci U S A 2007;104:10802-7.
27. Manton KG, Gu XL, Lowrimore G, et al. NIH funding trajectories and their correlations
with US health dynamics from 1950 to 2004. Proc Natl Acad Sci U S A 2009;106:
10981-6.
28. Ford ES, Ajani UA, Croft JB, et al. Explaining the decrease in U.S. deaths from coronary
disease, 1980-2000. N Engl J Med 2007;356:2388-98.
29. Oppenheimer GM. Becoming the Framingham study 1947-1950. Am J Public Health
2005;95:602-10.
30. Oppenheimer GM. Framingham Heart Study: the ﬁrst 20 years. Prog Cardiovasc Dis
2010;53:55-61.
31. Xu J, Murphy SL, Kochanek KD, et al. Mortality in the United States, 2015. NCHS data
brief; 2016.
32. Jochelson K. Nanny or steward? The role of government in public health. Public
Health 2006;120:1149-55.
33. Frieden TR. A framework for public health action: the health impact pyramid. Am J
Public Health 2010;100:590-5.
34. Hacker J. The great risk shift: the new economic insecurity and the decline of the
American dream. Oxford University Press. 2008.
35. Brownell KD, Farley T, Willett WC, et al. The public health and economic beneﬁts of taxing sugar-sweetened beverages. N Engl J Med 2009;361:1599-605.
36. Brownell KD, Frieden TR. Ounces of prevention—the public policy case for taxes on
sugared beverages. N Engl J Med 2009;360:1805-8.
37. Brownell KD, Kersh R, Ludwig DS, et al. Personal responsibility and obesity: a constructive approach to a controversial issue. Health Aff (Millwood) 2010;29:379-87.
38. Porter D. Health, civilization, and the state: a history of public health from ancient to
modern times. London: Routledge. 1999.
39. Sunstein C, Thaler R. Libertarian paternalism is not an oxymoron. Univ Chic Law Rev
2003;70:1166-87.
40. Dworkin G. Paternalism. In: Wasserstrom R, ed. Morality and the law. Belmont, CA:
Wadsworth Publishing Company; 1971152.
41. Brownson RC, Chriqui JF, Stamatakis KA. Understanding evidence-based public
health policy. Am J Public Health 2009;99:1576-83.
42. National health and nutrition examination survey. 2014.
43. Centers for Disease Control and Prevention. Behavioral risk factor surveillance system. 2014.
44. Centers for Disease Control and Prevention. School health policies and practices study.
2014.
45. US Department of Health and Human Services. Physical Activity Guidelines for
Americans. 2008.
46. US Department of Health and Human Services. Physical activity guidelines for
Americans mid-course report: strategies to increase physical activity among youth.
Retrieved online fromhttp://www.healthgov/paguidelines/midcourse/pag-midcourse-report-ﬁnal.pdf 2012.
47. Early care and education. 2015.
48. Rutledge T. School health guidelines to promote healthy eating and physical activity.
Morb Mortal Wkly Rep 2011;60:75.
49. Healthier worksite initiative. 2014.
50. Diabetes Prevention Program Research G. The Diabetes Prevention Program (DPP):
description of lifestyle intervention. Diabetes Care 2002;25:2165-71.

Please cite this article as: Tomaselli G, et al. Government continues to have an important role in promoting cardiovascular health. American Heart
Journal (2018), https://doi.org/10.1016/j.ahj.2017.11.002

6

Policy Perspectives

51. Zhuo X, Zhang P, Gregg EW, et al. A nationwide community-based lifestyle program
could delay or prevent type 2 diabetes cases and save $5.7 billion in 25 years. Health
Aff (Millwood) 2012;31:50-60.
52. Ackermann RT, Finch EA, Brizendine E, et al. Translating the Diabetes Prevention Program into the community. The DEPLOY Pilot Study. Am J Prev Med 2008;35:357-63.
53. Krumholz HM, Herrin J, Miller LE, et al. Improvements in door-to-balloon time in the
United States, 2005 to 2010. Circulation 2011;124:1038-45.
54. Nishtar S. Public-private 'partnerships' in health—a global call to action. Health Res
Policy Syst 2004;2:5.
55. Ng SW, Popkin BM. The Healthy Wight Commitment Foundation pledge: calories purchased by U.S. households with children, 2000-2012. Am J Prev Med 2014;47:520-30.
56. Foundation HWC. Healthy weight commitment foundation. Food companies contribute
to reducing obesity with 6.4 trillion calories cut per year. 2014.
57. Bryden A, Petticrew M, Mays N, et al. Voluntary agreements between government
and business—a scoping review of the literature with speciﬁc reference to the Public
Health Responsibility Deal. Health Policy 2013;110:186-97.
58. Swinburn B, Kraak V, Rutter H, et al. Strengthening of accountability systems to create healthy food environments and reduce global obesity. Lancet 2015;385:2534-45.
59. Frieden TR, Berwick DM. The "Million Hearts" initiative—preventing heart attacks
and strokes. N Engl J Med 2011;365:e27.
60. Moe R. The emerging federal quasi government: issues of management and accountability.
2001.
61. Vyth EL, Steenhuis IH, Roodenburg AJ, et al. Front-of-pack nutrition label stimulates
healthier product development: a quantitative analysis. Int J Behav Nutr Phys Act
2010;7:65.
62. Swinburn B, Sacks G, Lobstein T, et al. The 'Sydney Principles' for reducing the commercial promotion of foods and beverages to children. Public Health Nutr 2008;11:881-6.
63. Wescott RF, Fitzpatrick BM, Phillips E. Industry self-regulation to improve student
health: quantifying changes in beverage shipments to schools. Am J Public Health
2012;102:1928-35.
64. Freedhoff Y. The food industry is neither friend, nor foe, nor partner. Obes Rev
2014;15:6-8.
65. Cooke S, Suski CD, Arlinghaus R, et al. Voluntary institutions and behaviors as alternatives
to formal regulations in recreational ﬁsheries management. Fish Fish 2013;14:439-57.
66. Bernstein S, Cashore B. Can non-state global governance be legitimate? An analytical
framework. Regul Governance 2007;1:347-71.
67. Moodie R, Stuckler D, Monteiro C, et al. Proﬁts and pandemics: prevention of harmful
effects of tobacco, alcohol, and ultra-processed food and drink industries. Lancet
2013;381:670-9.
68. Ng SW, Slining MM, Popkin BM. Turning point for US diets? Recessionary effects or
behavioral shifts in foods purchased and consumed. Am J Clin Nutr 2014;99:609-16.
69. Sharma LL, Teret SP, Brownell KD. The food industry and self-regulation: standards to
promote success and to avoid public health failures. Am J Public Health 2010;100:240-6.
70. Webber A. Businesses as partners to improve community health. Am J Prev Med
2011;40:S84-5.
71. Self-regulation in the alcohol industry. 2008.
72. Gilmore AB, Savell E, Collin J. Public health, corporations and the new responsibility
deal: promoting partnerships with vectors of disease? J Public Health 2011;33:2-4.
73. Ludwig DS, Nestle M. Can the food industry play a constructive role in the obesity epidemic? JAMA 2008;300:1808-11.
74. Monteiro CA, Gomes FS, Cannon G. The snack attack. Am J Public Health 2010;100:
975-81.
75. Smith N. Corporate social responsibility: not whether, but how. Center for Marketing
Working Paper. 3:701; 2003.
76. Lee S, Carroll CE. The emergence, variation, and evolution of corporate social responsibility in the public sphere, 1980-2004: the exposure of ﬁrms to public debate. J Bus
Ethics 2011;104:115-31.
77. Misani N. The convergence of corporate social responsibility practices. Manage Res
Rev 2010;33:734-48.
78. Lee K, Conklin M, Cranage DA, et al. The role of perceived corporate social responsibility
on providing healthful foods and nutrition information with health-consciousness as a
moderator. Int J Hosp Manag 2014;37:29-37.
79. Dorfman L, Cheyne A, Friedman LC, et al. Soda and tobacco industry corporate social
responsibility campaigns: how do they compare? PLoS Med 2012;9:e1001241.
80. Barnett M. Stakeholder inﬂuence capacity and the variability of ﬁnancial returns to
corporate responsibility. Acad Manage Rev 2007;32:794-816.
81. Landman A, Ling PM, Glantz SA. Tobacco industry youth smoking prevention programs:
protecting the industry and hurting tobacco control. Am J Public Health 2002;92:917-30.
82. Peloza J, Ye C, Montford WJ. When companies do good, are their products good for
you? How corporate social responsibility creates a health halo. J Public Policy Mark
2015;34:19-31.
83. Aupperle K, Carroll AB, Hatﬁeld JD. An empirical examination of the relationship between corporate social responsibility and proﬁtability. Acad Manage J 1985;28:446-63.

84. McGuire J, Sundgren A, Schneeweis T. Corporate social responsibility and ﬁrm ﬁnancial performance. Acad Manage J 1988;31:854-72.
85. Orlitzky M, Schmidt FL, Rynes SL. Corporate social and ﬁnancial performance: a
meta-analysis. Organ Stud 2003;24:403-41.
86. Monachino M, Moreira P. Corporate social responsibility and the health promotion
debate: an international review on the potential role of corporations. Int J Healthc
Manage 2014;7:53-9.

Gordon Tomaselli MD (Co-Chair)
Johns Hopkins University, Baltimore, MD
William H. Roach JD (Co-chair)
Retired Partner McDermott Will & Emery LLP, Chicago, IL
Ileana L. Piña MD, MPH
Albert Einstein College of Medicine, New York, NY
Matthew E. Oster M.D., MPH
Children’s Healthcare of Atlanta, Emory University, Atlanta, GA
William H. Dietz MD, PhD
George Washington University, Washington, DC
Katie Horton RN, MPH, JD
George Washington University, Washington, DC
William B. Borden MD
George Washington University, Washington, DC
Kelly Brownell PhD
Duke University, Durham, NC
Raymond J. Gibbons MD
Mayo Clinic, Rochester, MN
Jennifer J. Otten PhD, RD
University of Washington Center for Public Health Nutrition, Seattle, WA
Christopher S. Lee PhD, RN
Boston College, Chestnut Hill, MA
Charles Hill MD
Stanford University, Stanford, CA
Paul A. Heidenreich MD
Stanford University, Stanford, CA
David S. Siscovick MD, MPH
New York Academy of Medicine, New York, NY
Laurie P. Whitsel PhD
American Heart Association, Washington, DC
Reprint requests: Laurie P. Whitsel, PhD, American Heart Association.
E-mail address: Laurie.whitsel@heart.org
3 November 2017
Available online xxxx

Please cite this article as: Tomaselli G, et al. Government continues to have an important role in promoting cardiovascular health. American Heart
Journal (2018), https://doi.org/10.1016/j.ahj.2017.11.002

