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ardioVision 2020
rogram Acceptance and Progress After 4 Years

homas E. Kottke, MD, MSPH, Randal J. Thomas, MD, Francisco Lopez-Jimenez, MD, Lee N. Brekke, PhD,
ark J. Brekke, MA, Lee A. Aase, BA, Stephen W. DeBoer, MPH, Sharonne N. Hayes, MD,
ebecca S. Hoffman, BA, Martha A. Mangan, CNP, Peggy A. Menzel, BS

bjective: To report program acceptance and progress after 4 years of a heart disease prevention
program.

ubjects: All Olmsted County, Minnesota residents aged �20 years.

ethods: The analysis is based on independent population-based interview samples from 1999, 2000,
2001, and 2003; a dietary questionnaire mailed to interviewees; and blood pressure and
cholesterol data from medical records of consenting Olmsted County residents. National,
Minnesota, and Olmsted County Behavioral Risk Factor Surveillance System trends for fruit
and vegetable consumption, body mass index, participation in physical activity, and
smoking are compared. The data were analyzed in 2005.

esults: More than 90% of the population considers CardioVision 2020 to be a good, very good, or
excellent idea. The program is associated with a 25% reduction in the number of people
exposed to environmental tobacco smoke and small but significant increases in consump-
tion of fruits and daily physical activity. The population meeting the serum cholesterol goal
increased from 52.0% in 1999 to 57.5% in 2003, and the population meeting the blood
pressure goal increased from 53.7% in 1999 to 59.9% in 2003. However, attempts to quit
smoking and the amount of time spent in physical activity did not increase. By 2003, nearly
9% of the population reported making a behavior change because of CardioVision 2020.
Compared to Minnesota and national trends, fruit and vegetable consumption increased
significantly in Olmsted County.

onclusions: The population of Olmsted County views CardioVision 2020 in a positive light. Positive
changes in several personal behaviors and risk factor levels have occurred.
(Am J Prev Med 2006;30(2):137–143) © 2006 American Journal of Preventive Medicine
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rganized in the 1940s,1 the Framingham Study
documented that cardiovascular disease is
caused by a limited number of behavioral and

iological risk factors and is not a degenerative disease of
ging. By 1970, the Seven Countries Study documented
hat levels of these risk factors place entire populations at
igh or low risk of cardiovascular disease.2 In response to

hese observations, the North Karelia Project was orga-
ized in Finland in 1972.3 Associated with comprehensive
ommunity-based interventions, age-standardized coro-
ary heart disease mortality decreased by 73% in North
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ota; Mayo Clinic and Foundation (Thomas, Lopez-Jimenez, Aase,
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innesota
At the time this research was executed, TEK was affiliated with the
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m J Prev Med 2006;30(2)
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arelia and by 65% nationwide by 1995.4 Changes of
imilar magnitude occurred among women. Deaths from
oronary heart disease, cardiovascular disease, cancer,
nd all causes also declined sharply. In the United States,
hree community-level interventions—the Stanford Five-
ity Project, the Minnesota Heart Health Project, and the
awtucket Heart Health Program—while associated with
nly marginal effects on disease rates, made major contri-
utions to the knowledge base of community intervention
trategies.5–7

McGinnis and Foege8 have calculated that just a few
actors of lifestyle—nutrition, physical activity levels,
nd use of and exposure to tobacco—are now respon-
ible for about 40% of the burden of premature death
n the U.S., and the emerging epidemic of obesity
hreatens the prosperity of the entire population.9 In
rder to improve the health status of Olmsted County
innesota residents (N�87,685 adults aged �20 in

000), a group of individuals who live and work in
lmsted County began organizing CardioVision 2020
n 1996. The program was introduced to the public in

1370749-3797/06/$–see front matter
Elsevier Inc. doi:10.1016/j.amepre.2005.10.017



J
v
p
m

c
t
2
b
s
a
s
v
p
p
p
l
s
a
p
a
m
s
s
fi
o
u
i
l
i
m
a
m

t
s
a
s
r
a
C
i
o
t
l
t
d
C
s
T
O
p
p
p
n
c
m

�
t
a
w
a
a
c
m
s
a
v
p

i
w
b
a
c
C
p
a
i
c

M
D

T
a
p
b
c
t
w
c
s
s
r
a
2
t
y
l
r
s
m
t
s
q

J
M
p
d
1
i
s

1

une 1999.10 Social modeling11 and diffusion of inno-
ations12 are the primary theoretical models of the
roject, and the North Karelia Project is the primary
odel of practical application.
The overall goal of CardioVision 2020 is to stimulate

ommunity-wide intervention to make Olmsted County
he healthiest county in the United States by the year
020. This goal will be achieved by changes in four
road areas: elimination of tobacco and tobacco
moke, improved nutrition, increased physical activity,
nd improved health services for the primary and
econdary prevention of cardiovascular disease. The
ision for Olmsted County in the year 2020 includes a
ublic environment that is free of tobacco smoke,
romotion of tobacco products, and the sale of tobacco
roducts to youth; nutritious foods that are clearly

abeled, readily available, and widely promoted; wide-
pread and widely promoted opportunities for physical
ctivity; and clinical care systems for the secondary
revention and treatment of elevated risk factors. In
ddition to these goals for the community environ-
ent, individuals are encouraged to adopt five per-

onal goals: (1) to be free from exposure to tobacco
moke and the use of tobacco; (2) to consume a total of
ve servings of fruits and vegetables per day, only lean
r extra-lean meats, and 1% fat or fat-free dairy prod-
cts; (3) to have a total cholesterol level �200 mg/dL

f no coronary heart disease exists or a low-density
ipoprotein level �100 mg/dL if coronary heart disease
s present; (4) to have a systolic blood pressure �130

m Hg and a diastolic blood pressure �85 mm Hg;
nd (5) to perform 30 minutes of physical activity on
ost, if not all, days of the week.13

CardioVision 2020 is organized around the supposi-
ion that sustained behavior change requires both the
timulation of individuals to attempt behavior change
nd a change in the physical and social environment to
upport the individuals who are trying to change.10 To
aise public awareness that Olmsted County residents
re adopting the CardioVision 2020 personal goals,
ardioVision 2020 produces television programs, radio

nterviews, and newspaper feature articles in the model
f “behavioral journalism,”14 an intervention technique
hat publicizes the healthy behavior of real people who
ive in the community. Because contests and competi-
ions have been shown to help people change their
iets, increase physical activity, and lose weight,15–17

ardioVision 2020 sponsors short-term contests for
moking cessation, physical activity, and weight control.
hese contests stimulate the people who live or work in
lmsted County to sample lifestyle change. To help
eople sustain their new lifestyles, CardioVision 2020
romotes and produces environmental improvement
rograms. These include a smoke-free restaurant ordi-
ance and a menu-labeling program for restaurants,
afeterias, and other suppliers of ready-to-eat food. The

enu-labeling program identifies entrees that contain a

38 American Journal of Preventive Medicine, Volume 30, Num
1000 mg of sodium and �500 calories of which fewer
han 7% come from saturated fat. CardioVision 2020
lso advocates the construction of multi-use trails as a
ay to increase public opportunities for daily physical
ctivity. Behavior change competitions in a particular
rea (e.g., the Quit-and-Win competition for smoking
essation) are conducted simultaneously with environ-
ental change campaigns (e.g., the campaign for

moke-free restaurants and bars) because they support
nd reinforce each other. The CardioVision 2020 inter-
ention strategy is described in greater detail in a
revious publication.18

The baseline community report card was published
n 2000.13 Data regarding the weight distributions and
eight goals of Olmsted County residents have also
een reported.19 This paper reports name recognition
nd program acceptance, self-reported behavior
hange, and changes in the proportion of Olmsted
ounty residents who meet the CardioVision 2020
ersonal goals after 4 years of intervention. When state
nd national data are available, it also compares trends
n Olmsted County with trends in Minnesota and the
ountry as a whole.

ethods
ata Collection

he Mayo Clinic Institutional Review Board reviewed and
pproved the CardioVision 2020 survey and data collection
rotocol. Identical data collection methods were used for the
aseline survey and the three follow-up surveys.13 When
onstructing the survey instrument, the Behavioral Risk Fac-
or Surveillance System (BRFSS) survey modules were used
henever relevant.20 An independent survey organization was
ontracted to collect self-report data using random-digit-dial
urvey and interview techniques. The survey research firm
elected and interviewed independent age–gender stratified
andom samples of approximately 1200 Olmsted County
dult residents on four occasions—1999, 2000, 2001, and
003 (Table 1). They completed data collection for each of
he four surveys between March 1 and June 5 of the respective
ears. Somewhat more telephone numbers were used in the
ater years to identify 1200 eligible interviewees, but refusal
ates by eligible individuals remained stable over the four
urveys. The telephone interviews were supplemented with a
ailed paper-and-pencil dietary calorie and fat assessment

ool. This questionnaire had been validated in previous
tudies.21 The completion rate for the supplemental dietary
uestionnaire declined significantly over the four surveys.
Blood pressure and serum lipid data for the period from

anuary 1, 1999 to August 31, 2003 were extracted from the
ayo Clinic records of Olmsted County residents who gave

ermission to use their data for research. The blood pressure
ata include 705,091 observations and the lipid data include
28,360 observations. To avoid over-representing the data of
ndividuals with multiple observations, only one randomly
elected data point was used for each individual in the

nalysis.

ber 2 www.ajpm-online.net
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omparison to State and National Data

ariables from BRFSS surveys that had been conducted in
innesota and throughout the United States provided the

pportunity to compare trends in Olmsted County with
rends in Minnesota and national trends.22 For nutrition,
hese variables include the goal of eating five servings of fruits
nd vegetables per day, number of servings of fruits eaten
ach day, and number of servings of vegetables eaten each
ay. The assessment of physical activity was limited to a single
ariable, whether the respondent participated in any physical
ctivities or exercises such as running, calisthenics, golf,
ardening, walking for exercise or any other exercise during
he past month. Current body mass index (BMI), and
hether the respondent was not currently smoking cigarettes
ere also available in the BRFSS data sets.
To avoid confounding from seasonal effects on behavior, only
innesota and national data that were collected in the months

f March, April, and May were used. National data included the
istrict of Columbia, Puerto Rico, and all 50 states except for

llinois. Illinois was excluded because a more complicated
ampling scheme was used for some questions. Not all data were
ollected in all years. Sample sizes for national BRFSS data
anged from 41,957 to 60,838, and sample sizes for Minnesota
RFSS data ranged from 454 to 1308.

ata Analysis

he survey data were weighted to reflect U.S. Census esti-
ates23 of the 2000 Olmsted County population aged �20

ears. SUDAAN (Research Triangle Institute, Research Trian-

able 1. Participation and refusal rates for the four CardioV

ariable/year 1999 2

ate of survey March 1–April 21 F
elephone numbers used 5668 5
ompleted interviews 1232 1
efused to participate after
identified as eligible

808

ompeted self-administered
dietary questionnaire

732

able 2. Recognition and acceptance of CardioVision 2020 b

ariable % in 1999

espondent is aware of any programs in
community that are designed to help
individuals reduce risk of heart disease
and stroke (missing�no)

28.6

nprompted, respondent names
CardioVision 2020 as a community
program designed to help reduce risk
of heart disease and stroke (%)

0.1

fter hearing description of CardioVision
2020, respondent recalls seeing or
hearing anything about CardioVision
2020 before telephone call (no
response coded as “no”)

Not asked

fter hearing description of CardioVision
2020, respondent thinks that
CardioVision 2020 is excellent, very

Not asked
good, or good idea (vs fair or poor)

ebruary 2006
le Park NC, 2004) was used to test for statistically significant
rends across the four surveys. Minnesota and national BRFSS
ata were also weighted to the age–gender population of
lmsted County for analysis. Mean values were computed for

ach year using PROC DESCRIPT. The comparisons of
lmsted County trends with those of Minnesota and the
ation were performed using logistic regression (PROC
LOGIST) for dichotomous variables (five servings of fruits
nd vegetables per day, physical activity, and smoking) and
egression (PROC REGRESS) for continuous variables. The
egression models included terms for year, BRFSS
yes�Minnesota or national, no�Olmsted), and year*BRFSS.
he year*BRFSS term was used to test for a difference in

rend. Only years with both BRFSS and Olmsted county data
ere included in the regressions to avoid bias from missing
ears. The Minnesota and national comparisons were run
eparately and in all cases the survey design was included in
he analysis.

esults
rogram Awareness, Acceptance,
nd Participation

hether measured by reported awareness of any heart
isease and stroke prevention program, the naming of
ardioVision 2020 without prompting, or the recollec-

ion of seeing or hearing about CardioVision 2020 after
rompting, program recognition increased signifi-
antly over the 4 years of the program (Table 2).

2020 random-digit-dial community surveys

2001 2003

ry 28–May 5 March 13–June 5 March 3–May 13
5958 6481
1210 1229
849 798

590 436

pulation

in 2000 % in 2001 % in 2003 p for trend

1.9 47.7 42.0 <0.0001

5.4 23.1 20.0 <0.0001

0.0 66.5 70.5 <0.0001

4.9 93.4 92.0 0.007
ision

000

ebrua
336
224
790

688
y po

%

4

1

6

9

Am J Prev Med 2006;30(2) 139



E
f
C
g

r
w
m
e
2
s
o
f
w
w
R
(
v

s
W
o
(
5
0

B

B
m
2
s
d
t
t
c
t
t
n

P

A
p
p
t
o
p
v
p
g

T

V

R

R

R

I

N

R

A

T

Z
Z
E
C

S

P

1

nthusiasm for the program remained high across the
our surveys, with �90% of the population considering
ardioVision 2020 to be an excellent, very good, or
ood idea.
Unprompted, the leading ways in which respondents

eported that they learned about program activities
ere newspaper articles (21.8%), newspaper advertise-
ents (18.2%), television (17.2%), and banners/post-

rs (14.2%). The Internet/web was named by only
.7% of respondents, and only 2.4% of respondents
aid that they learned about CardioVision 2020 because
f presentations by staff. The sources identified most
requently from a list presented to the respondents
ere the CardioVision 2020 pledge thermometer that
as located at a central intersection in downtown
ochester (30.2%), banners/posters (28.4%), radio
23.1%), word of mouth (24.5%), and newspaper ad-
ertisements (20.1%).

Awareness of contests that CardioVision 2020 spon-
ored ranged from 18% for Weigh-and-Win to 34% for

alk-and-Win. Quit-and-Win was recognized by 27.4%
f the population and about 1.1% of the population
5% of all smokers) participated in Quit-and-Win. Over
% of the population participated in Walk-and-Win and
.6% of the population participated in Weigh-and-Win.

able 3. Self-reported behavioral changes during CardioVisi

ariable % in 19

espondent reports behavior change as a result
of the CardioVision 2020 program

Not aske

espondent reports doing something to quit
smoking (if smokes)

21.7

espondent reports doing something to try to
lower cholesterol

55.3

f doing anything to lower cholesterol,
respondent reports reducing fat in diet/
watching diet/eating balanced diet/eating
better to lower cholesterol

87.3

umber of servings respondent reports eating
per day

Fruit 1.74
Vegetables 2.29
Fruits and/or vegetables 4.03

espondent reports trying to increase the
amount of exercise that they get

64.7

verage minutes of physical activity per week
reported by respondent

96.6

able 4. Percent of population meeting CardioVision 2020 p

%

ero tobacco use 80
ero exposure to environmental tobacco smoke 41
ats 5 servings of fruits and/or vegetables per day 27
holesterol �200 mg/dL (LDL �100 mg/dL if
diagnosed with coronary heart disease)

52

ystolic blood pressure �130 mm Hg and diastolic BP
�85 mm Hg

53
hysical activity every day 54.3

40 American Journal of Preventive Medicine, Volume 30, Num
ehavior Change

y 2003, 8.9% of the population—about 7800 people—
ade a behavior change as a result of the CardioVision

020 program (Table 3). While taking action to quit
moking did not increase and there was a significant
ecline in the proportion of the population reporting
hat they were doing something to lower their choles-
erol, there was a marginally significant increase in fruit
onsumption and the proportion of the population
rying to increase their physical activity. The increase in
he average minutes of physical activity per week was
ot statistically significant.

opulation Meeting CardioVision 2020 Goals

lthough there was no change in the proportion of the
opulation reporting that they did not use tobacco, the
roportion of the population reporting zero exposure
o tobacco smoke increased markedly (Table 4). Most
f the increase was seen on the fourth survey. The
roportion meeting the five-a-day goal for fruits and
egetables increased significantly by five percentage
oints. The population meeting the blood pressure
oal and the serum cholesterol goal increased signifi-

20 program

% in 2000 % in 2001 % in 2003 p (for trend)

4.7 6.8 8.9 <0.0001

15.6 14.2 25.9 0.20

49.4 48.6 48.5 0.0034

83.8 85.2 79.0 0.0001

1.80 1.82 1.84 0.08
2.30 2.32 2.34 0.38
4.09 4.15 4.18 0.12

67.7 67.5 68.7 0.07

97.2 91.9 100.0 0.68

al goals

99 % in 2000 % in 2001 % in 2003 p

79.6 80.2 79.3 0.79
43.0 39.7 54.3 <0.0001
30.0 30.9 31.7 0.017
53.6 56.2 57.5 <0.0001

54.9 58.0 59.9 <0.0001
on 20

99

d

erson

in 19

.0

.5

.0

.0

.7
52.7 57.3 58.6 0.009

ber 2 www.ajpm-online.net
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antly, as did the proportion of the population who
eported daily physical activity.

omparisons to Minnesota and National Data

ver the 4 years of observation, the trend in Olmsted
ounty was for an increasing proportion of the popu-

ation to meet the five-a-day goal for fruit and vegetable
onsumption while the trend was in the opposite
irection nationally (p �0.078) and in the state of
innesota (p �0.012) (Table 5). The trends for num-

er of fruit and vegetable servings eaten per day were
ignificantly different for Olmsted County compared to
oth national data (p �0.011) and Minnesota data
p �0.027). The same was true for the number of
ervings of fruit eaten each day. While the trend in the
umber of vegetable servings eaten each day was signif-

cantly different for Olmsted County compared to
ational data (p �0.038), the difference in trends was
ot significantly different for Olmsted County com-
ared to Minnesota data (p �0.397). In all three pop-
lations BMI rose, and trends in smoking did not differ
or Olmsted County compared to the other two popu-
ations. The proportion of the population who re-
orted participation in physical activity remained at a

able 5. Comparison of CardioVision 2020 population to M

ariable description Population
Mea
199

ats 5 servings of fruits and vegetables
per day

Olmsted 0.2

National
Minnesota

umber of fruit and vegetable servings
eaten per day

Olmsted 4.0

National
Minnesota

umber of fruit servings eaten per day Olmsted 1.7
National
Minnesota

umber of vegetable servings eaten
per day

Olmsted 2.2

National
Minnesota

urrent body mass index Olmsted 26.4
National 26.3
Minnesota 26.0

uring the past month, subject
participated in any physical activities
or exercises such as running,
calisthenics, golf, gardening, walking
for exercise, or any others

Olmsted 0.8

National
Minnesota

ot currently a smoker Olmsted 0.8
National 0.7
Minnesota 0.8

Sample sizes for Minnesota BRFSS data range from 454 to 1308.
Sample sizes for national BRFSS data range from 41,957 to 60,838.
RFSS, Behavioral Risk Factor Surveillance System.
igh level over the period of observation, but did not e

ebruary 2006
ncrease to the same extent as it did in the national data
p �0.028) or in the Minnesota data (p �0.001)

iscussion

fter 4 years, CardioVision 2020 is widely recognized as
positive force in Olmsted County, Minnesota. A

ignificant portion of the population report that they
ave changed their behavior in response to CardioVi-
ion 2020, and between 1999 and 2003 the proportion
f the population meeting the CardioVision 2020 blood
ressure and serum cholesterol goals increased signifi-
antly. Based on comparisons with national trends and
rends in the state of Minnesota, CardioVision 2020
ppears to have generated increased fruit and vegetable
onsumption in Olmsted County. CardioVision 2020
lso helped to significantly decrease risk from environ-
ental tobacco smoke.
The ability to evaluate CardioVision 2020 is limited by

he amount and types of data collected. Self-reported data
ave obvious biases, and the blood pressure and serum
holesterol data do not possess the same documentation
f reliability as data collected in the context of high-
uality research protocols. Because CardioVision 2020 was

otaa and nationb

ean
000

Mean
2001

Mean
2002

Mean
2003

Difference in linear trend
vs Olmsted County, two-

sided p-value

0.30 0.31 0.32

0.25 0.24 0.23 0.078
0.34 0.23 0.27 0.012
4.09 4.15 4.18

3.93 3.84 3.76 0.011
4.23 3.70 3.97 0.027
1.80 1.82 1.84
1.55 1.52 1.47 0.033
1.85 1.51 1.63 0.008
2.30 2.32 2.34

2.37 2.32 2.28 0.038
2.38 2.19 2.34 0.397

26.25 26.19 27.04
26.53 26.74 26.79 26.87 0.516
26.20 26.80 26.80 26.72 0.762
0.86 0.85 0.84

0.73 0.74 0.75 0.75 0.028
0.73 0.80 0.83 0.85 <0.001
0.83 0.84 0.84
0.77 0.77 0.77 0.77 0.772
0.83 0.79 0.79 0.78 0.187
innes

n
9

M
2

7

3

4

9

3
6
1
2

4
7
0

valuated with repeated independent samples of the
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p
a
s

a
T
s
r
a
v
e
i
p
m
e
u
c
e
c
o
r
(
s
o
r

r
C
h
t
p
r
p
n
s
m
T
i
g
t

t
s
t
p
t
f
s
d
i

a
F
d
t
o
i

t
m
d
s

i
t
c
f
i
m

t
V
p
o
c
t
r
q
a
s
m
l
r
C
c
t
t
l
c

2
e
m
i
a
r
U
s
y
r
s
i
b
g
d

C

W
b
p
r
t
h

1

opulation, it is impossible to determine whether any
ssociation between respondents hearing about CardioVi-
ion 2020 and adopting the advocated behaviors is causal.

The evaluation can also be faulted for not surveying
county similar to Olmsted County as a control group.
hese shortcomings are the result of a conscious deci-

ion at the beginning of the project to allocate as many
esources as possible to intervention rather than evalu-
tion. This decision is consistent with Hornik’s24 obser-
ation that there is little reason to conduct an elegant
valuation of an intervention that is obviously not
ntense enough to create an intervention effect. Com-
arison of a single pair of counties lacks the power to
ake statistical inferences.25 In addition to being less

xpensive, comparison with state and national data
sing standard questions allows comparisons among
ommunities. Despite all of the shortcomings in the
valuation design, any positive trends in the data are
ertainly not due to an effect of repeated questioning
r differential attrition in a cohort. Calculations of
andom sampling indicate that only 144 individuals
3% of the total sample) would be expected to be
elected to respond to any two surveys, and that there is
nly a 1% chance that even one individual was asked to
espond to all four surveys.

It must be emphasized that the positive changes
eported here were not due solely to the efforts of
ardioVision 2020 to promote healthy lifestyles,
ealthy environments, and risk factor control. Al-

hough CardioVision 2020 led the way in collecting and
ublishing the data demonstrating that smoke-free
estaurants and bars are preferred by all but a few
eople and that both are good for health and busi-
ess,26 the adoption of a county ordinance that assured
moke-free air in restaurants was the result of many,
any individuals and organizations rising to the task.
he largest share of the credit for population-level

ncreases in meeting blood pressure and cholesterol
oals goes to community physicians who organized
heir practices to achieve these goals.27

The decline in relative numbers of people who are
rying to lower their cholesterol by reducing their con-
umption of dietary saturated fat is disappointing. While
he population was not surveyed about their use of
roprietary diet plans, this trend is contemporaneous with
he aggressive marketing of low-carbohydrate diets. Un-
ortunately, low carbohydrate frequently translates as high
aturated fat. In addition to being a risk factor for heart
isease and cerebral infarction, a diet high in saturated fat

s a risk factor for type 2 diabetes.28,29

These and other findings underscore the conflicts
nd frustrations that the population is experiencing.
or example, the decline in the proportion of respon-
ents who report trying to lower their serum choles-
erol levels by restricting dietary fat contrasts with the
bserved decline in serum cholesterol levels. A decline
n mean serum cholesterol levels alongside a decline in p

42 American Journal of Preventive Medicine, Volume 30, Num
he proportion of people practicing dietary restraint
ay be due to an increasing use of cholesterol-lowering

rugs. Data are not available to support or refute this
upposition.

The proportion of individuals who report trying to
ncrease daily physical activity increased significantly, but
he total time spent in physical activity each week did not
hange. This pair of observations probably reflects the
rustration that Americans have in translating intention
nto action in the context of a society that offers a huge

enu of options on how to spend one’s time.
The goal of CardioVision 2020 is to help people

ranslate knowledge and intention into action. Cardio-
ision 2020 is based on the premise that lifestyle is
ersonal choice shaped by opportunity. Given the
pportunity to choose, individuals must ultimately de-
ide whether they will avoid tobacco smoke; eat a diet
hat emphasizes vegetables, fruits, and whole grains
ather than saturated fats and simple sugars; get ade-
uate physical activity; and control their blood pressure
nd cholesterol. However, people can choose this life-
tyle only if they live in a physical and social environ-
ent that permits it, and most people can maintain the

ifestyle only if they live in a physical and social envi-
onment that reinforces it. Therefore, the mission of
ardioVision 2020 is “to partner with clinicians and
ommunity organizations to develop information sys-
ems, environment, skills, and encouragement needed
o help individuals make informed choices that can
ead to primary and secondary prevention of cardiovas-
ular disease.”

While the risk factor changes in the population—a
5% reduction in the number of individuals exposed to
nvironmental tobacco smoke, a 2-mm Hg reduction in
ean systolic blood pressure, and a 7-mg/dL reduction

n mean serum cholesterol levels—would be small for
n individual, they translate into important changes in
isk for the Olmsted County population. Applied to the
nited States, the reduction in exposure to tobacco

moke would be expected to save nearly 14,000 lives a
ear.30 Based on Framingham risk functions,31 the
eductions in blood pressure and improvements in
erum cholesterol would be expected to reduce the
ncidence of cardiovascular disease in Olmsted county
y nearly 50 cases per year. Recurrent events among the
roup of individuals who already have cardiovascular
isease would also be reduced.

onclusions

ithin a period of �4 years, CardioVision 2020 has
een able to achieve widespread recognition as a
ositive force to improve the health of Olmsted County
esidents. Nearly 10% of the population has reported
hat CardioVision 2020 stimulated them to adopt a
ealthier lifestyle. Differences in disease rates among

opulations, temporal trends in disease rates in the

ber 2 www.ajpm-online.net
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.S., and the success of similar projects around the
orld suggest that continuing the intervention, and
ptimally increasing its intensity, has the potential to
aintain or improve the health of the population.
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