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ABSTRACT

Similar to most populations, South Asian countries are also witnessing the dramatic transitions in health
during the last few decades with the major causes of adverse health shifting from a predominance of
nutritional deficiencies and infectious diseases to chronic diseases such as cardio and cerebrovascular
disease (CVD). We summarized the available information of the burden of CVD and risk factors in the
South Asian populations. The prevalence of conventional cardiovascular has been increasing among all
South Asian populations. Extensive urbanization, shift in dietary pattern and sedentary daily life style is
contributing towards the worsening of the CVD risk factor scenario. The burdens of the chronic
cardiovascular risk factors are much prevalent in the South Asian populations. These are also rising
alarmingly which ought to influence the already existed heavy CVD burden. Similar to the rest of the
world, management for the conventional cardiovascular risk factors is very important for the prevention of

CVD in South Asia.

Cardiovascular and cerebrovascular diseases are
important causes of morbidity and mortality worldwide
and impose a considerable burden on individuals, socie-
ties, and healthcare systems. South Asian populations have
witnessed a dramatic change in their health during the last
few decades because of adverse health shifting from a
predominance of nutritional deficiencies and infectious
diseases, to chronic diseases such as cardiovascular disease
(CVD). This phenomenon, which was observed in the
now-developed countries during their developing periods,
has been termed “the epidemiologic transition” [1,2]. The
demographic features of CVD in the South Asian region are
changing. It is not just an epidemiological transition, but
previously observed epidemiological polarizations, differ-
ence in the health problems between the rich and the poor,
are possibly also changing. Populations in the countries of
the South Asian region, comprising more than one-fifth of
the world population, are currently becoming highly
susceptible to cardiovascular problems. A steady increase
in buying capacity and influence of the Westernized life-
style, especially with the rapidly expanding affluent section
of the population, are affecting the shift with regard to the
factors related to CVD risk.

To be able to develop any successful preventive strat-
egies and initiate an appropriate intervention against the
growing epidemic of CVD in South Asia, it is necessary to
assess the disease burden and characterize the population
at risk. Recognition of the modifiable risk factors is the
cornerstone of the clinical as well as population-level
efforts to diminish the risk of CVD. In this report, we

GLOBAL HEART, VOL. 8, NO. 2, 2013
June 2013: 121-130

present features of CVD in South Asian countries and their
risk factors based on extensive reviews of different studies.

An extensive literature review was performed focusing
on studies on South Asian populations. Apart from the
available conventional literature sources, the authors also
have extensively searched the local-level literature sources
from academia, nongovernment reports, as well as govern-
ment sources. For mortality data, statistics of the World
Health Organization were obtained [3].

MORTALITY AND MORBIDITY FROM CVD IN
SOUTH ASIA

The available data from the World Health Organization on
age-adjusted mortality for CVD in men and women
combined is shown in Figure 1 [3]. The age-adjusted
mortality for South Asian countries with some other
selected Asian and Western countries in 2002 are shown for
comparison. In general, CVD mortality in South Asian
countries is higher than in Western countries. In compar-
ison to other Asian countries, the CVD mortality rates in the
South Asian countries are much higher than the East Asian
countries, such as Japan and Korea. Whereas the CVD
mortality in the South Asian countries was lower than in the
Central Asian countries.

Among CVD subtypes, Figure 2 shows the age-adjusted
mortality of stroke in South Asian countries as well as few
other selected populations. In comparison to other Asian
countries, stroke mortality in the South Asian countries is
much higher than in the East Asian countries and is lower
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FIGURE 1. Age-standardized death rates per 100,000 for cardiovascular diseases (CVD) across countries of different
regions of Asia in 2002. Bar colors represent different regions: Middle Eastern countries (pink), Central Asian countries
(purple), South Asian countries (grey), Southeast Asian countries (green), East Asian countries (peach), and non-Asian
countries (blue-grey). UAE, United Arab Emirates; USA, United States of America; UK, United Kingdom.

than in the Central Asian countries. It is worth mentioning
that Japan had the highest stroke mortality in the world in
1965. It rapidly decreased by about 80% during the period
1965—1990 [4,5]. When examining the age-adjusted coro-
nary heart disease (CHD) mortality, it is evident that the East
Asian countries have lower mortality than the South Asian
countries do (Fig. 3). The CHD mortality in the South Asian
populations is higher than the stroke mortality. Except for
the East Asian populations [6], similarly high CHD mortality
and relatively lower stroke mortality was observed among
the other populations.

Contrary to decline in the incidence of the CVD in the
developed country populations, the burden of the CVD in
South Asian countries is expected to rise. But no large-scale,
methodologically sound, epidemiological studies are avail-
able in these populations to estimate the true incidence of
cardiovascular events. Estimates from the Global Burden of
Disease Study suggest that by the year 2020, India alone will
have more individuals with CVD than in any other region [7].
The estimated annual incidence of stroke was 250 per 10°
persons in 2006 in Pakistan [8]. In a study among the migrant
Pashtun community in Karachi, one of the biggest urban

centers in Pakistan, a very high prevalence (4.8%) of stroke
was reported [9]. But the results of this study are not gener-
alizable to the Pakistani population due to the very selective
nature of this study sample. Using hospitalized case series to
identify the burden of stroke in Pakistan, Vohra et al. [10]
reported that of 12,454 consecutive patient admissions
to medical units, 6.4% suffered from stroke. The first
population-based data from India on stroke incidence was
coordinated by the World Health Organization (WHO)
between 1971 and 1974 [11]. The survey showed that the age-
adjusted incidence rate of stroke was 48 per 10° populations.
In India, during the past couple of decades, the crude inci-
dence rates of stroke were between 136 and 247 per 10’
populations [12—16]. The estimated age standardized annual
incidence rate of first-ever-in-a-lifetime stroke was reported
to be 145 per 10° persons during 2003—2005 in Kolkata, an
urban center in eastern India [15]. The WHO-coordinated
survey for stroke incidence [11] reported the incidence of
stroke in Sri Lanka to be 41 per 10° populations during the
survey period of 1971—1974. However, there is no clear
understanding of the current incidence of stroke in Sri Lanka,
as there is no adequate current data on incidence and
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FIGURE 2. Age-standardized death rates per 100,000 for stroke across countries of different regions of Asia in 2002.
Bar colors represent different regions: Middle Eastern countries (pink), Central Asian countries (purple), South Asian
countries (grey), Southeast Asian countries (green), East Asian countries (peach), and non-Asian countries (blue-grey).

prevalence from stroke in the population-based setup.
Unfortunately, population data on stroke burden are almost
lacking in Bangladesh, Nepal [17], and Maldives as well.

The prevalence of CHD has doubled in the Indian pop-
ulations during the past 2 decades, making the billion-people
country set to face a major healthcare burden [18—23]. The
CHD prevalence ranged from 3.0% to 13.9% across different
communities across these studies. Population-based data on
CHD burden are almost nonexistent in Bangladesh. In 1974,
Malik [24] studied a pooled sample from different tertiary
level hospitals and populations and reported a prevalence
of 0.33% for heart disease in Bangladesh. Zaman et al.
[25] reported a CHD prevalence of 3.4% in a rural Ban-
gladeshi population in 2007. Estimates from a cross-
sectional analysis of a thousand men aged 35 years or
more in Nepal have suggested that the prevalence of CHD
in this population was 5.7% [26,27]. This 2009 study
was the first population-based prevalence study of CHD
in Nepal.

The prevalence estimates for CHD from the available
South Asian population-based studies need to be interpreted
with caution due to the poor quality of the underlying data.
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In addition, comparisons made across studies also require
caution as studies defined CHD differently. A major
expansion of research and surveillance is needed with more
rigorous and standardized methods to permit comparisons
over time, between locations, and between and within
populations. Only then can the true extent and impact of the
disease in South Asia be known.

THE CVD RISK FACTORS IN SOUTH ASIA

Among worldwide populations, tobacco use [28—30], high
blood pressure [31—33], obesity [34,35], metabolic
disorders [36,37], and sedentary lifestyles [38,39] are
important determinants of CVD. These conventional risk
factors are also important contributors to the CVD risk in
South Asian populations as well [40—42].

Shifting dietary preference and lifestyle factors

The South Asian populations, with a diet that was tradi-
tionally high in carbohydrates and low in fat, have shown
major shifts in their dietary behavior. The global avail-
ability of cheap vegetable oils and fats has resulted
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FIGURE 3. Age-standardized death rates per 100,000 for coronary heart disease (CHD) across countries of different
regions of Asia in 2002. Bar colors represent different regions: Middle Eastern countries (pink), Central Asian countries
(purple), South Asian countries (grey), Southeast Asian countries (green), East Asian countries (peach), and non-Asian

countries (blue-grey). Abbreviations as in Figure 1.

in greatly increased fat consumption among low-income
countries, which also includes the South Asian countries.
Major dietary change includes a large increase in the
consumption of fat and added sugar in the diet, often
a marked increase in animal food products contrasted with
a fall in total cereal intake and fiber [43]. In many ways,
this seems to be an inexorable shift to the higher-fat
Western diet, reflected in a large proportion of the pop-
ulation consuming over 30% of energy from fat [44,45].
The globalization of food production and marketing is also
contributing to the increasing consumption of energy-
dense foods, which are poor in dietary fiber and several
micronutrients [46]. The fast food or junk food culture,
instant preparations, pre-cooked foods, and the easy
availability of high salt—containing snacks are contributing
to the already worsening cardiovascular risk factors in the
South Asian populations. In Bhutan, it has been reported
that two-thirds of the population are not eating enough
fruits and vegetables (less than 5 combined servings per
day), with the consumption of fruit being particularly low
and infrequent [47]. A similar inadequate vegetable and
fruit intake was also reported for the Maldivian population.
Fruits and vegetables were consumed on a median of 3

days per week each with a median of 1 serving per day
[48]. The transitions to less healthy eating was initially
observed more prominently in the expanding middle class,
but they are now also being observed at lower levels
of socioeconomic status and are further accelerated by
the rapid rate of urbanization [49]. This reversal of social
gradient (higher occurrence of risk factors in the low
socioeconomic group) was reported in the Maldivian [48]
as well as the Indian populations [50]. A major change
in the economic structure associated with the nutrition
transition is very much influenced by the shift from a pre-
industrial agricultural economy to industrialization. Along
with the shift toward occupations that require less energy
to be expended, new technologies allow those at each
occupation to engage in increasingly sedentary work [44].
With urbanization, which has also been referred to
as migration to Western environments, there is a marked
increase in consumption of energy-rich foods, and
a decrease in energy expenditure through less physical
activity [49]. The increasing sedentary behavior comprising
less physical activities, also has contributed to the current
cardiovascular adverse scenario. Given the fact that CVD is
already a major problem in South Asian populations and
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cardiovascular risk factors are on the rise, CVD is likely to
be substantially more common in the future. The South
Asian populations are found to disadvantaged in a wide
range of CVD risk factors in comparison to developed
country populations due to the worsening of the conven-
tional cardiovascular risk factors.

Hypertension

Hypertension is directly responsible for 57% of all stroke
deaths and 24% of all CHD deaths in India [51].
Summarizing 5 decades of prevalence rates and blood
pressure trends in the Indian population, studies reported
a hypertension prevalence of 1.2%—4.0% during the mid-
1950s [52,53]. Subsequent studies report the prevalence
increased steadily to 12%—15% in the 1990s [52,53].
Recent studies have reported the current prevalence to be
as high as 41.2% [20,54—58]. A similar trend in the
prevalence of hypertension was also observed in studies
from the Bangladeshi population [59—62]. The current
prevalence in Bangladesh has not been reported to be as
high as the Indian prevalence, but across studies, the
prevalence of hypertension has been reported to be 6.7%
during the 1980s and the prevalence was reported to be
14.4% in a study published in 2002 [59—62]. The
National Health Survey of Pakistan (NHSP) conducted
during 1990—1994 highlighted the magnitude of the
burden of hypertension in Pakistan. Hypertension was
shown to affect about 33% of adults [63,64]. Also, a study
based on the urban population has also reported that the
overall prevalence of hypertension was 26% [65]. One
study looking at the prevalence of hypertension in different
ethnic groups in Pakistan using the NHSP data, reported
a high prevalence ranging from 9.0% to 41.4% [64]. In
Maldives, a survey conducted by the Health Ministry re-
ported that the overall prevalence of high blood pressure
was 31.5% [48]. A study conducted on 6,047 Sri Lankan
adults between the age of 30 and 65 years reported the
prevalence of hypertension to be 18.8% [66]. The earliest
study of prevalence and risk factors of hypertension in
Nepal was conducted in 1980 using the then WHO criteria
of 160/95 [67]. The highest rate was found to be 9.9%
in Urban Kathmandu followed by 8.11% in Rural Kath-
mandu, 5.98% in Plain of Terai, and 5.31% in the
mountain region of Jumla [68]. A statistically significant
correlation was found between salt intake and hyperten-
sion [69]. A repeat study was done in the same area of
Rural Kathmandu recently and the prevalence rate was
found to be 33.8%. Even if we take the old criteria of
160/95, the prevalence rate is 18.1%. So, there has been
a 3-fold increase of prevalence of hypertension in the last
25 years. Using a house-to-house survey in a suburban area
of Kathmandu valley in 2005 [70], researchers reported an
overall prevalence of hypertension to be 19.7% for their
study population. Another study of 1,000 men aged
35 years and older reported 22.7% prevalence of hyper-
tension [71]. The prevalence of hypertension has been
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reported to be 17.1% in Bhutan [47]. The Annual Health
Bulletins of the Bhutan government reported an increasing
trend of hypertension incidence among the population
[72]. Hypertension has been increasing geometrically. It
increased by 11% in 2004, 16% in 2005, and 23% in 2006
[72]. Table 1 summarizes some selected studies for the
prevalence of hypertension over time in South Asian
populations. Despite these studies being widely distributed
in time and having methodological differences, an
increasing trend in the prevalence of hypertension over
time among the South Asian populations was observed.
While interpreting the trend based on reports from
different periods, it should be kept in mind that high-
quality method for standardization of blood pressure
measurements is needed for the comparison of blood
pressure levels, as well as the estimate of the prevalence of
hypertension across time or among populations. Also, the
changes in the standard definitions of hypertension at
different periods also might influence temporal trends in
the prevalence of hypertension.

Smoking

Smoking is a common and growing problem in South Asian
countries. Tobacco usage is high among the Bangladeshi
population. Forty to 55% of the population are reported to
be habitual tobacco users—through smoking, oral intake, or
both [73,74]. Through smoking, 31% of Bangladeshi pop-
ulation consumes tobacco [73]. According to the SuRF
Report 2 (2005) [75], the prevalence of smoking in
Bangladesh was 36.3% for men aged 18—29 years, 64.2%
for men aged 30—39 years, and 70.8% for men aged
40—49 years. Among Bangladeshi women, the prevalence of
smoking was 7.1%, 23.3%, and 42.5%, respectively [75].
The smoking rate in the Indian population was also reported
to be quite high. In the National Family Health Survey-2
(1998—1999) [76], among 315,598 individuals from
91,196 households, 47% of men and 14% of women either
smoked or chewed tobacco. Based on the NHSP data from
Pakistan, it has been reported that the prevalence of smoking
was 28.6% among men and 3.4% among women [63,77].
The highest prevalence of 40.9% was reported in men aged
40—49 years [77]. In early studies in Nepal, during the early
1980s, very high percentages of tobacco smoking was
reported: 79.3% in men and 57.9% in women in a rural
community [78]. In another study from Nepal, examining
a rural population, remarkably high prevalence of daily
smokers (73.7%) was reported [79]. It was interesting to
note that in the mountain region, the female smoking rate
was 71.6%, which is among the highest reported in the
world. Apart from this study, the prevalence of tobacco
smoking was found to be 68.8%, 77.4% in men, and 60.6%
in women [80]. An interesting feature is that Nepal, and to
some extent Bangladesh, still have very high prevalence rates
of female smokers compared with other South Asian coun-
tries. In Nepal, the relatively recent smoking rate has been
reported to be 48% for adult men and 29% for the adult
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TABLE 1. Prevalence of hypertension in South Asian population from selected studies

Prevalence of
Country Author Year Age range Urban/rural  Sample size hypertension
Bangladesh  Islam et al. [59] 1983 >18 Rural 5026 6.7%
Abu Sayeed et al. [60] 1995 >15 Rural 1005 9.5%
Zaman et al. [61] 2001 >18 Rural Men: 238 Men: 9.8%
Women: 271  Women: 15.6%
Sayeed et al. [62] 2002 >20 Urban/rural 2361 12.5%
Bhutan Royal Government of 2007 25—74 Urban Men: 1105 Men: 16.1%
Bhutan—STEPS survey Women: 1318 Women: 18.1%
report [47]
Royal Government of 2005 — — — 160/10,000 population
Bhutan—Annual Health 2008 303/10,000 population
Bulletins [72] 2009 310/10,000 population
India Gupta et al. [57] 1994 20—75 Rural Men: 1982 Men: 23.7%
Women: 1166 Women: 16.9%
Gupta et al. [54] 1995 20—75 Urban Men: 1415 Men: 29.5%
Women: 797  Women: 33.5%
Anand [56] 2000 30—60 Urban Men: 1521 34.1%
Women: 141
Mohan et al. [58] 2001 20—70 Urban Men: 518 14.0%
Women: 657
Gupta et al. [20] 2002 20—75 Urban Men: 550 Men: 36.4%
Women: 573  Women: 37.5%
Maldives Aboobakur et al. [48] 2003—2004 25—64 Urban Men: 934 Men: 29.7%
Women: 1094 Women: 32.9%
Nepal Pandey et al. [67] 1981 — Urban/rural — Urban: 9.9%
Rural: 8.1%
Sharma et al. [70] 2005 >18 Suburban Men: 541 Men: 22.2%
Women: 573  Women: 17.3%
Vaidya et al. [71] 2004—2005 =35 Urban Men: 1000 Men: 22.7%
Pakistan National Health Survey of 1990—1994 >15 Urban/rural 9442 33%
Pakistan [63]
Safdar et al. [65] 2002 >18 Urban Men: 172 Men: 34%
Women: 658  Women: 24%
Sri Lanka Wijewardene et al. [66] 2004 30—65 Urban/rural Men: 2692 Men: 18.8%
Women: 3335 Women: 19.3%

women [81]. Studies in Sri Lanka have reported the smoking
rate to be around 21% to ~38% among the male population
and a quite low prevalence (0.1% to ~1.7%) among the
female population [81—83]. For the women, this was the
lowest for all the South Asian countries. The Health Ministry
survey in Maldives revealed that 39.9% of the male and 9.9%
of the female populations are current smokers [48]. A survey

conducted by the Bhutanese authority in 2007 reported that
8.4% of men and 4.7% of women were current smokers [47].

Smokeless tobacco use
Nonsmoking tobacco uses, primarily chewing tobacco use,
are quite common across the South Asian population. The
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Inter Heart Study has reported that chewing tobacco alone
was associated with increased heart disease risk, and
smokers who also chewed tobacco had the highest risk
[30]. Traditionally, men smoke cigarettes and bidi and
chew tobacco leaf. However, women usually do not smoke
but chew tobacco leaf. The recent GATS (Global Adult
Tobacco Survey) study Bangladesh chapter has reported
that use of any current smokeless tobacco was 27.2% in
Bangladesh [74]. The estimated number of current users of
smokeless tobacco in Bangladesh was reported to be 25.9
million, of which 13.4 million women and 12.5 million
men used smokeless tobacco products [74]. Unlike the use
of smoked tobacco products, the use of smokeless tobacco
among men and women were reported at quite similar
levels; though in most cases, the use was slightly higher in
women. Overall, 26.4% of men and 27.9% of women
used any smokeless tobacco product. In Bhutan, a study
reported that 19.4% of the population currently used
smokeless tobacco [47]. The use of smokeless tobacco was
more prevalent than the smoking-type tobacco in Bhutan.
This was a distinct characteristic for the Bhutanese pop-
ulation’s tobacco usage.

Glucose intolerance and diabetes

Reports from various parts of India suggest a rising trend in
the prevalence of diabetes [84—86]. A national-level
prevalence study, the National Urban Diabetes Survey,
reported the age-standardized prevalence to be 12.1% for
diabetes and 14.0% for impaired glucose tolerance [87].
The WHO has made an alarming projection that by 2025,
the highest global increase in diabetes will occur in India
[88]. The results from the Pakistan National Diabetes
Survey, conducted during the 1990s, indicated that the
prevalence of diabetes and impaired glucose levels were
in the high ranges of the South Asian population [89—92].
All the major ethnic populations have been shown to
have a consistently high prevalence [92,93] of diabetes.
In a 2007 population-based survey in Bhutan, 4.0% of
respondents had impaired glucose tolerance and 21.6%
were found to have impaired fasting glycemia [47]. Addi-
tionally, 2.5% of participants had been diagnosed with
diabetes during preceding year [47]. Diabetes incidence
more than doubled in the Bhutanese population from 2005
to 2009 [72]. A similar trend has been observed for the
Bangladesh population. During the 1990s and earlier, the
prevalence of diabetes in Bangladesh was reported to be
around 2% [94—96], whereas the studies conducted
during the last decade have been reporting the prevalence
around 4% to ~6% [95,97—99].

Higher prevalence rates for diabetes and impaired
glucose tolerance was observed among the Nepalese
[100—102] and Maldivian populations [48] as well.
However, South Asian populations have a lower body mass
index (kg/m*) than Western populations do; the body
mass index is around 20—24 in Asian populations but
26—29 in Western populations [103,104]. Because body

GLOBAL HEART, VOL. 8, NO. 2, 2013
June 2013: 121-130

mass index in the South Asian populations is increasing
and obesity is on the rise, the prevalence of glucose
intolerance and diabetes is expected to increase further as
well. In addition, as the life expectancy increases in the
South Asian populations, the projected increase in the
prevalence of diabetes is expected to contribute to the CVD
burden more significantly in years to come.

Dyslipidemia

Studies suggest that dyslipidemia, a component of meta-
bolic syndrome, is quite common in urban Indians
[20,105]. This distinctive dyslipidemic pattern of reduced
concentrations of high-density lipoprotein cholesterol and
high concentrations of low-density lipoprotein cholesterol
and higher triglycerides is also likely to be the same in
the other South Asian countries [106]. The prevalence of
hypercholesterolemia varies across the South Asian coun-
tries [107]. The highest reported was 37.4% for Indian
men [20], whereas the lowest prevalence reported was
2.8% for Bangladeshi men [61]. Sri Lankan [108] and
Pakistani [63] men showed the prevalence of 12.6% for
hypercholesterolemia. In Bhutan, the percentage with
raised total cholesterol (5.0 mmol/l or =190 mg/dl) was
44.3% and the percentage with raised total cholesterol
(6.2 mmol/l or =240 mg/d]) was 9.2% [47]. Among the
Maldivian population, 54.4% had hypercholesterolemia
(=52mmol/dD), and 22.1% had hypertriglyceridemia
(=Z1.73 mmol/dl) [48]. Among men, 41.1% had low-
density lipoprotein cholesterol levels of <1.04 mmol/dl
Among women, 56.3% had low-density lipoprotein
cholesterol levels of <1.30 mmol/dl [48].

CVD AND RISK FACTORS AMONG IMMIGRANTS
FROM SOUTH ASIA

The trends observed for CVD and its risk factors within the
South Asian countries have been observed in migrant
populations of South Asians origins as well [109—116].
Multiple studies indicate that the South Asian immigrants
experience a disproportionately larger burden of CVD and
are at higher risk of mortality compared with native pop-
ulations [116,117]. In the United Kingdom, men and
women from many parts of South Asia have markedly
higher mortality from CHD than what is seen in the general
population [118]. South Asians in the United Kingdom
have more elevated risk-factor levels compared with their
siblings living in India [119]. In Canada, higher rates
of CVD are observed among South Asian immigrants
compared with people with European ethnic backgrounds
[113]. The encouraging news, however, is that in the
United Kingdom and Canada, although the CHD mortality
rate of South Asians compared with other populations
remains high, a decline in CHD rates has been observed
over the past 10 years [120,121]. These data suggest that
the high rates of CHD with economic changes are revers-
ible and perhaps even avoidable [122]. Lessons learned
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from migrant South Asians may be helpful in developing
prevention strategies for South Asian countries.

SUMMARY

In South Asian populations, similar to other developing
countries, CVD is already an important cause of morbidity
and a leading contributor to mortality. Projections indicate
that the scenario may become more alarming. Prevention
and control activities for hypertension, obesity, and dysli-
pidemia in South Asian countries are important for the
reduction of CVD. Prevention of smoking is also an
important strategy for reducing CVD in the South Asian
countries, especially for men. Recent Westernization in
South Asian countries has led to an increase in fat
consumption followed by an increase in serum total
cholesterol and the promotion of a sedentary lifestyle with
less physical work required in general. The prevalence of
obesity is also increasing, especially among the affluent
section of the society, which is also rapidly increasing. This
might also cause an increase in the prevalence of diabetes,
glucose intolerance, and metabolic disorders. Similar to the
rest of the world, management of these conventional risk
factors is very important for the prevention of CVD in
South Asia.
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