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More than two-thirds of cardiovascular disease deaths
occur in low- or middle-income countries (LMIC) [1].
Much of that burden could be restricted by way of primary
prevention. Performance indicators reflect the current state
of primary prevention in LMIC. For example, in the case of
hypertension, only about one-third of people with hyper-
tension in LMIC are aware of their diagnosis, and only
about one-quarter of them had their hypertension treated
[2]. Fortunately, emerging evidence is mapping innovative
pathways for improving primary cardiovascular disease
prevention in resource-challenged settings. This issue of
Global Heart highlights primary prevention in 3 ways: 1)
population-based surveys of preventable risk factors; 2)
assessment of clinic- and community-based approaches to
treating dyslipidemia and multiple risk factors; and 3)
evaluations of the key role of lay health workers in deliv-
ering primary prevention services.

Two studies from India set the stage by recognizing
poor cardiovascular health in contemporary populations
living in LMIC. In one of the studies, by Prabhakaran et al.
[3], increased body weight, captured as increase in age-
standardized mean body mass index, explained unhealth-
ful temporal trends in downstream cardiovascular risk
factors in both urban and rural populations. The authors
dispelled the common assumption that cardiovascular risk
factor exposures cluster in cities, as the smoking prevalence
increased in rural but not in urban men, and similarly total
cholesterol increased in rural but not in the urban adults.
The second study, by Gupta et al. [4], found a low pro-
portion of the population that could claim 4 or more
normal cardiovascular health factors (including moderate
physical activity and healthful diet, along with traditional
cardiovascular risk factors) in 11 Indian cities.

Also in this issue of Global Heart, a Cochrane Review
by Uthman et al. [5] analyzes the multiple risk factor in-
terventions for the primary prevention of cardiovascular
disease in the LMIC settings. The intervention studies
selected implementation of different combinations of diet,
exercise, weight loss, or smoking cessation counseling over
a period of 6 to 30 months. Although the number of
available intervention trials is small, there was reasonable
evidence that multiple risk factor interventions could
modestly lower blood pressure and reduce adiposity. This
state-of-the-art review emphasizes the need for high quality
trials to demonstrate the efficacy and sustainability of these
interventions in people at risk.

In many of the primary prevention trials reviewed by
Uthman et al. [5], the intervention was carried out by
nonphysician health care providers. “Task-shifting”
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primary prevention interventions to trained, lower-cost
health workers might become the key to affordable pri-
mary prevention in LMIC. In a review of 11 primary car-
diovascular disease prevention programs by Khetan et al.
[6], the community health workers succeeded in achieving
model improvements in screening for or treatment of
cardiovascular risk factors. In most cases, these community
health workers represented a resource that was already at
hand. In some LMIC, community health workers are
already engaged in promoting family planning and
maternal, newborn, and child health, and should be able to
discharge an important role in prevention of non-
communicable diseases as well. However, Neupane et al.
[7] found that the level of literacy in relation to risk factors,
such as hypertension, in community health workers is
relatively low, suggesting that the education of the
nonphysician prevention program extenders would be
needed before they could be tasked with delivering stra-
tegic interventions.

In all of the cardiovascular disease primary prevention
stories reported in this issue of Global Heart, the preven-
tion strategy was focused on the individual patient level.
However, the success of any primary prevention would
require innovations at the health care system and popu-
lation level. Primary prevention delivered by community
health workers and other health care providers would
require robust training opportunities and periodic assess-
ment of their knowledge. Successful pharmacologic man-
agement of cardiovascular disease risk factors would need
system changes to improve the availability, accessibility,
and affordability of the essential medications. It is ex-
pected that the policy interventions for the delivery of
primary prevention at the population level would poten-
tially achieve sustained behavioral change more success-
fully than individual-level interventions. Tobacco product
taxation has substantially influenced smoking patterns.
Similar examples of policy interventions contributing to
cardiovascular disease prevention include South Africa’s
sugar tax and Mexico’s soda tax [8,9], Singapore’s gov-
ernment’s war on diabetes [10], and the Chinese govern-
ment’s effort toward air quality regulation and pollution
control [11].
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