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Trends in cardiovascular disease (CVD)

An estimated 17.5 million died of CVD in 2012 accounting 
for  46% of  a l l  noncommunicable disease (NCD)  
deaths (1). Of these deaths, an estimated 7.4 million were 
due to coronary heart disease, 6.7 million due to stroke and 
the rest (3.4 million), due to heart failure and arrhythmias 
as a consequence of hypertension, rheumatic heart disease, 
other cardiac valve disease and cardiomyopathies. In most 
countries, the absolute number of deaths from CVD 
is increasing due to increased longevity and associated 
population ageing and deaths of people older than 70 years 
of age (2). If account is taken of population ageing, 
cardiovascular mortality rates have declined globally by 16% 
between 2000 and 2012 (1). A trend driven by declines in 
tobacco use, population-level blood pressure improvements 
and advances in treatment of CVD. Declines have been 
greater in high-income countries than in low- and middle-
income countries (3,4). There are very few data on CVD 

trends from low-income countries and some middle-income 
countries because of lack of vital registration systems and 
incomplete information on causes of death.

Trends in behavioral risk factors of CVD

Tobacco, harmful use of alcohol, unhealthy diet and 
physical inactivity are the four behavioural risk factors that 
drive the global CVD epidemic. Tobacco use is responsible 
for 10% of all deaths from CVDs (5). The global prevalence 
of tobacco smoking among people aged 15 years and older 
is estimated to have declined from 27% in 2000 to 21% in 
2013 (6). Globally, smoking prevalence declined in both 
men and women. Declines were largest (around 10%), for 
men in the high-income Organisation for Economic Co-
operation and Development (OECD) countries, and in 
low, middle- and non-OECD high-income countries in the 
European Region and the Region of the Americas. However, 
the prevalence of smoking appears to be increasing in the 
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African Region and the Eastern Mediterranean Region (6). 
In the European Region, the Western Pacific Region and 
the South-East Asia Region, prevalence of tobacco smoking 
is still high (6).

An estimated 780,381 cardiovascular deaths were 
attributable to alcohol consumption globally in 2012 (7). 
Alcohol consumption has declined in Southern Europe 
and a few countries in South America, for decades (8,9). 
In other western countries, trends have been downwards 
in the presence of alcohol control policies like taxes and 
regulations that increase prices and restrict access. Trends 
have been upwards where there has been little or no 
policy interventions. Alcohol use is rising steadily in many 
countries in Asia, due to the higher purchasing power 
combined with weak alcohol control policies (9).

The main dietary factors which impact on cardiovascular 
mortality include saturated fat, trans fat, salt and insufficient 
fruits and vegetables. Pooling of worldwide nutrition 
surveys and analysis of food availability data from the 
United Nations Food and Agricultural Organization (FAO) 
found that between 1990 and 2010, intakes of saturated 
fats and trans fats were stable at the global level, reflecting 
a decline in high-income countries and a rise in low- and 
middle-income countries. Intake of saturated fats nominally 
increased in Southern Sub-Saharan Africa, Tropical Latin 
America, Central Latin America and South Asia (10). 
Consumption of trans fat increased in six regions, largest 
in North Africa/Middle East and South Asia. Intakes 
nominally decreased in Southern Sub-Saharan Africa and 
Western Europe (11).

Insufficient intake of fruit and vegetables is estimated 
to cause around 11% of ischaemic heart disease deaths 
and about 9% of stroke deaths globally (12). Data are very 
limited on global trends in the consumption of fruits and 
vegetables. While consumption remains inadequate in most 
low- and middle-income countries it is increasing in some 
high-income western and Asian countries (13).

Reductions in population salt intake have been reported 
in Japan, Finland and the United Kingdom (14-17). In 
Finland, it is associated with lower deaths from stroke 
(15,16). Analyses of worldwide surveys have reported high 
salt intake, with little change over time, in many other 
countries (18,19).

Data are limited on global trends in physical inactivity. 
In 2010, 23% of adults aged 18 years and over were 
insufficiently physically active (5). The prevalence of 
physical inactivity in high-income countries (33%) was 
about double that in low-income countries (17%) (5).

Country commitments to prevention

To prevent CVD, policies are required to reduce exposure 
of populations to behavioural risk factors as well as for 
individual prevention through early detection and treatment 
of people, who are already at high cardiovascular risk due 
to years of exposure. In response to the commitments made 
at the 2011 UN high-level meeting on NCDs, countries 
have agreed on a set of global voluntary targets to address 
both requirements (Table 1) (20). There are targets for 
tobacco and alcohol use, physical activity and salt intake 
to be attained by 2025 (targets 2, 3, 4 and 5). Global 
voluntary target 8 and 9 focus country action on individual 
prevention through early detection and treatment including 
through better access to medicines. Targets 6 and 7 are 
two additional targets on raised blood pressure and glucose 
and obesity. The overarching target is to reduce premature 
mortality from major NCDs including CVD by 25% from 
2010 levels by 2025 (target 1). Modeling has shown that 
achieving the risk factor targets (aimed at strengthening 

Table 1 Global voluntary targets for prevention and control of 
noncommunicable diseases

A 25% relative reduction in the risk of premature mortality from 
CVD, cancer, diabetes or CRD

At least 10% relative reduction in the harmful use of alcohol

A 10% relative reduction in prevalence of insufficient physical 
activity

A 30% relative reduction in mean population intake of salt/sodium

A 30% relative reduction in prevalence of current tobacco use

A 25% relative reduction in the prevalence of raised blood pressure

Halt the rise in diabetes and obesity

At least 50% of eligible people receive drug therapy and 
counselling (including glycaemic control) to prevent heart 
attacks and strokes

An 80% availability of the affordable basic technologies and 
essential medicines, including generics, required to treat major 
NCDs in both public and private facilities

In May 2013, the 66th World Health Assembly adopted the 
comprehensive global monitoring framework for the prevention 
and control of NCDs. This framework includes 25 indicators to 
monitor trends and assess progress made in the prevention and 
control of NCDs; nine areas were selected from the 25 indicators 
to be targets. All targets were set for 2025, with a baseline of 
2010. NCDs, noncommunicable diseases; CVD, cardiovascular 
disease; CRD, chronic respiratory disease.
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prevention), can contribute substantially towards meeting 
the premature mortality target at the global and regional 
levels (21,22).

Progress since the United Nations high level 
meeting

Since the United Nations high level meeting on NCD 
prevention and control in September 2011, significant 
progress has been made by countries in prevention 
of NCD/CVD (23). Sixty-six percent of countries, 
have established NCDs units within Ministries of 
Health and 37% (61/166) have started to develop 
national action plans. Eighty-one percent (135/166) of 
countries have an operational action plan, in line with 
the World Health Organization (WHO) Framework 
Convention on Tobacco Control to reduce the burden 
of tobacco use. Sixty-seven percent (111/166) have 
an operational action plan to reduce harmful use of 
alcohol. Seventy-two percent (119/166) of countries are 
taking action to reduce physical inactivity and promote 
physical activity. Policies to reduce unhealthy diet 
have been operationalized in 74% (123/166) countries.  
Twenty-nine percent (48/166) of countries had a NCD 
surveillance and monitoring systems in place to enable 
reporting against the nine voluntary global NCD targets.

According to the results of the most recent WHO 
Country capacity survey (23), downward trends are seen in 
several outcome indicators when compared to 2010 levels. 
Unconditional probability of dying between ages of 30 
and 70 from CVDs, cancer, diabetes or chronic respiratory 
diseases has declined from 20% to 19%. Prevalence of 
current tobacco smoking use among adults has declined 
from 23.1% to 21.8%. Total alcohol per capita consumption 
within a calendar year has reduced from 6.4 to 6.3 litres of 
pure alcohol. Age-standardized prevalence of raised blood 
pressure in adults has reduced from 23% to 22%. However, 
both the age standardized prevalence of obesity and diabetes 
showed an upward trend; 11% to 13% and 8% to 9% 
respectively. 

Measuring the progress in prevention of CVDs

In July 2014, the United Nations General Assembly 
conducted a review to assess progress in implementing the 
2011 Political Declaration, and recognized the progress 
achieved at national level summarized above. Recognizing 
also that progress made was insufficient and highly 

uneven, and that continued and heightened efforts are 
essential, the members of the United Nations committed 
themselves to a set of measures within four priority areas—
governance, prevention, health care, and surveillance and  
monitoring (24). These time-bound measures include 
setting national NCD targets consistent with global targets, 
developing national NCD multisectoral plans by 2015, and 
starting implementation of those plans by 2016, in order 
to achieve the national targets. Progress achieved in the 
implementation of the four time-bound commitments will 
be reported to the United Nations General Assembly in 
2017 by the WHO using 10 progress indicators (Table 2) (2), 
in preparation for the third high-level meeting in 2018. All 
these indicators measure progress in implementation of very 
cost effective population wide and individual prevention 
interventions (WHO best buys) (25). This recognizes the 
fact that prevention has a cost although it is less expensive 
than treatment and that certain prevention interventions are 
affordable to all countries (25).

Barriers to prevention of CVDs

The current rate of success in prevention of NCD/CVD is 
insufficient to attain the global voluntary targets by 2025 
and bolder measures are required to strengthen population 
wide prevention and individual prevention. Such measures 
need to influence the coherence of public policies in sectors 
such as trade, taxation, agriculture, urban development 
and food production which have a bearing on tobacco and 
alcohol use, consumption of unhealthy food and physical 
inactivity. These types of policy responses are complex and 
challenging to implement as they are based on multisectoral 
consultation and multistakeholder collaboration. This is key 
reason why there is limited success in the implementation 
of policies to reduce exposure to behavioural risk factors. 
Another key reason is globalization of marketing and trade, 
which offers unprecedented opportunities for companies 
to promote products leading to tobacco use, harmful 
use of alcohol and consumption of unhealthy food. Yet 
another reason is poorly managed urbanization which 
brings with it many risks that have negative implications for 
prevention of CVD and NCDs. Notably increased urban 
air pollution and sedentary lifestyles resulting in rising 
obesity trends. Additional barriers to prevention are on the 
individual prevention front. Namely, weak health systems 
including weak health care financing which delay progress 
in improving coverage of people at risk of heart attacks and 
stroke and the attainment of global target 8. Further, fragile 
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governance and accountability frameworks, inadequate civic 
engagement and vested commercial interests, compound 
the difficulties of responding to all these challenges and 
barriers. Low and middle income countries particularly, 
have limited capacity to address them. It is also evident that 
these challenges and barriers cannot be overcome through 
narrow approaches limited to the health sector.

Cardiovascular prevention and sustainable 
development goals (SDGs)

In September 2015, the 2030 Agenda for Sustainable 
Development was adopted in a United Nations General 

Assembly (26). This agenda includes 17 SDGs that all 
Member States have agreed to achieve by 2030 (Table 3). 
SDG 3, is to “ensure healthy lives and promote well-being 
for all ages” NCDs including CVD has been included as a 
specific target in SDG goal 3. This offers an unparalleled 
prospect for countries to overcome barriers to prevention 
through integration of the national NCD/CVD response 
within the broader sustainable development agenda (26). 
SDG target 3.4 calls for a one third reduction in premature 
mortality from NCDs by 2030, and is an extension of 
the global voluntary NCD mortality target. Other SDG 
targets relevant to cardiovascular prevention include: target 
3.A on improvements in tobacco control; target 3.5 on 

Table 2 Indicators which will be used by the World Health Organization (WHO) to report to the United Nations General Assembly by the end 
of 2017 on the progress achieved in the implementation of the time-bound commitments included in the 2014 outcome document

Member State has set time-bound national targets and indicators based on WHO guidance

Member State has a functioning system for generating reliable cause-specific mortality data on a routine basis

Member State has a STEPS survey or a comprehensive health examination survey every 5 years

Member State has an operational multisectoral national strategy/action plan that integrates the major NCDs and their shared risk factors

Member State has implemented the following four demand-reduction measures of the WHO FCTC at the highest level of achievement: 

Reduce affordability of tobacco products by increasing tobacco excise taxes

Create by law completely smoke-free environments in all indoor workplaces, public places and public transport

Warn people of the dangers of tobacco and tobacco smoke through effective health warnings and mass media campaigns

Ban all forms of tobacco advertising, promotion and sponsorship

Member State has implemented, as appropriate according to national circumstances, the following three measures to reduce the harmful 
use of alcohol as per the WHO Global Strategy to Reduce the Harmful Use of Alcohol

Regulations over commercial and public availability of alcohol

Comprehensive restrictions or bans on alcohol advertising and promotions

Pricing policies such as excise tax increases on alcoholic beverages

Member State has implemented the following four measures to reduce unhealthy diets:

Adopted national policies to reduce population salt/sodium consumption

Adopted national policies that limit saturated fatty acids and virtually eliminate industrially produced trans fatty acids in the food supply

WHO set of recommendations on marketing of foods and non-alcoholic beverages to children

Legislation/regulations fully implementing the International Code of Marketing of Breast-milk Substitutes

Member State has implemented at least one recent national public awareness programme on diet and/or physical activity

Member State has evidence-based national guidelines/protocols/standards for the management of major NCDs through a primary care 
approach, recognized/approved by government or competent authorities

Member State has provision of drug therapy, including glycaemic control, and counselling for eligible persons at high risk to prevent heart 
attacks and strokes, with emphasis on the primary care level

STEPS, WHO STEPwise surveillance; NCDs, noncommunicable diseases; FCTC, framework convention on tobacco control.
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substance abuse, including harmful use of alcohol; target 
3.B on supporting research and development of vaccines 
and medicines for NCDs that primarily affect developing 
countries, as well as providing access to affordable essential 
medicines and vaccines for NCDs; and target 3.9 on deaths 
and illnesses related to hazardous chemicals, as well as 
air, water and soil pollution and contamination. Finally, 
target 3.8 addresses universal health coverage, which has 
important implications for a wide range of CVD prevention 
and control interventions.

The other goals of the Sustainable Development 
Agenda of the United Nations focus on, poverty, hunger, 
education, gender equality, water and sanitation, energy, 
economic growth and employment, industry, innovation 
and infrastructure, sustainable cities, consumption and 
production, climate change, marine resources, terrestrial 
ecosystems, peace, justice and accountability and global 
partnership for sustainable development. There are mutually 
reinforcing relationships between cardiovascular health and 
these social, economic and environmental issues which are 
integral for sustainable development. In this context, the 
objective of the Geneva Learning Foundation is to address 
inequalities in all spheres including education and health by 

connecting people to innovate novel approaches to teaching 
and learning, using modern information technologies where 
appropriate.

The 2030 Sustainable Development Agenda offers 
an extraordinary opening to galvanize progress in 
cardiovascular prevention for at least three reasons. 
First,  because reducing NCD/CVD mortality is a 
specific SDG target, cardiovascular prevention activities 
can be integrated and resourced in the national action 
plans to attain the SDGs. Second, the SDG agenda 
is addressing obstacles to CVD prevention such as 
poverty, inequity and environmental pollution. Finally, 
many of the challenges which need to be overcome to 
achieve the health goal of SDGs are common to CVD 
prevention (27). For example, both CVD prevention 
and the attainment of the health goal of SDGs require: 
leadership and collaboration from ministries other than 
health; reforms in the health governance architecture; 
locally driven, globally supported approaches to manage 
the commercial determinants of ill health; specific efforts 
to elevate social justice and human rights as underlying 
principles; civil society engagement in all aspects of 
planning and monitoring including to hold policy makers 
at all levels accountable for progress and results. The 
SDGs offer the world a truly global agenda with shared 
responsibilities. It is an unprecedented opportunity to 
improve the health and wellbeing of all people, including 
their cardiovascular health.
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