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Cardiovascular disease (CVD) is the leading cause of death and disability globally, disproportionately affecting

vulnerable populations, including women and infants. Despite significant preventability, Cardiovascular disease (CVD)

continues to be underfunded and overshadowed by cancer in terms of policy attention, creating a significant health

inequity. This article advocates for a shift in international health policy to prioritize CVD through targeted, disease-

specific interventions and multilevel strategies addressing both modifiable and primordial risk factors. It highlights the

crucial role of nurses and healthcare professionals in influencing CVD prevention and treatment, from individual

behavior changes to policy advocacy. The article concludes that collaboration across sectors, including healthcare,

policymakers, and communities, is essential to implement effective CVD strategies and reduce global mortality and

morbidity. Clinically, nurses are positioned to lead in patient education, support community-based initiatives, and

advocate for stronger policies to combat CVD worldwide.
KEY WORDS: cardiovascular prevention, policy, nursing, international, advocacy
The Need for International Policy to
Deliver Cardiovascular Health
Throughout the world, cardiovascular disease (CVD)
claims more lives and causes more disability and hu-
man suffering than any other condition and is a signif-
icant cause of global disability-adjusted life years.1 It
is a leading cause of maternal mortality with 16% of
global maternal deaths attributable to hypertensive
disorders.2 Poor maternal cardiometabolic health fur-
ther contributes to a higher risk of CVD in offspring
and a growing prevalence of pre-pregnancy cardiomet-
abolic risk factors put women at risk for cardiovascular
(CV) complications during pregnancy, with additional
long-term risk for both the mother and the child.3

Global trends illustrating a greater prevalence of CVD
risk factors such as obesity, hypertension, diabetes,
poor diet quality, and sedentary behavior raise signifi-
cant concerns for the future burden of CVD morbidity
and mortality.4 There is a tremendous need for all
countries to invest in public health programs and clini-
cal interventions to target modifiable risks, promote
healthy aging, and reduce CVD-related disability and
premature death.4 At all levels of prevention, from pri-
mordial to tertiary, there is an opportunity to mitigate
disease risk and burden.5,6 However, although CVD
prevention is vitally important, challenges persist in
terms of how cardiac conditions are perceived and risk
is understood at a personal and societal level, so a more
nuanced understanding of CV health is required to ef-
fectively tackle this disease. Nurses, doctors, and other
healthcare professions are ideally placed to contribute
to this discourse and influence the direction and imple-
mentation of effective CV health policy.

Throughout the world, a significant number of peo-
ple are exposed to primordial risk factors that are
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beyond their control, such as family history of CVD,
genetic defects, damaging environmental conditions,
and social determinants of health.7,8 Although these
factors are strong drivers of CVD, their impact becomes
particularly serious when coupled with modifiable be-
haviors, for instance, smoking, unhealthy diet, and lack
of physical activity. The structural inequity underpin-
ning primordial risk factors is compounded by an un-
derinvestment in addressing CV risk factors and CVD,
overall.9 Despite the rise of noncommunicable diseases
such as CVD in low- and middle-income countries, tra-
ditional financing mechanisms and health systems have
been designed to address acute and infectious diseases.
This is coupled with a lack of policy direction to pro-
mote CV health internationally.

Looking at the example of cancer, disease-specific
policy is most effective in driving real investment and
changes that have lasting impact, such as the European
Union Beating Cancer Plan. In contrast, CVD is often
tackled with polices that are generalist in nature, aimed
at reducing the burden of noncommunicable diseases
across the board. It is accepted that obesity, tobacco,
and sedentary behavior are underlying causes of many
comorbid conditions (eg, diabetes, hypertension, and
chronic kidney disease). However, adopting generic
policies, such as tobacco control, fails to invest in the
prevention, treatment, and research required to en-
hance CV prevention. To correct this deficit and create
definitive policy change, we need towork collectively to
deliver the innovation, infrastructure, and investment
required to deliver a healthier CV future for citizens ev-
erywhere. This requires nurses and all healthcare prac-
titioners to work collaboratively across sectors with
policy makers, service commissioners, charities, patients,
and the public. To this end, a coalition of more than 20 in-
ternational groups recently formed the European Alliance
for Cardiovascular Health,10 and this group has been in-
strumental in securing political commitment to deliver a
European CV Health Policy during the next 3 years.11

Such developments illustrate that CV doctors and nurses
have the knowledge, credibility, and commitment to ad-
vocate more effectively on CV issues and, in doing so,
move the dial on CV health policy and implementation
internationally. We issue this call to action to assert the
need for affirmative policy change internationally to ef-
fectively tackle CV mortality and morbidity and urge
CV nurses and healthcare professionals with relevant
expertise to constructively contribute to moving this
agenda forward within their respective sphere of influence.

Multilevel Risk Factor–Specific Strategies
and Resources for Increasing Adherence
Effectivemanagement and prevention of CVD require a
holistic approach for addressing multiple and interrelated
risk factors simultaneously while considering individual-,
Copyright © 2025 Wolters Kluwer H
community-, and societal-level determinants.12,13 Inter-
ventions and resources to increase adherence to preven-
tive measures and management approaches must be tai-
lored to specific risk factors and implemented across
these various levels.14 These multilevel strategies and
using available resources across diverse populations
can significantly prevent and manage CVD. Healthcare
providers, policymakers, and community leaders should
collaborate to create comprehensive prevention pro-
grams that address multiple risk factors and leverage
various interventions across individual, community,
and societal levels.

By virtue of their enhanced patient-facing role and
commitment to making “every contact count,” nurses
are optimally positioned to influence and deliver multi-
level risk factor–specific strategies.15 Evidence of this
impact is discussed in the following sections outlined
by the key prevention factors of the American Heart
Association's Life's Essential 8,16 which aims to rein-
force and inspire nurses to embrace their potential as
CVD risk reduction champions.
Overweight and Obesity

Obesity is a complex, multicausal phenomenon related
to the modern lifestyle, and as a result, it constitutes a
serious social problem and health pandemic.17 To-
gether with pandemics of malnutrition and climate
change, a 2019 report from The Lancet Commission
indicates that these 3 pandemics represent the triple
burden of “The Global Syndemic.” 17 Internationally,
the adult obesity rate has more than doubled since
1990, and adolescent obesity has quadrupled,18 con-
tributing to both CVD morbidity and mortality and
to the additional CVD risk factors of dyslipidemia, type
2 diabetes, hypertension, and sleep disorders.19 Despite
this rapid increase in prevalence, no country has suc-
cessfully reversed the epidemic because the systemic
and institutional drivers of obesity remain unrelenting.
Furthermore, many evidence-based policy recommen-
dations to halt and reverse obesity rates have been en-
dorsed by member states of theWorld Health Assembly,
but they have failed to be translated intomeasurable and
meaningful change, largely because of inadequate politi-
cal leadership and governance along with competing
commercial interests and lack of public demand for ac-
tion. Sadly, it seems the tremendous health and eco-
nomic burdens caused by obesity are not seen as urgent
enough to generate the public demand or political will to
implement the recommendations of expert bodies for ef-
fective action. Given our significant numbers, nurses can
be the agent for change and demand public action to de-
velop the policies that are needed. In addition to our
trusted influence in the healthcare field, nurses should
exert influence on the public policy landscape. Nurses
are recognized as powerful motivators for patients and
ealth, Inc. All rights reserved.
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families in their care. With an understanding of how
obesity is inextricably linked to systemic and social de-
terminants, nurses can help patients navigate these com-
plex environments to empower those choices that are
within individual control.
Smoking

Smoking is one of the major modifiable risk factors for
CVD, with 1.25 billion tobacco smokers identified
worldwide.20 The global prevalence of tobacco use
has declined from 32.7% of the population in 2000 to
22.3% in 2020.21 However, the risk of CVD and, in
particular, ischemic heart disease remains elevated for
up to 20 years post-cessation,22 which highlights the
importance of early prevention and cessation. Tobacco
farming in the European Union could be handing out
100 million Euros as part of the Common Agricultural
Policy farming subsidies between 2023 and 2027.23

This subsidy of the tobacco industry appears to directly
conflict with the European Union “Beating Cancer
Plan,” aiming to reduce tobacco consumption to a “to-
bacco free generation” by 2040 and the prevention of
24% of cancer deaths by 2035.24 Yet, where is the out-
cry against such immoral use of public funds? In the
United States of America, tobacco companies have been
identified as promoting a “smoke-free transformation”
by replacing cigarettes with nicotine and tobacco prod-
ucts, but they have been found to fund industry favor-
able research, therefore promoting corporate products
and messaging.25 A major policy adopted worldwide
is the World Health Organization (WHO) Framework
convention on tobacco control,26 seeking to coordinate
international efforts to reduce the tobacco epidemic by
implementing measures that include marketing restric-
tions, increased taxation,media campaigns to encourage
cessation, and smoke-free air laws. This was accompa-
nied by the MPOWER technical package designed to
implement the framework convention. In 2022, 151
countries had adopted at least 1 MPOWER strategy;
however, that leaves 44 countries without a tobacco
use reduction strategy. As healthcare professionals, we
should be advocating more effectively to draw atten-
tion to these structural inequities.

There is significant evidence that providing financial
incentives for smoking cessation, such as cash pay-
ments or vouchers for food and groceries, boosts
long-term cessation rates of greater than 6 months,
with the majority of incentive schemes found in the
United States of America.27 Countries with high ciga-
rette prices such as the United Kingdom, Australia,
andNewZealand have found the cost of tobacco prod-
ucts to be a significant motivating factor in cessation.28

Lower- to middle-income countries tend to have fewer
resources in relation to medications for cessation and
access to healthcare professionals for advice, and even
Copyright © 2025 Wolters Kluwer 
with a low prevalence of smoking, those in the United
States of America with no healthcare insurance for ac-
cess to cessation support services continue to smoke.29

The implementation of strategies such as smoke-free
laws; access to smoking cessation advice and nicotine
replacement therapies; systematic lowering of nicotine
in cigarettes; and innovative technologies such as data
from smart devices or incorporation of artificial intelli-
gence will aid cessation adherence.30 However, all of
these strategies are not readily available, with access de-
pendent on the funding and governmental strategies of
their country.

Multilevel strategies are necessary to reduce smoking
burden and nurses have the capacity to support these. At
the individual level, there is evidence demonstrating the ef-
fectiveness of nurse-led behavioral counseling/motivational
interviewing on smoking cessation rates in patients with
CVD.31 Nurses can use their clinical leadership to sup-
port and inform the implementation of community-
level approaches involving smoke-free policies in public
spaces and workplace cessation programs32 while advo-
cating to influence taxation on tobacco products and an-
tismoking media campaigns at the societal level.33 There
are ample resources available to nurses, including the
WHO Framework Convention on Tobacco Control,
quit-lines, and mobile health applications, which can
support smoking cessation strategies.
Physical Activity, Exercise, and
Sedentary Behavior

Globally, sedentary behavior among adults has been in-
creasing with nearly 1/3 (31%) of the population classi-
fied as physically inactive. This is an increase of 5% be-
tween 2010 and 2022 and is projected to rise to 25%
by 2030.34 Perhaps even more disturbing is that 81%
of adolescents (aged 11–17 years) globally are physi-
cally inactive.35 Lack of physical activity or sedentary
activity is an independent risk factor for all-cause mor-
tality, CVD, cancer, and type 2 diabetes. Despite the en-
dorsement of a global action plan on the prevention
and control of noncommunicable diseases by theWorld
Health Assembly in 2013, with a focus on increasing
physical activity,36 implementation and engagement
with the necessary sectors beyond the healthcare sector
have been challenging.37 A lack of reliable, dedicated
resources, both human and fiscal, and the absence of
strategic connections between key government depart-
ments have contributed to this lack of progress. In 2018,
the WHO published a report outlining the “Global Ac-
tion Plan on Physical Activity, 2018–2030,” with 4
strategic objectives and corresponding policy actions
to create “active societies,” “active environments,”
“active people,” and “active systems.”37 The overarch-
ing goal is to encourage all adults (aged ≥18 years) to
engage in a minimum of 150 to 300 minutes of
Health, Inc. All rights reserved.
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moderate-intensity aerobic activity or at least 75 to
150minutes of vigorous-intensity aerobic activity through-
out the week, with moderate-intensity muscle strength-
ening activities on at least 2 days of the week for addi-
tional health benefits.37

To create “active societies,” population-focused so-
lutions must implement best practice communication
campaigns, conduct national and community-based
strategies to enhance awareness and understanding, im-
plement regular mass participation initiatives in public
spaces, and strengthen the training of professions
within and outside the health sector.37 To create “active
environments,” there must be action focused on strength-
ening the integration of urban and transport planning
policies to promote walking and all forms of wheel-
based mobility (eg, cycling, wheelchairs, scooters and
skates), and on improving the network infrastructure for
walking and wheel-based mobility. Furthermore, road
safety needs to be improved to protect the personal safety
of pedestrians and others using wheel-based mobility, yet
road traffic deaths remain high especially in low- and
middle-income countries.38 Access to high-quality public
and green open spaces and public amenities must be pri-
oritized to allow for increased and more equitable access.
For example, access to green spaces has been shown to
have a positive effect on physical activity levels in adults.39

To support more “active people,” high-quality physi-
cal education and positive opportunities for active recrea-
tion must be prioritized with a whole-of-school approach
at all levels of schooling. A retrospective longitudinal
study of men in the United States of America, in which
researchers aimed to determine the greatest predictors
of physical activity at the age of 75 years, found that
playing a varsity sport in high school was the single
strongest predictor of later life activeness.40 Despite this
evidence and recommendation, a recent report by the
United National Educational, Scientific, and Cultural
Organization determined that 63.8% of countries world-
wide allocate less than 2% of their national education
budgets to physical education, with only 1 in 3 second-
ary school students meeting the minimum requirement
of 180 minutes/week, and only 7.1% of schools imple-
ment equal physical education time for boys and girls.41

In addition, to foster more “active people,” healthcare
providers must be better trained to incorporate physical
activity assessment and guidance, physical activity pro-
grams within parks, other natural environments, and
community settings should be enhanced, along with spe-
cific programs for older adults and populations who are
the least active.37 To create “active systems,” actions
must be directed at policy frameworks, data systems, na-
tional research, advocacy, and financing mechanisms.37

Nurses can have tremendous influence on a global
physical activity action plan. At the micro-level, they
are trained to educate and support patients with
healthy lifestyle changes, namely, increasing physical
Copyright © 2025 Wolters Kluwer H
activity.42 For instance, a recent meta-analysis of ran-
domized controlled trials that examined the effective-
ness of physical activity interventions delivered or
prompted by primary healthcare professionals (includ-
ing nurses) found that these approaches were effective
at increasing participation in self-reported moderate-
to vigorous-intensity physical activity in adult pa-
tients.43 Examples of interventions nurses can effec-
tively use to improve physical activity levels in patients
are personalized exercise prescriptions, wearable activ-
ity trackers, and mobile health applications.44 At the
societal level, nurse-led, community-based interven-
tions, such as exercise classes, walking groups, and
group education/counseling are effective at inducing
physical activity changes.45 Ultimately, nurses are en-
gaged throughout society, including schools, community
centers, health centers, and universities, which provides
them with the opportunity to advocate, lead research,
and influence policy to increase physical activity across
micro- and macro-levels.
Dietary Intake

The global population in the 21st century is concurrently
burdened with both epidemics of under/malnutrition
and overnutrition/obesity. Common to both epidemics
is food insecurity, particularly the access to and afford-
ability of healthy, unprocessed food.46 Around the world,
an estimated 3 billion people cannot access safe, nutri-
tious, and sufficient food.47 Seemingly disparate out-
comes, the common factor of food insecurity contributes
to CVD.48 Human conflict, climate extremes, economic
variability, lack of access to and unaffordability of healthy
diets, unhealthy food environments, and persistent in-
equality continues to drive food insecurity andmalnutri-
tion all over the world.49 Combined with and connected
to food insecurity, the specific dietary risk factors that
contribute to global CVD mortality and disability-
adjusted life years include high sodium intake, low
whole grain intake, and low legume intake.50However,
when examined by sociodemographic index, countries
with the highest sociodemographic index had CVD-
associated mortality and disability-adjusted life years
attributable to high red and processed meat intake,
whereas middle sociodemographic index regions were
attributable to high-sodium intake, and low sociode-
mographic index regions attributable to low fruit and
vegetable intake.50

The use and misuse of alcohol also make a signifi-
cant contribution to CVD burden, with recent, large-
scale evidence confirming that even at moderate intake
levels, there is a dose-dependent relationship.51 This
calls into question previous research that asserted a
cardio-protective role of alcohol, as this may well be at-
tributed to other lifestyle factors. Alcohol use is associ-
ated mainly with hypertension, stroke, and peripheral
ealth, Inc. All rights reserved.
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artery disease, but the impact on overall CVmortality is
significant at around20%.Onamacro-level, the taxation
of alcohol and minimum unit pricing are strongly advo-
cated, as well as more effective labeling that details alco-
hol content and associated harms. As new evidence
emerges, there is an important role for health profes-
sionals, including nurses, in educating our citizens about
the relationship between alcohol and CV risk.

Nutrition education for health professionals is sorely
lacking,52 despite the need and expectations that pa-
tients have for their healthcare providers to be key in-
formants and counselors in nutrition.53 In the absence
of solid, trusted nutrition guidance, people often turn
to other avenues such as social media for food and nu-
trition education, which may lead to misinformation.54

Dietary recommendations promoting sustainable and
healthy patterns often overlook how and why people
eat what they do. Taste, cost, and health motivate con-
sumer food purchase, and sustainable, healthy foods are
perceived to be and actually can be higher in cost than
more highly processed, unsustainable, and unhealthy
foods.55 As with all major social determinants of health,
governments have a central role in creating a healthy food
environment that enables people to adopt and maintain
healthy dietary practices.47 TheWHO recommend 3ma-
jor policy actions: (1) creating coherence in national poli-
cies and investment plans, (2) encouraging consumer
demand for healthy foods and meals, and (3) promoting
appropriate infant and young child feeding practices.47

For example, promoting dietary patterns, such as the
Dietary Approaches to Stop Hypertension, at the indi-
vidual level is an effective strategy for CVD risk reduc-
tion.56 At the community level, improving the availability
of affordable and healthy foods that promote CV health,
such as farmers' markets and community gardens, is
necessary.57,58 Furthermore, food labeling policies and
subsidies for healthy foods can promote access to healthy
foods at the societal level.59

To support healthy dietary practices, nurses must
advocate for their own education and competencies in
nutrition, promote healthy policies, educate patients,
and support healthy nutrition for families. There is evi-
dence to support the capacity of nurses to achieve this.
At the micro-level, nurse-led clinics have been shown to
improve dietary intake in patients with CVD.60 Socie-
tally, community-based, nurse-led education has been
shown to improve Mediterranean diet scores.61 Ulti-
mately, nurse training in healthy lifestyle promotion op-
timally positions them to influence and deliver healthy
dietary practices across all areas of society.15
Lipid Management

The accumulation of cholesterol-containing athero-
genic lipoproteins in vessel walls is the leading cause
of atherosclerotic CVD. Recent estimates have indicated
Copyright © 2025 Wolters Kluwer 
that elevated non–high-density lipoprotein cholesterol
was responsible for nearly 4 million worldwide deaths
in 2017. Half of those deaths occurred in east, south-
east, and south Asia, signaling a shift in global demo-
graphic trends of lipid risk burden.62 Contributing to
this trend is the concurrent dietary and behavioral trends
of the global rise in adiposity63 and greater intake of
animal-source foods in middle-income countries.64 In
addition to lifestyle management, lipid-lowering medi-
cations are the hallmark foundations of guideline-
directed care to mitigate lipid risk. However, there is
much variation in how and where these guidelines are
implemented.65 In a review of published guidelines and
expert consultations, the World Health Federation Cho-
lesterol Roadmap 2022 summarizes the diverse ap-
proaches needed to address lipid management, includ-
ing a greater focus on primordial prevention, low-cost
availability of cholesterol testing, universal cholesterol
screening, more comprehensive risk stratification, ac-
cess to affordable lipid-lowering therapies, and atten-
tion to health literacy for healthcare providers.66 Lipid
management strategies also include genetic testing for
familial hypercholesterolemia andmedication reminders
for individuals, workplace cholesterol screening programs
at the community level, and trans fat bans and improved
access to lipid-lowering therapies at the societal level.67
Hypertension

Hypertension is one of the most critical risk factors for
CVD and was responsible for 8.5 million deaths in
2015, with 88% of those deaths in low- and middle-
income countries.68 Many adults with hypertension
are unaware (46%) that they have the condition, less than
half of adults (42%) with hypertension are diagnosed and
treated, and only 21% of adults with hypertension have it
effectively managed.69 Prevention and management of hy-
pertension require a comprehensive strategy at both individ-
ual andpopulation levels, startingwithnonpharmacological
interventions throughout the life course.70 However,
such interventions have not been well evaluated for ef-
fectiveness, particularly in global or multicountry con-
texts,68 and implementation research is sorely needed
to identify what individual and population-level inter-
ventions and strategies are most effective and sustain-
able in varied settings.70

Pharmacological treatment of hypertension is one of
the most effective strategies to reduce blood pressure and
improve outcomes. Substantial evidence demonstrates
that a 10 mm Hg reduction in systolic blood pressure or
a 5mmHg reduction in diastolic blood pressure is associ-
ated with significant reductions in all major CVD
events.71 Despite this evidence and the fact that many
antihypertensive drugs are safe and cost-effective, the
widespread availability andaffordabilityof pharmaceutical
options are limited, and their use is still low.72 In
Health, Inc. All rights reserved.



What’s New and Important

▪ Collective action is needed to drive investment and
policy changes to improve cardiovascular
health globally.

▪ Examples include individual-level strategies like home
blood pressure monitoring, community-based
hypertension screenings, and societal approaches such
as policy changes for better access to medications.
Nurses are highlighted as key players in implementing
these strategies, given their patient-facing roles and
ability to influence behaviors.

▪ Nurses are encouraged to use their trusted position in
society to influence policy change and improve the
public perception of cardiovascular disease, pushing for
more investment and comprehensive health policies.
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addition, hypertension treatment varies greatly across
countries because of differing financial resources, ex-
tent of health insurance and facilities, how frequently
people interact with healthcare providers, whether clin-
ical guidelines exist and/or are adopted, and the avail-
ability of medicines. Individual-level strategies include
home blood pressure monitoring, mobile health ap-
plications, and instruments to promote medication
adherence.73,74 Community-level interventions such as
community-based hypertension screening and telehealth
interventions can be effective approaches.75,76 Very often,
nurses, pharmacists, and other healthcare professionals
play a vital role in the detection, treatment, and monitor-
ing of hypertension.68,71 Societal approaches to reducing
the burden of hypertension include reduction policies
and improved access to antihypertensive medications.77

Hyperglycemia

The prevalence of hyperglycemia and diabetes has been
rising rapidly in the past 3 decades, with 14% of adults
worldwide living with diabetes. In 2021, diabetes was
the leading cause of 1.6 million deaths, with 47% of
those deaths occurring before the age of 70 years.78

The high and rising burden of diabetes is largely attrib-
utable to modifiable risk factors, including overweight/
obesity, poor diets, and low physical activity.79 For spe-
cific diabetes prevention and management, individual
strategies include continuous glucose monitoring and
diabetes self-management and monitoring strategies.
Community-level interventions include the National
Diabetes Prevention Program and peer support groups,
whereas societal approaches include sugar-sweetened
beverage taxes and improved access to diabetes care.80

Sleep Quality

Inadequate sleep and poor quality of sleep are associated
with overall CVDand correlatedwith previously discussed
risk factors such as overweight/obesity, hypertension,
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and diabetes. As a more recently recognized and stud-
ied risk factor, sleep duration and quality are under-
recognized and undervalued by both clinicians and
patients and therefore not as well assessed or reported.81

However, sleep should be promoted as an essential pillar
of health, equivalent to nutrition and physical activity.
To improve sleep health across the globe, a focus on ed-
ucation and awareness, research, and targeted public
health policies are needed. Nurses are well positioned
to implement recommended sleep health educational
programs and awareness campaigns and to assess indi-
vidual and family sleep quality. Additional measures
that are needed include increasing, standardizing, and
centralizing data on sleep quantity and quality in each
country across the globe, and developing and imple-
menting sleep health policies across sectors of society.82

Future Policy Direction

The discussion provided in this article strongly evi-
dences the need for comprehensive policy interventions
and more coherent implementation plans that drive
macro and micro-level improvements in CV health.
The challenge is complex, because although personal-
ized approaches to comprehensive screening, early de-
tection, and heart healthy lifestyles are required on an
individual level, we must also facilitate improvements
in CV health at a societal level. To do this effectively,
we need to collaborate across sectors and effectively
bring the public, patients, and policy makers together
with professionals and industry partners to become
the catalyst for change. Ultimately, if we fail to tackle
the social determinants of health, then actions at the
personal or patient level are severely compromised. As
nurses, we understand that CV prevention is a critical
part of our defense against this disease, but in addition,
we should champion our role as advocates for compre-
hensive CV health plans nationally and internationally
and become more effective in this respect. Nurses are
frequently regarded as the “most trusted professional
group in society”; we need to use this influence to im-
prove the public perception of CVD and drive for more
investment in effective policies and robust implementa-
tion plans internationally.
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