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ardiovascular diseases (CVDs) remain 
one of the leading causes of death and 
disability worldwide. In conditions of lim-

ited health care resources, prevention and management 
of CVD risk factors at the level of primary health care is of 
particular relevance. This article is devoted to the analy-
sis of modern approaches to assessing and reducing the 
risks of cardiovascular diseases in primary health care.

The paper discusses key aspects of CVD risk manage-
ment, including the use of risk stratification algorithms 
such as SCORE, QRISK and others adapted for differ-
ent populations. The importance of a comprehensive ap-
proach is emphasised, taking into account not only tra-
ditional risk factors (hypertension, hypercholesterolemia, 
smoking), but also social determinants of health, such 
as income level, education and access to medical care.

Particular attention is paid to the role of the interdisciplin-
ary team in organising prevention work, including gener-
al practitioners, nurses, nutritionists and psychologists. 
The authors emphasise the need to introduce digital 

technologies to monitor patients, increase their aware-
ness and participation in the management of their health.

The article also considers the effectiveness of different 
secondary prevention strategies, such as medication 
(statins, antihypertensive drugs) and non-medication 
methods (lifestyle changes, physical activity, smoking 
cessation). Emphasis is placed on the importance of a 
personalised approach that takes into account the indi-
vidual characteristics of the patient.

It is emphasised that successful CVD risk management 
at the primary health care level requires a systematic ap-
proach, including coordination of actions between health 
care professionals, patients and public organisations, 
which contributes to the reduction of morbidity and mortali-
ty from CVD, improvement of the quality of life of the popu-
lation and optimisation of the use of health care resources.

Key words: cardiovascular diseases, risk management, 
primary health care, prevention, risk factors, risk stratifica-
tion, risk assessment algorithms, secondary prevention, 
personalised approach, interdisciplinary cooperation.
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as enfermedades cardiovasculares (ECV) si-
guen siendo una de las principales causas 
de muerte y discapacidad en todo el mundo. 

En un contexto de recursos sanitarios limitados, la pre-
vención y el manejo de los factores de riesgo de ECV en 
la atención primaria cobran especial relevancia. Este ar-
tículo se dedica al análisis de enfoques modernos para 
evaluar y reducir el riesgo de enfermedades cardiovas-
culares en la atención primaria.

El artículo analiza aspectos clave de la gestión del riesgo 
de ECV, incluyendo el uso de algoritmos de estratifica-
ción del riesgo como SCORE, QRISK y otros adaptados 
a diferentes poblaciones. Se enfatiza la importancia de 
un enfoque integral, considerando no solo los factores 
de riesgo tradicionales (hipertensión, hipercolesterole-
mia, tabaquismo), sino también los determinantes socia-
les de la salud, como el nivel de ingresos, la educación 
y el acceso a la atención médica.

Se presta especial atención al papel del equipo interdis-
ciplinario en la organización del trabajo de prevención, 
incluyendo médicos generales, enfermeras, nutricionis-
tas y psicólogos. Los autores enfatizan la necesidad de 
introducir tecnologías digitales para el seguimiento de 
los pacientes, aumentar su concienciación y participa-
ción en la gestión de su salud. El artículo también ana-
liza la eficacia de diferentes estrategias de prevención 
secundaria, como la medicación (estatinas, antihiper-
tensivos) y los métodos no farmacológicos (cambios en 
el estilo de vida, actividad física, abandono del hábito 
tabáquico). Se hace hincapié en la importancia de un 
enfoque personalizado que tenga en cuenta las caracte-
rísticas individuales del paciente.

Se destaca que una gestión eficaz del riesgo de ECV en 
la atención primaria requiere un enfoque sistemático que 
incluya la coordinación de acciones entre profesionales 
sanitarios, pacientes y organizaciones públicas, lo que 
contribuye a la reducción de la morbilidad y la mortalidad 
por ECV, la mejora de la calidad de vida de la población 
y la optimización del uso de los recursos sanitarios.

Palabras clave: enfermedades cardiovasculares, ges-
tión del riesgo, atención primaria, prevención, factores 
de riesgo, estratificación del riesgo, algoritmos de eva-
luación del riesgo, prevención secundaria, enfoque per-
sonalizado, cooperación interdisciplinaria.

ardiovascular diseases (CVDs) represent 
one of the most serious global health 
problems, being the main cause of mor-

tality and disability of the population worldwide. Accord-
ing to the World Health Organisation (WHO), more than 
17 million people die annually from CVDs, accounting 
for about 30% of all deaths on the planet. Moreover, a 
significant proportion of these cases are associated with 
the presence of manageable risk factors such as arterial 
hypertension, dyslipidaemia, smoking, obesity, diabetes 
mellitus and unhealthy lifestyles1.

Primary health care plays a key role in preventing the 
development of CVDs and reducing their consequences. 
It is at this level of medical care that early detection of 
risk factors, organisation of preventive measures and 
monitoring of patients’ health status take place. How-
ever, the effectiveness of CVD risk management at the 
primary level often faces a number of challenges: limited 
resources, insufficient patient awareness, difficulties in 
implementing modern risk assessment algorithms and 
lack of population motivation to change lifestyle2.

Against the backdrop of the growing burden on health 
care systems, it is evident that traditional approaches to 
the prevention and treatment of CVDs require revision3. 
Emphasis should be placed on comprehensive, person-
alised risk management strategies that take into account 
both biological and social determinants of health. The 
introduction of digital technologies, the development of 
interdisciplinary interaction and strengthening the role 
of the patient as an active participant in the process of 
managing his/her health are becoming priority areas for 
the modernisation of primary health care.

Thus, the development and implementation of effective 
CVD risk management programmes at the primary health 
care level is not only a scientific but also a practical task, 
the solution of which can significantly affect the reduction 
of morbidity and mortality from cardiovascular pathologies. 
This work is aimed at analysing modern approaches to 
CVD risk management and developing recommendations 
for their application in primary health care.
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hen writing an article on the above 
topic, the following research meth-
ods were applied:

- study and systematisation of data from scientific publi-
cations, World Health Organization (WHO) recommenda-
tions, international clinical guidelines (e.g., ESC, NICE, 
AHA/ACC) and national CVD prevention programmes. 
This method provided up-to-date information on current 
approaches to cardiovascular disease risk management;

- Comparison of different CVD risk management strate-
gies used in different countries or regions. For example, 
comparison of the effectiveness of risk assessment algo-
rithms (SCORE, QRISK, Framingham Risk Score) and 
their adaptation to local population characteristics;

- study of interrelationships between different factors 
influencing the development of CVD (biological, social, 
economic and environmental). The synthesis method 
helped to identify complex causes of diseases and to de-
velop integrated approaches to their prevention.

The results of studies aimed at identifying the most ef-
fective methods of CVD risk management at the primary 
health care level were also summarised, which made it 
possible to create a holistic picture of the current state of 
the problem and offer practical recommendations.

rimary health care (PHC) plays a central role in 
the health care system, especially in the context 

of cardiovascular disease (CVD) risk management4. In 
the context of limited financial, human and technological 
resources that characterise many countries, the effec-
tive use of PHC as a platform for prevention becomes a 
strategically important area. CVD prevention at this level 
allows not only to reduce the burden on secondary and 
tertiary care, but also to prevent the development of se-
vere complications such as myocardial infarction, stroke 
or chronic heart failure5.

CVD prevention at the primary care level is based on 
several key principles. Regular screening of patients 
allows timely detection of such risk factors as arterial 
hypertension, dyslipidaemia, diabetes mellitus and over-
weight, which creates an opportunity for their correction 
at early stages, when the changes are still reversible6.

The use of risk assessment algorithms (e.g., SCORE, 
QRISK2) helps to classify patients according to the likeli-
hood of developing CVD in the next 10 years. This infor-
mation allows us to focus our efforts on high-risk groups 
where the potential benefit of interventions is greatest.

Instead of focusing on individual risk factors (e.g., lower-
ing blood pressure alone), current guidelines emphasise 
the need for comprehensive management of all risk fac-
tors simultaneously7. This includes medication (statins, 
antihypertensive drugs) and non-medication (lifestyle 
changes, physical activity, smoking cessation).

CVD risk management requires close co-operation be-
tween health care providers and patients. Educating pa-
tients about their risks, teaching healthy lifestyle habits 
and motivating them to change are critical components 
of success.

In resource-limited settings, it is important to implement 
cost-effective strategies. For example, group counsel-
ling, the use of medical assistants or nurses, and digital 
technologies (telemedicine, mobile apps for self-moni-
toring) can significantly increase the availability of pre-
ventive services8.

Thus, CVD risk management at the primary health care 
level is a strategic approach to improving public health, 
which is particularly relevant in resource-limited set-
tings. Effective implementation of these measures helps 
to reduce morbidity and mortality from CVDs, improve 
the quality of life of patients and optimise health system 
costs.

Cardiovascular disease (CVD) risk management at the 
level of primary health care requires an accurate as-
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sessment of the probability of pathology development in 
a particular patient9. For this purpose, risk stratification 
algorithms adapted for different populations are widely 
used. These tools allow classifying patients by risk levels 
and developing personalised prevention and treatment 
plans. Let us consider the key aspects of this strategy.

Risk stratification algorithms represent an important tool 
in cardiovascular risk management. SCORE was devel-
oped by WHO and the European Society of Cardiology to 
estimate the 10-year risk of CVD mortality10. The above 
algorithm takes into account age, gender, total choles-
terol, blood pressure, and smoking, and is adapted for 
different regions, taking into account high and low risk, 
which makes it a universal tool.

 QRISK is used in the UK and covers a wider range of 
factors including age, gender, ethnicity, social status, 
presence of diabetes mellitus, chronic kidney disease 
and other comorbid conditions11. The algorithm present-
ed is particularly sensitive for diverse populations. The 
Framingham Risk Score is based on data from the long-
term Framingham study and estimates the risk of coro-
nary artery disease over 10 years, taking into account 
traditional risk factors12. In addition, there are population-
adapted models specifically designed for Asian, African 
or Latin American populations, taking into account ge-
netics, lifestyle and access to medical care.

The principles of using risk stratification algorithms in-
clude personalisation of the approach, which allows iden-
tification of patients with different levels of risk of CVD 
development. Targeted use of resources focuses on 
high-risk groups, helping to optimise costs for diagnosis, 
treatment and monitoring. Justification of therapeutic de-
cisions is based on the results of risk assessment, help-
ing the physician to choose the most effective treatment, 
such as prescribing statins or antihypertensive drugs13.

The adaptation of algorithms for different populations 
takes into account ethnic differences, in which some al-
gorithms may be less accurate for certain populations 
due to genetic predispositions, lifestyle and social condi-
tions. Socioeconomic factors also play an important role, 
as models such as QRISK take into account the impact 
of social status and access to health care on CVD risk. 
Regional specificities, such as high salt intake or low 
physical activity, require adjustment of the algorithms to 
improve their accuracy14.

The comprehensive approach to risk management in-
volves implementing measures to reduce risk once it 
has been assessed. Non-drug methods include lifestyle 
changes such as healthy eating, smoking cessation and 
regular physical activity, as well as psychological sup-
port to increase patient motivation. Medication methods 
are used to control blood pressure with antihyperten-
sive drugs, lower cholesterol with statins, and prevent 
thrombosis with aspirin in high-risk patients. Monitoring 
and feedback ensure regular follow-up of patients and 

adjustment of the risk management plan based on the 
progression of indicators.

Limitations and challenges in the use of risk stratification 
algorithms relate to the accuracy of prediction, as some 
algorithms may under- or overestimate risk in certain 
populations. Data availability can also be an issue, as 
the correct application of algorithms requires the collec-
tion of a complete history and biochemical parameters, 
which is difficult in resource-limited settings. The difficul-
ty in interpreting the results remains relevant, as not all 
health professionals have sufficient training to correctly 
use the algorithms and explain their results to patients15.

The introduction of digital technologies greatly facilitates 
the use of risk stratification algorithms. Modern informa-
tion systems and mobile applications can automatically 
calculate risk based on entered data, store observation 
history and track changes. Moreover, they provide pa-
tients with visual information about their health, which 
promotes greater engagement in risk management.

raditional cardiovascular disease (CVD) risk 
factors such as hypertension, hypercholester-
olaemia, smoking, overweight and diabetes 

mellitus have long been recognised as key predictors 
of pathology. However, modern studies increasingly em-
phasise the importance of expanding the list of risk fac-
tors to include social determinants of health16. Such fac-
tors - income level, education, access to medical care, 
working and living conditions - have a significant impact 
on the probability of CVDs and their outcomes. An inte-
grated approach that takes into account both biological 
and social aspects becomes essential for effective CVD 
risk management.

Low income is directly related to an increased risk of 
CVDs. People with limited financial resources often face 
a number of problems:

- limited access to quality nutrition (high cost of healthy 
foods);

- lack of opportunities for regular physical activity due to 
lack of time or money;

- increased stress associated with financial difficulties, 
which can lead to the development of depression, anxi-
ety and other psycho-emotional disorders negatively af-
fecting the cardiovascular system.

Educational level is closely related to health awareness 
and the ability to make good decisions:
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- a high level of education is usually associated with 
a better understanding of the importance of a healthy 
lifestyle and willingness to follow doctors’ recommenda-
tions;

- people with a low level of education may have difficul-
ties in interpreting medical information, which reduces 
their motivation and ability to comply with preventive rec-
ommendations17.

Accessibility and quality of medical care play a crucial 
role in CVD risk management. In regions where health 
services are scarce, patients are less likely to undergo 
screening tests, increasing the likelihood of delayed di-
agnosis. Economic barriers (e.g. high costs of treatment 
or medications) may prevent adequate management of 
chronic conditions such as arterial hypertension or dys-
lipidaemia.

Working under conditions of high stress or physical over-
work may increase the risk of developing CVDs. Unfa-
vourable environmental factors (e.g. air pollution) are 
also significant triggers of cardiovascular disease. Resi-
dents of neighbourhoods with inadequate amenities (lim-
ited access to parks, sports fields or food) face additional 
barriers to maintaining health.

An integrated approach to CVD risk management that 
addresses both traditional risk factors and social deter-
minants of health allows:

- to understand better the causes of disparities in CVD 
prevalence between different population groups;

- to develop targeted programmes aimed at eliminating 
social barriers;

- to strengthen individual patient motivation through in-
formation and support18.

CVD risk management requires not only a medical but 
also a social view of the problem. Traditional risk fac-
tors, such as hypertension and hypercholesterolaemia, 
remain important, but their influence is significantly 
enhanced by social determinants of health, such as 
income level, education and access to medical care. 
An integrated approach that takes these aspects into 
account contributes to more effective prevention and 
reduces inequalities in cardiovascular health, which is 
particularly relevant in resource-limited health care set-
tings where it is important to use available resources as 
rationally as possible19.

Prevention and risk management of cardiovascular dis-
ease (CVD) requires a multidisciplinary team including 
general practitioners, nurses, nutritionists, psychologists 
and other specialists. This approach provides compre-
hensive support for patients, taking into account both 
medical and social aspects of their health. The multidis-
ciplinary team represents a critical element in cardiovas-
cular risk management, with each specialist fulfilling a 

unique role. GPs are the main coordinators of preventive 
care, carrying out initial screening of risk factors, assess-
ing the patient’s general condition and developing indi-
vidualised risk management plans, including prescribing 
appropriate medication to control blood pressure, cho-
lesterol levels and other parameters. They also inform 
patients about the importance of a healthy lifestyle and 
the importance of adhering to recommendations20.

Nurses play a key role in monitoring the condition of pa-
tients by regularly measuring blood pressure, weight and 
monitoring medication intake. They support patients by 
helping them adapt to new treatment regimes and of-
fering practical advice on lifestyle changes. Moreover, 
nurses can organise group sessions to teach patients 
self-management skills such as blood pressure mea-
surement or weight monitoring.

Dietitians create personalised nutrition programmes 
aimed at weight loss, cholesterol normalisation and gly-
caemic control. They teach patients how to choose the 
right foods, plan menus and prepare meals that meet 
the recommendations for CVD prevention. In addition, 
dietitians provide motivational support to help overcome 
the difficulties associated with changing dietary habits21.

Psychologists focus on managing stress, which can be 
a trigger for the development of cardiovascular disease. 
They use behavioural therapy techniques to encourage 
the abandonment of unhealthy habits, such as smok-
ing, and to strengthen motivation for a healthy lifestyle. 
In addition, psychologists provide emotional support 
to patients facing depression, anxiety or other psycho-
emotional problems that affect CVD risk.

Physiotherapists and therapeutic physical education 
instructors develop safe and effective exercise pro-
grammes that take into account the patient’s age, health 
condition and abilities. They monitor the programme, ad-
justing it if necessary, and teach movement techniques 
to minimise the risk of injury.

Social workers help address social barriers, such as 
problems with access to health care, financial difficulties 
or lack of information. They connect additional resourc-
es, for example through local charities, government sup-
port programmes or other social services.

Pharmacists counsel patients on the use of medications, 
explaining possible side effects and drug interactions. 
They also help to monitor medication regularity by re-
porting problems to the physician in a timely manner22.

Information technology and administrative staff provide 
effective data management by collecting, storing and 
analysing patient information to optimise risk manage-
ment processes. Automated systems can send remind-
ers about medication or upcoming check-ups, which pro-
motes better adherence to treatment.
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In conclusion, the interdisciplinary team is an integral 
part of successful CVD prevention and risk management. 
Each specialist contributes to a comprehensive patient 
support system that takes into account medical, psycho-
logical and social needs. This approach significantly in-
creases the effectiveness of preventive measures and 
improves the quality of life of patients, especially in the 
context of limited healthcare resources, when it is im-
portant to use all available professional competences to 
achieve the best results. The need to implement digital 
technologies for patient monitoring is becoming evident, 
as it allows to automate data collection processes, en-
sure their accuracy and accessibility, and increase pa-
tients’ involvement in managing their health.

In today’s world, digital technologies are becoming an 
integral part of healthcare, especially in the field of car-
diovascular disease (CVD) prevention and risk manage-
ment. These innovations make it possible to optimise pa-
tient monitoring processes, increase patient engagement 
in managing their own health and improve the quality of 
care. The implementation of digital technologies for moni-
toring patients with CVD risk factors is becoming a nec-
essary step to improve the efficiency of primary care23.

Secondary prevention of cardiovascular disease (CVD) 
aims to prevent recurrent complications in patients who 
have already suffered myocardial infarction, stroke or 
other cardiological pathologies. To achieve this goal, 
both drug and non-drug methods are used, each of 
which has its own effectiveness and place in integrated 
risk management. A personalised approach that takes 
into account the individual characteristics of the patient 
plays a key role24.

Medication methods are the basis of secondary preven-
tion of CVD. They aim to control risk factors and reduce 
the likelihood of developing new events. Statins reduce 
the level of low-density lipoprotein (LDL, «bad choles-
terol») and thus reduce the atherosclerotic process. 
Studies show that statins can reduce the risk of recurrent 
myocardial infarction by 25-30% and the risk of stroke by 
20-25%. The dosage and the choice of a particular drug 
depend on the initial cholesterol level, the presence of 
comorbidities and the tolerability of the drug.

Antihypertensive drugs control blood pressure by reduc-
ing the burden on the cardiovascular system. Normalisa-
tion of BP can reduce the risk of recurrent cardiovascular 
events by 30-40%. The choice of drug depends on the 
type of hypertension, the patient’s age, the presence of 
diabetes or renal failure.

Antiaggregants (aspirin, clopidogrel) prevent blood clots, 
reducing the risk of ischaemic complications. The use 
of antiaggregants can reduce the risk of recurrent myo-
cardial infarction or stroke by 20-25%. The use of these 
drugs requires consideration of the risk of bleeding and 
other side effects25.

ardiovascular disease (CVD) risk man-
agement at the primary health care level 
is a complex challenge requiring the inte-

gration of medical, social and technological approach-
es. In resource-limited settings, the health care system 
should focus on prevention and risk factor management 
to reduce CVD morbidity and mortality. Primary health 
care plays a key role in preventing the development of 
CVDs through early detection of risk factors, use of risk 
stratification algorithms (e.g. SCORE, QRISK) and im-
plementation of personalised prevention programmes.

Effective CVD risk management requires taking into ac-
count not only traditional factors (hypertension, hyper-
cholesterolaemia, smoking) but also social determinants 
of health, such as income, education and access to 
health care. This approach helps to eliminate inequali-
ties in cardiovascular health.

Successful implementation of preventive measures is 
impossible without the coordinated work of an interdis-
ciplinary team including general practitioners, nurses, 
nutritionists, psychologists and other specialists. Each 
member of the team makes a unique contribution to 
maintaining the patient’s health.

The introduction of digital technologies to monitor pa-
tients, collect data and provide personalised recommen-
dations significantly increases the effectiveness of pre-
vention programmes. Telemedicine, mobile applications 
and artificial intelligence systems are becoming impor-
tant tools to enhance the interaction between patients 
and healthcare professionals.

For patients already diagnosed with CVD, a combina-
tion of medication (statins, antihypertensives, antiaggre-
gants) and non-medication methods (lifestyle changes, 
physical activity, smoking cessation) is necessary. A per-
sonalised approach that takes into account the individual 
characteristics of the patient significantly improves ad-
herence to treatment and clinical outcomes.

Increasing public awareness of CVD risk and prevention 
and involving patients in managing their health are impor-
tant components of success. Education programmes, in-
formation campaigns and technologies that support self-
management contribute to improved health outcomes.

Thus, CVD risk management at the primary health care 
level requires a systematic approach involving coor-
dination between health care providers, patients and 
community organisations, which not only reduces CVD 
morbidity and mortality, but also improves the quality of 
life of the population, increases the efficiency of health 
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care resources and ensures the long-term sustainability 
of the medical system.
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