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Cardiovascular disease (CVD) is one of the leading causes of death in the United States and in most developed countries. In the past few years public and private organizations or agencies have been proactive in promoting awareness through identifying risks factors and early recognition of symptoms to prevent CVD and achieve positive health outcomes. Studies show that beliefs and attitudes that guide an individual’s behavior are influenced by a persons certain the cultural or religious beliefs including perception of treatment, medication, or performing health maintenance (Hirani & Newman, 2005). Patients are more than likely to follow his or her cultural or spiritual conception on CVD treatment and management rather than the suggestions of the healthcare providers. Religiousness and spirituality has also been associated with the reduction in cardiovascular mortality. Studies reveal that when a person engages in religious activities or has strong spiritual belief system he or she tends to have fewer post-surgical complications and shorter length of stay in the hospital (Masters & Hooker, 2012). The purpose of this paper will be to discuss the impact of religious, spiritual, and cultural beliefs in CVD health and outcomes.
Religious and Spiritual Beliefs Relative to Cardiovascular Disease
The University of Maryland Medical Center (UMMC) (2016) research study shows that having a strong religious or spiritual belief heals individuals faster from surgical procedures such as coronary artery bypass graft. These individuals were also less anxious than those without a strong religious or spiritual belief (UMMC, 2016). UMMC (2016) also shows that a strong religious or spiritual belief lowered blood pressure and allowed people to cope better with chronic illnesses such as diabetes, arthritis, heart disease, spinal cord injuries, and cancer. Koenig (2012) showed a strong connection with psychosocial stressors, health behaviors, and CVD with religious and spiritual beliefs (p. 9). According to Koenig (2012) the link between CVD outcomes and religious and spiritual beliefs, 69% of studies show a significant relationship to positive outcomes when patients have a strong belief system. 
Influences from Religious and Spiritual Beliefs 
Religious and spiritual beliefs and values have influenced progress positively in addressing CVD. There is a positive relation between religious practice as well as protective health behaviors, therefore religious and spiritual beliefs and practices have a positive impact on physical, mental, and social health of an individual. Assumption can presume that the spiritual dimension is often attached to religious beliefs, morals, values, and practices of a person (Black, 2016). In healthcare, religious and spiritual beliefs and values give a particular meaning, rationale, and fulfillment to a patient as well as bring hope, a will to live, assurance, from having a relationship with a higher power or divinity.
	Clinically tested scales to evaluate spiritual happiness involve categories of belief in a power over and above oneself, purpose in life, reliance, meditation, group worship, faith in fate, prayer, aptitude to forgive, and appreciation for life. Religious and spiritual beliefs and values provide power and hope to a patient. Hope allows a person struggling with a disease to live longer in this world (Fagan, 2016). Religious and spiritual beliefs and values have influenced the progression of CVD in a positive way and given hope and a will to live longer. 
Differences in ideologies related to Cardiovascular Disease
[bookmark: C420780487525810I420814T424904328356481][bookmark: C424905719328704I0T424913391782407][bookmark: C424905719328704I0T424905744675926]CVD holds no boundaries in its death toll globally and crosses all geographical regions. The inequality of the treatment modalities for CVD hold disparity for those in lower-income countries and in deprived socioeconomic communities (Fiscella & Williams, 2004).  The social, economical, and educational underpinnings of CVD cross all political parties regardless of their diplomatic agendas thus expanding its surveillance and policy intervention in order to address its mortality.  The political agenda for CVD is not in the mandate of pouring more money into its awareness but rather educating and developing socioeconomic equality within the public health infrastructure (Gaviano, Bitton, Anand, Abrahams-Gessel, & Murphy, 2010).  The epidemiologic transition of CVD from developing to developed countries follows a particular social pattern due to the amount of resources devoted to CVD care.  In fact, the mortality and morbidity in relation to CVD are directly related to the economical impact of the regions health care expenditures.  For example, the former Soviet Union is facing the burden of over half of all their deaths are directly attributed to CVD due to economical collapse, while Sub-Saharan Africa is just starting to see an increase but due to HIV/AIDS their mortality rate of CVD is minuscule by comparison (Gaviano et al., 2010).  The complexity of socioeconomic factors as well as the intricacy of the health care infrastructure necessary to treat CVD remains to be at the crux in which the global reduction of this epidemic can be treated. 
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