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Abstract 

Background: Second‑hand smoking has not been detailedly studied in Peru, where smoking is prohibited in all 
indoor workplaces, public places, and public transportation. Second‑hand smoke exposure may occur at home or any 
other places. This study aimed to estimate the prevalence of second‑hand smoking and assess its association with 
hypertension and cardiovascular risk in Peru.

Materials and methods: Secondary analysis of a nationally‑representative population‑based survey including 
individuals aged 18–59 years. There were two outcomes: hypertension and 10‑year cardiovascular risk using the 
Framingham and the 2019 World Health Organization (WHO) risk scores. The exposure was self‑reported second‑hand 
smoking during the 7 days before the survey. The association between second‑hand smoking and hypertension was 
quantified with Poisson models reporting prevalence ratio (PR) and 95% confidence interval (95% CI); the association 
between second‑hand smoking and cardiovascular risk was quantified with linear regressions reporting coefficients 
and their 95% CI.

Results: Data from 897 individuals, mean age: 38.2 (SD: 11.8) years, and 499 (55.7%) females, were analyzed, with 
8.7% subjects reporting second‑hand smoking at home and 8.3% at work or any other place. Thus, 144 (15.5%; 95% CI: 
12.8%‑18.6%) subjects reported any second‑hand smoking. In multivariable model second‑hand smoking was associ‑
ated with hypertension (PR = 2.42; 95% CI: 1.25–4.67), and with 1.2% higher Framingham cardiovascular risk, and 0.2% 
higher 2019 WHO risk score.

Conclusions: There is an association between second‑hand smoking and hypertension as well as with cardiovascular 
risk, and 15% of adults reported second‑hand smoke exposure overall with half of them exposed at home. There is a 
need to guarantee smoking‑free places to reduce cardiovascular risk.
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Introduction
Worldwide, the burden of cardiovascular disease (CVD) 
and hypertension is a public concern. From 1990 to 2017, 
the CVD death rate has decreased in high-income coun-
tries, but it remained the same in lower- and middle-
income countries [1]. High systolic blood pressure, the 
leading risk factor for CVD, accounted for 10.8 million 

deaths globally (19·2% of all deaths) in 2019 [2]. In addi-
tion, the number of subjects aged 30–79  years with 
hypertension doubled from 1990 to 2019, despite stable 
global age-standardized prevalence [3]. In the Americas, 
the prevalence of raised blood pressure has decreased in 
all subregions; however, estimates showed a high level of 
heterogeneity between countries [4]. In Peru, for exam-
ple, the age-standardized prevalence of hypertension 
increased from 18.7% in 2015 to 20.6% in 2018 [5].

Although active smoking is a well-known risk factor 
for hypertension and cardiovascular disease, and world-
wide, 1.9 million people died from tobacco-induced 
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heart disease [6], emerging studies have started to assess 
the association between second-hand smoking and car-
diovascular outcomes. Thus, a recent systematic review 
using 10 cohort and 8 case–control studies, mainly 
from high-income countries, reported that second-hand 
smoking was associated with increased risk of CVD inci-
dence and mortality [7]. A previous systematic analysis 
also found that the association between second-hand 
smoking increased the risk of CVD and all-cause mortal-
ity, but mainly in China, while the risk was only modest 
in the United States [8].

Although second-hand smoking has been detailed 
in high-income countries, this has been little studied 
in resource-constrained settings. In Peru, smoking is 
prohibited, by law [9], in all indoor workplaces, public 
places, and on public transportation. Nevertheless, pas-
sive smoking can occur at home or any other places, and 
for instance, estimations of the burden of second-hand 
smoking in resource-constrained settings are needed. 
Therefore, the main aim of this manuscript was to esti-
mate the prevalence of second-hand smoking and assess 
its association with hypertension and cardiovascular risk 
using a nationally-representative survey in Peru.

Methods
Study design
This is a secondary analysis of a nationally-representative 
population-based survey named “The Food and Nutrition 
Surveillance Survey” (VIANEV, acronym in Spanish) and 
conducted in the period of 2017–2018 [10].

Study population
Individuals aged 18 to 59 years, with a fasting period of at 
least 9 h but not more than 12 h were potentially eligible 
to participate. Pregnant women, adults taking a medica-
tion affecting glucose or lipid profile, those with gastro-
intestinal problems affecting usual diet, and those with a 
congenital condition or any problem preventing anthro-
pometric assessment were excluded. For this assessment, 
records with complete data of second-hand smoking and 
hypertension and variables related to cardiovascular risk 
(i.e., systolic blood pressure, glucose, total cholesterol, 
etc.) were included.

Sampling strategy
This survey selected individuals using a multistage ran-
dom sampling approach and has been reported elsewhere 
[10]. Briefly, three different strata were used: urban, rural, 
and Metropolitan Lima/Callao. Clusters were selected 
using a random systematic procedure with a probability 
proportional to the adult population size, totaling 621 
clusters (176 in Lima, 260 in urban settings, and 185 in 
rural areas), with the selection of six households in Lima 

and urban settings, and eight households in rural areas. 
Further, households were selected whether they have at 
least an individual in the proposed age range, and using 
a random and systematic technique. Eligible participants 
were invited to participate and an informed consent was 
applied. If a subject rejected participation, a replacement 
was selected using a random approach.

Definition of variables
Outcome Two were the outcomes of interest. The first 
one was hypertension status, defined according to the 
Joint National Committee on Prevention, Detection, 
Evaluation, and Treatment of High Blood Pressure (JNC-
7) [11]. Thus, a subject with hypertension had a systolic 
blood pressure (SBP) ≥ 140  mmHg, or a diastolic blood 
pressure (DBP) ≥ 90 mmHg, or reported having previous 
physician diagnosis of high blood pressure levels.

The second outcome was cardiovascular risk, evaluated 
using the Framingham 10-year cardiovascular disease 
event risk prediction [12] and the World Health Organi-
zation (WHO) 10-year risk of cardiovascular disease 
(CVD) [13]. The decision to use two different cardio-
vascular risk scores was based on the poor concordance 
between current risk scores showing the uncertainty of 
selecting any of them for public health and clinical inter-
ventions in Peru [14]. The Framingham score utilizes the 
sex, age (in years), systolic blood pressure (mmHg), use 
of anti-hypertensive medication, smoking status, diabe-
tes status, high-density lipoprotein level (mg/dL), and 
total cholesterol (mg/dL). On the other hand, the WHO 
risk score used data from the Emerging Risk Factors Col-
laboration and recalibrates the predicted risk scores to 
reflect the expected 10-year risk in contemporary popu-
lations in 21 global regions, using the sex, age (in years), 
smoking status, history of diabetes, systolic blood pres-
sure (mmHg), total cholesterol (mmol/L), and body mass 
index (kg/m2). Both risk scores were included as a per-
centage numerical value for analysis.
Exposure Second-hand smoking was the exposure in 

this analysis, and defined if the subject reported passive 
smoking at home or at work [15]. This assessment was 
based on the same questions as a previous worldwide 
report [16]: “During the last 7  days, on how many days 
did a member of your household smoke in your pres-
ence?” and “During the past 7  days, on how many days 
did someone smoke indoors at work (office, building) 
and in your presence? For descriptive purposes, both 
variables were analyzed separately; but, for main analy-
sis, both were combined and total second-hand smoking 
was considered whether the participant reported to be 
exposed to passive smoking for at least 1 day [15]. Unfor-
tunately, data about degree or duration of exposure were 
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not collected in the survey, and for instance, was not 
available for analyses.
Co-variables Other variables were utilized in the analy-

sis as potential confounders. Sociodemographic variables 
included sex (female vs. male), age (< 30, 30–39, 40–49, 
and 50–59 years), education level (< 7 years, 7–11 years, 
and 12 + years), and socioeconomic position, built based 
on household assets, and split into tertiles (low, middle, 
and high). In addition, behavioral variables were also 
added, including current smoking (no current smoking, 
current smoking, and daily smoking), alcohol drinking 
(no in the last 12 months, in the last 12 months but not 
in the last 30  days, and in the last 30  days), and physi-
cal activity, using the short version of the International 
Physical Activity Questionnaire (moderate/high vs. low 
levels).

Statistical analysis
STATA 16 for Windows (StataCorp, College Station, 
TX, US) was used for analysis. All the analysis were per-
formed using appropriate statistical techniques for com-
plex sample and subpopulation analyses [17]. An initial 
description of the study population was conducted using 
mean and standard deviation (SD) for numerical vari-
ables, and frequencies and proportions for categorical 
ones.

Prevalence and 95% confidence intervals (95% CI) 
were pursued for our exposure and hypertension out-
come, whereas mean and 95% CI was used for estimating 
overall 10-year cardiovascular risk. Comparisons were 
conducted using the Rao-Scott Chi-squared test for cat-
egorical variables, and the F-test for numerical ones.

To assess the association between second-hand smok-
ing and hypertension, crude and adjusted Poisson regres-
sion models were used, reporting prevalence ratios (PR) 
and 95% CI. On the other hand, crude and adjusted linear 
regression models were utilized to assess the association 
between second-hand smoking and 10-year cardiovascu-
lar risk, reporting coefficients and 95% CI.

Results
Description of the study population and second‑hand 
smoking
A total of 1093 subjects were enrolled in the study, but 
196 (17.9%) records were excluded from analysis: 149 
with no complete information, and 47 because preg-
nancy, puerperium or breastfeeding. Thus, information 
from 897 individuals, mean age: 38.2 (SD: 11.8) years, and 
499 (55.7%) females, was analyzed.

Seventy-seven (8.7%; 95% CI: 6.6–11.3%) subjects 
of the total sample reported second-hand smoking at 
home on 1 or more days, 2.4% (95% CI: 1.4–4.0%) on 3 
or more days, and 1.3% (0.7–2.6%) daily during the past 

7 days. Similarly, 77 (8.3%; 95% CI: 6.4–10.6%) individu-
als reported second-hand smoking at work or any other 
place different from home on 1 or more days, 2.0% (95% 
CI: 1.1–3.7%) on 3 or more days, and 0.5% (95% CI: 0.2–
1.8%) daily during the past 7 days. Thus, 144 (15.5%; 95% 
CI: 12.8–18.6%) subjects reported second-hand smok-
ing exposure in any place. Total second-hand smok-
ing was associated with age (p = 0.002), education level 
(p = 0.003), current smoking status (p < 0.001), and alco-
hol drinking (p < 0.001). See details in Table 1.

Hypertension and cardiovascular risk
The prevalence of hypertension was estimated in 10.0% 
(7.9–12.5%) and although it was more common among 
men (12.0%) compared to women (8.2%), this difference 

Table 1 Characteristics of the study population by total second‑
hand smoking status

*Comparisons were conducted taking into account the multistage sampling 
design using Rao‑Scott Chi square test

Total second‑hand 
smoking

p‑value*

No (n = 753) Yes (n = 144)

Sex 0.08

Female 432 (57.3%) 67 (47.1%)

Male 321 (42.7%) 77 (52.9%)

Age 0.002

< 30 years 188 (26.3%) 59 (43.6%)

30–39 years 196 (25.3%) 29 (21.1%)

40–49 years 195 (26.0%) 29 (15.6%)

50–59 years 174 (22.4%) 27 (19.7%)

Education level 0.003

< 7 years 193 (20.0%) 17 (6.8%)

7–11 years 278 (35.3%) 63 (43.4%)

12 + years 282 (44.7%) 64 (49.7%)

Socioeconomic position 0.45

Low 258 (29.6%) 42 (26.3%)

Middle 251 (32.0%) 41 (28.9%)

High 244 (38.4%) 61 (44.9%)

Current smoking < 0.001

No current smoking 682 (89.0%) 98 (67.5%)

Current smoking 59 (9.2%) 36 (23.2%)

Daily smoking 12 (1.8%) 10 (9.3%)

Alcohol drinking < 0.001

No in the last 12 months 203 (23.0%) 19 (10.6%)

Last 12 months, but not last 
30 days

213 (27.6%) 24 (17.2%)

During last 30 days 337 (49.4%) 101 (72.2%)

Physical activity 0.74

Moderate/high levels 545 (70.7%) 104 (72.2%)

Low levels 208 (29.3%) 40 (27.8%)
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was not significant. Hypertension status was associated 
with age (p < 0.001) and education level (p = 0.03) as 
shown in Table 2.

Using the Framingham score, 10-year cardiovascu-
lar risk was, on average, 4.9% (95% CI: 4.4–5.5%), and 
14.2% (95% CI: 11.9–16.9%) had a risk ≥ 10%. Score of 
the Framingham cardiovascular risk was greater among 
men (p < 0.001), older individuals (p < 0.001), among 
those with high socioeconomic position (p < 0.001), and 
those with smoking habits (p < 0.001). Details are shown 
in Table 3.

Nevertheless, when using the WHO cardiovascular 
risk score, the 10-year risk was, on average, 1.6% (95% CI: 
1.5–1.8%), and 0.5% (95% CI: 0.1–1.8%) had a risk ≥ 10%. 
Similar to the Framingham score, the WHO risk score 
result was greater among men (p < 0.001), older individu-
als (p < 0.001), among those with high socioeconomic 

position (p < 0.001), and those with smoking habits 
(p < 0.001). See Table 3.

Second‑hand smoking and cardiovascular risk
In multivariable model, and controlling for sex, age, 
education level, socioeconomic position, current smok-
ing status, alcohol drinking and physical activity, total 
second-hand smoking was associated with greater prob-
ability of hypertension (PR = 2.42; 95% CI: 1.25–4.67). In 
addition, second-hand smoking was also associated with 
an increase of 1.2% in the Framingham cardiovascular 
risk, whereas this increment was 0.2% in the WHO risk 
score (Table 4).

Discussion
Main findings
Our analyses evidence that, after controlling for several 
confounders, there is an association between second-
hand smoking and hypertension and 10-year cardiovas-
cular risk assessed by the Framingham and the WHO 
risk scores. Of relevance, despite of the Peruvian law pro-
hibiting smoking in all indoor and public places, 15% of 
adults aged 18 and 59 years reported second-hand smoke 
exposure overall, and about 10% of subjects are exposed 
at home.

Comparison with previous studies
A systematic review demonstrated the association of sec-
ond-hand smoking and cardiovascular disease by includ-
ing information of 18 studies mainly for high income 
countries [7]. This study showed an increased between 
12% in the risk of CVD in 10 cohort studies compared 
to 28% risk increase in 8 case–control studies. In addi-
tion to that, two population-based studies, conducted in 
never smokers has been associated with cardiovascular 
conditions. Thus, a cohort study reported an important 
association between passive smoking and coronary artery 
calcification [18], with a remarkable dose–response: 54% 
increase among low second-hand smoking exposure, 
60% for those with moderate exposure, and 93% risk 
increase in those with high exposure. On the other hand, 
in Korean subjects, a study found an association between 
second-hand smoke exposure and hypertension [19]. This 
association, however, was present only among women 
than men, with an increase of 50% in the prevalence of 
hypertension among those with a exposure ≥ 2  h/day 
compared to no exposure. In a study conducted in China 
enrolling over five million females aged 20 to 49  years, 
an association between husband smoking, including 
amount and cumulative exposure, with female hyperten-
sion prevalence was reported [20]; thus, the probability 
of having hypertension among wives increased from 22 
to 75% when the husband smoked from 1-to-5 and ≥ 21 

Table 2 Characteristics of the study population by hypertension 
status

*Comparisons were conducted taking into account the multistage sampling 
design using Rao‑Scott Chi square test

Hypertension status p‑value*

No (n = 799) Yes (n = 98)

Sex 0.06

Female 447 (56.8%) 52 (46.3%)

Male 352 (43.2%) 46 (53.7%)

Age < 0.001

< 30 years 236 (30.8%) 11 (12.7%)

30–39 years 211 (26.0%) 14 (12.9%)

40–49 years 201 (24.4%) 23 (23.8%)

50–59 years 151 (18.8%) 50 (50.7%)

Education level 0.03

< 7 years 178 (16.7%) 32 (29.0%)

7–11 years 308 (36.9%) 33 (33.7%)

12 + years 313 (46.4%) 33 (37.3%)

Socioeconomic position 0.79

Low 270 (29.3%) 30 (26.9%)

Middle 261 (31.7%) 31 (29.8%)

High 268 (39.0%) 37 (43.3%)

Current smoking 0.33

No current smoking 693 (85.5%) 87 (87.0%)

Current smoking 85 (11.3%) 10 (12.4%)

Daily smoking 21 (3.2%) 1 (0.6%)

Alcohol drinking 0.52

No in the last 12 months 197 (20.8%) 25 (23.7%)

Last 12 months, but not last 
30 days

207 (25.6%) 30 (29.4%)

During last 30 days 395 (53.6%) 43 (46.9%)

Physical activity 0.62

Moderate/high levels 579 (71.2%) 70 (68.1%)

Low levels 220 (28.8%) 28 (31.9%)
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cigarettes per day, respectively. Finally, a study in Japan 
including 32,098 study subjects reported an increment 
of 3% in the probability of having hypertension per each 
hour per day increase in second-hand smoke exposure, 
and was especially higher among men than women [21].

Although active smoking is used as an important pre-
dictor of cardiovascular risk, little emphasis has been put 
on second-hand smoking, especially in resource-con-
strained settings. Thus, the INTERHEART modifiable 
risk score is one of the few risk scores including second-
hand smoking as one of the predictors of cardiovascular 
disease [22]. Therefore, our results are in the same line 
with previous reports, but expand on assessing 10-year 
cardiovascular risk in a Latin American country.

Finally, our estimates regarding second-hand smok-
ing are below to those reported by other studies, even 
including those with previous smoking history. A global 
report documented that 40% of children, 33% of male 

non-smokers and 35% of female non-smokers were 
exposed to second-hand smoke [23]. In Canada, for 
example, about 25% of never-smokers and 30% of ex-
smokers self-reported second-hand smoke exposure [24], 
whereas this estimate can be as high as 48% among non-
smokers in different counties in China [25].

Public health relevance
Second-hand smoking, similar to active smoking, has 
been associated with platelet activation, and for instance 
thrombus and plaque formation [26]. Endothelial lesions 
may appear due to vasoconstriction and the influx of 
inflammatory cells to the vascular wall. In addition, sec-
ond-hand smoking is involved in the stiffening of arterial 
walls and, for instance, in the increase of arterial blood 
pressure [27].

Second-hand smoke exposure is a significant concern 
in different countries, and defining the problem and 

Table 3 Characteristics of the study population by cardiovascular risk

*Comparisons were conducted taking into account the multistage sampling design

Cardiovascular risk

Framingham risk score WHO cardiovascular risk score

Mean (95% CI) p‑value Mean (95% CI) p‑value

Sex < 0.001 < 0.001

Female 2.9% (2.5–3.3%) 1.3% (1.2–1.5%)

Male 7.5% (6.5–8.5%) 2.0% (1.8–2.2%)

Age < 0.001 < 0.001

< 30 years 0.9% (0.6–1.0%) 0.5% (0.4–0.6%)

30–39 years 2.9% (2.4–3.5%) 1.0% (0.8–1.1%)

40–49 years 5.3% (4.6–6.0%) 1.7% (1.5–1.9%)

50–59 years 12.3% (10.5–14.1%) 3.7% (3.2–4.1%)

Education level 0.80 0.33

< 7 years 5.2% (4.3–6.0%) 1.8% (1.5–2.0%)

7–11 years 5.1% (4.2–5.9%) 1.6% (1.4–1.8%)

12 + years 4.8% (3.9–5.6%) 1.6% (1.3–1.8%)

Socioeconomic position  < 0.001 < 0.001

Low 3.6% (3.0–4.2%) 1.3% (1.1–1.5%)

Middle 4.8% (3.9–5.8%) 1.6% (1.3–1.8%)

High 6.0% (5.0–7.1%) 1.9% (1.6–2.1%)

Current smoking < 0.001 < 0.001

No current smoking 4.2% (3.8–4.7%) 1.4% (1.3–1.5%)

Current smoking 8.9% (6.1–11.7%) 2.8% (2.1–3.5%)

Daily smoking 10.8% (5.9–15.7%) 3.6% (2.3–4.8%)

Alcohol drinking 0.13 0.09

No in the last 12 months 4.4% (3.5–5.3%) 1.5% (1.2–1.7%)

Last 12 months, but not last 30 days 4.4% (3.5–5.4%) 1.4% (1.2–1.6%)

During last 30 days 5.4% (4.6–6.3%) 1.7% (1.5–1.9%)

Physical activity 0.98 0.96

Moderate/high levels 4.9% (4.3–5.6%) 1.6% (1.4–1.8%)

Low levels 5.0% (4.0–6.0%) 1.6% (1.3–1.9%)
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epidemiology of this risk factor seems to be relevant. 
Active smoking among adults is considered low in Peru, 
based not only in self-report but also using urine coti-
nine [28], and as a result, very few studies have been 
conducted to estimate the prevalence of second-hand 
smoking. In our study, of the total subjects reporting sec-
ond-hand smoking, almost half of them reported expo-
sure at home, which highlight the need of a family-based 
smoking restriction strategy to reduce the consequences 
of this exposure. This can be relevant as a recent study 
reported an estimate of 33% as the prevalence of second-
hand smoke exposure among adolescents (i.e., those aged 
between 12 and 16 years) [16], which can be at high risk 
of future chronic conditions.

In addition to that, and despite of the smoking law 
in Peru, a relatively important proportion of subjects 
reported exposure at work or any other public place. 
Therefore, a better control and accomplishment of the 
law may be required. The previous experience in Europe 
established that a fully comprehensive smoke-free legisla-
tion is more effective than partial laws in reducing expo-
sure to second-hand smoking [29]. Any law should be 
also actively enforced in order to have the desired impact. 
Thus, second-hand smoking could be used for assessing 
smoking-free efforts.

Strengths and limitations
Strengths of this study include the nationally-represent-
ative and multistage approach as well as the assessment 
of second-hand smoking at home and at other places 

separately. However, this report also present limitations 
that should be highlighted. First, the cross-sectional 
nature prevents us to talk about causation, and only asso-
ciation may be inferred. Despite of this, our estimates are 
similar to those from previous literature. Second, passive 
smoking was assessed by self-report based on the 7 days 
previous to the survey, and for instance, we assumed a 
long second-hand smoking exposure when could not be 
the case inducing misclassification bias. We used this 
definition because of the questionnaire used in the sur-
vey we analyzed, which is consistent with other health 
surveys and other publications [16]. Future work should 
study whether other definitions change the prevalence 
estimates and correlates of second-hand smoking. Third, 
some recall bias may arise as part of self-reporting infor-
mation. However, the impact on our estimates may be 
negligible as data was obtained on the 7 days previous to 
the survey. Fourth, degree or duration of exposure to sec-
ond-hand smoking was not collected and, for instance, 
dose–response could not be explored. This is a shared 
limitation with other reports in the field looking national 
prevalence estimates. Finally, some residual confounding 
may arise as some confounders were not considered as 
health status and pre-existing chronic conditions.

Conclusions
There is a positive association between second-hand 
smoking and hypertension as well as with cardiovascu-
lar risk, and 15% of adults reported second-hand smoke 
exposure overall, with a great number of them exposed at 

Table 4 Association between second‑hand smoking and cardiovascular risk: crude and adjusted models

Estimations were obtained taking into account the multistage sampling design

*Model adjusted for sex, age, education level, socioeconomic position, current smoking status, alcohol drinking, and physical activity

Prevalence Crude model Adjusted model*
n/N (%) PR (95% CI) PR (95% CI)

Hypertension

 Total second‑hand smoking

  No 90/880 (9.1%) Reference Reference

  Yes 21/151 (14.5%) 1.70 (0.92–3.13) 2.42 (1.25–4.67)

Cardiovascular risk (10‑year) Mean Crude model Adjusted model*
Mean (95% CI) β (95% CI) β (95% CI)

Framingham risk score

 Total second‑hand smoking

  No 4.7% (4.2–5.3%) Reference Reference

  Yes 6.2% (4.7–7.8%) 1.5% (0.0–3.1%) 1.2% (0.1–2.3%)

WHO cardiovascular risk score

 Total second‑hand smoking

  No 1.6% (1.4–1.7%) Reference Reference

  Yes 1.9% (1.5–2.3%) 0.3% (0.0–0.7%) 0.2% (0.1–0.5%)
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home. There is a need to enforce the Peruvian law to have 
smoking-free places as well as to include second-hand 
smoking as a potential way for smoking surveillance.

Acknowledgements
Not applicable.

Authors’ contributions
AB‑O and RMC‑L conceived the idea of the manuscript. AB‑O conducted the 
analysis and wrote the initial draft of the paper with important and relevant 
suggestions of RMC‑L. Both authors read and approved the final manuscript.

Funding
RMC‑L is funded by a Wellcome Trust International Training Fellowship 
(214185/Z/18/Z). The funders had no role in the preparation of the manu‑
script, or the decision to publish.

Availability of data and materials
The dataset used for this manuscript is freely available from the Centro 
Nacional de Alimentación y Nutrición (CENAN), part of the Instituto Nacional 
de Salud, under reasonable request.

Declarations

Ethics approval and consent to participate
This is a secondary analysis of freely available data without personal identi‑
fiers; as a result, ethical approval was not considered mandatory. However, 
all subjects signed an informed consent before participation. Results were 
delivered to participants, and counseling was given depending on diagnosis 
during evaluation.

Consent for publication
Not applicable.

Competing interests
The authors declare no conflict of interest.

Author details
1 CRONICAS Center of Excellence in Chronic Diseases, Universidad Peruana 
Cayetano Heredia, Lima, Peru. 2 Universidad Científica del Sur, Lima, Peru. 
3 Department of Epidemiology and Biostatistics, School of Public Health, Impe‑
rial College London, London, UK. 

Received: 28 September 2021   Accepted: 16 November 2021

References
 1. Jagannathan R, Patel SA, Ali MK, Narayan KMV. Global updates on cardio‑

vascular disease mortality trends and attribution of traditional risk factors. 
Curr Diab Rep. 2019;19(7):44.

 2. GBD 2019 Risk Factors Collaborators. Global burden of 87 risk factors in 
204 countries and territories, 1990–2019: a systematic analysis for the 
Global Burden of Disease Study 2019. Lancet. 2020;396(10258):1223–49.

 3. NCD Risk Factor Collaboration (NCD‑RisC). Worldwide trends in hyperten‑
sion prevalence and progress in treatment and control from 1990 to 
2019: a pooled analysis of 1201 population‑representative studies with 
104 million participants. Lancet. 2021;398(10304):957–80.

 4. NCD Risk Factor Collaboration (NCD‑RisC) ‑ Americas Working Group. 
Trends in cardiometabolic risk factors in the Americas between 1980 and 
2014: a pooled analysis of population‑based surveys. Lancet Glob Health. 
2020;8(1):e123–e33.

 5. Villarreal‑Zegarra D, Carrillo‑Larco RM, Bernabe‑Ortiz A. Short‑term trends 
in the prevalence, awareness, treatment, and control of arterial hyperten‑
sion in Peru. J Hum Hypertens. 2021;35(5):462–71.

 6. World Health Organization. Tobacco responsible for 20% of deaths 
from coronary heart disease. Geneva, Switzerland: WHO; 2020 [updated 
2020; cited 2021 September 20]. https:// www. who. int/ news/ item/ 

22‑ 09‑ 2020‑ tobac co‑ respo nsible‑ for‑ 20‑ of‑ deaths‑ from‑ coron ary‑ heart‑ 
disea se.

 7. Khoramdad M, Vahedian‑Azimi A, Karimi L, Rahimi‑Bashar F, Amini 
H, Sahebkar A. Association between passive smoking and cardio‑
vascular disease: a systematic review and meta‑analysis. IUBMB Life. 
2020;72(4):677–86.

 8. Lv X, Sun J, Bi Y, Xu M, Lu J, Zhao L, et al. Risk of all‑cause mortality and 
cardiovascular disease associated with secondhand smoke exposure: a 
systematic review and meta‑analysis. Int J Cardiol. 2015;199:106–15.

 9. Ley General para la Prevención y Control de los Riesgos del Consumo del 
Tabaco, Ley No. 28705. 2006.

 10. Centro Nacional de Alimentación y Nutrición. Estado Nutricional en 
adultos de 18 a 59 años, Perú: 2017–2018. Informe Técnico de la Vigilancia 
Alimentaria Nutricional por Etapas de Vida: Adultos. Lima, Perú: MINSA; 
2020.

 11. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo JL Jr, 
et al. The seventh report of the joint national committee on prevention, 
detection, evaluation, and treatment of high blood pressure: the JNC 7 
report. JAMA. 2003;289(19):2560–72.

 12. D’Agostino RB Sr, Vasan RS, Pencina MJ, Wolf PA, Cobain M, Massaro 
JM, et al. General cardiovascular risk profile for use in primary care: the 
Framingham Heart Study. Circulation. 2008;117(6):743–53.

 13. World Health Organization cardiovascular disease risk charts. revised 
models to estimate risk in 21 global regions. Lancet Glob Health. 
2019;7(10):e1332–45.

 14. Bazo‑Alvarez JC, Quispe R, Peralta F, Poterico JA, Valle GA, Burroughs M, 
et al. Agreement between cardiovascular disease risk scores in resource‑
limited settings: evidence from 5 Peruvian sites. Crit Pathw Cardiol. 
2015;14(2):74–80.

 15. Belmonte Cortés S, Serrano Zarceño C, Granado de la Orden S. Methodol‑
ogy for the estimation of use of tobacco, alcohol and other drugs. Nutr 
Hosp. 2015;31(Suppl 3):257–64.

 16. Ma C, Heiland EG, Li Z, Zhang M, Liang Y, Xi B. Global trends in the preva‑
lence of secondhand smoke exposure among adolescents aged 12–16 
years from 1999 2018: an analysis of repeated cross‑sectional surveys. 
Lancet Glob Health. 2021. https:// doi. org/ 10. 1016/ S2214‑ 109X(21) 
00365‑X.

 17. West BT, Berglund P, Heering SG. A closer examination of subpopulation 
analysis of complex–sample survey data. Stata J. 2008;8(4):520–31.

 18. Yankelevitz DF, Henschke CI, Yip R, Boffetta P, Shemesh J, Cham MD, 
et al. Second‑hand tobacco smoke in never smokers is a significant 
risk factor for coronary artery calcification. JACC Cardiovasc Imaging. 
2013;6(6):651–7.

 19. Park YS, Lee CH, Kim YI, Ahn CM, Kim JO, Park JH, et al. Association 
between secondhand smoke exposure and hypertension in never 
smokers: a cross‑sectional survey using data from Korean National 
Health and Nutritional Examination Survey V, 2010–2012. BMJ Open 
2018;8(5):e021217.

 20. Yang Y, Liu F, Wang L, Li Q, Wang X, Chen JC, et al. Association of husband 
smoking with wife’s hypertension status in over 5 million chinese females 
aged 20 to 49 years. J Am Heart Assoc 2017;6(3).

 21. Tamura T, Kadomatsu Y, Tsukamoto M, Okada R, Sasakabe T, Kawai S, et al. 
Association of exposure level to passive smoking with hypertension 
among lifetime nonsmokers in Japan: a cross‑sectional study. Medicine 
(Baltimore) 2018;97(48):e13241.

 22. McGorrian C, Yusuf S, Islam S, Jung H, Rangarajan S, Avezum A, et al. 
Estimating modifiable coronary heart disease risk in multiple regions 
of the world: the INTERHEART Modifiable Risk Score. Eur Heart J. 
2011;32(5):581–9.

 23. Oberg M, Jaakkola MS, Woodward A, Peruga A, Prüss‑Ustün A. Worldwide 
burden of disease from exposure to second‑hand smoke: a retrospective 
analysis of data from 192 countries. Lancet. 2011;377(9760):139–46.

 24. Vozoris N, Lougheed MD. Second‑hand smoke exposure in Canada: 
prevalence, risk factors, and association with respiratory and cardiovascu‑
lar diseases. Can Respir J. 2008;15(5):263–9.

 25. Wang CP, Ma SJ, Xu XF, Wang JF, Mei CZ, Yang GH. The prevalence of 
household second‑hand smoke exposure and its correlated factors in six 
counties of China. Tob Control. 2009;18(2):121–6.

 26. Munteanu I, Mihălţan FD. Second‑hand Smoking and CV Risk. Curr Treat 
Options Cardiovasc Med. 2014;16(12):348.

https://www.who.int/news/item/22-09-2020-tobacco-responsible-for-20-of-deaths-from-coronary-heart-disease
https://www.who.int/news/item/22-09-2020-tobacco-responsible-for-20-of-deaths-from-coronary-heart-disease
https://www.who.int/news/item/22-09-2020-tobacco-responsible-for-20-of-deaths-from-coronary-heart-disease
https://doi.org/10.1016/S2214-109X(21)00365-X
https://doi.org/10.1016/S2214-109X(21)00365-X


Page 8 of 8Bernabe‑Ortiz and Carrillo‑Larco  BMC Cardiovascular Disorders          (2021) 21:576 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 27. Howard G, Burke GL, Szklo M, Tell GS, Eckfeldt J, Evans G, et al. Active 
and passive smoking are associated with increased carotid wall thick‑
ness. The Atherosclerosis Risk in Communities Study. Arch Intern Med 
1994;154(11):1277–82.

 28. Morgan BW, Leifheit KM, Romero KM, Gilman RH, Bernabe‑Ortiz A, 
Miranda JJ, et al. Low cigarette smoking prevalence in peri‑urban Peru: 
results from a population‑based study of tobacco use by self‑report and 
urine cotinine. Tob Induc Dis. 2017;15:32.

 29. Ward M, Currie LM, Kabir Z, Clancy L. The efficacy of different models of 
smoke‑free laws in reducing exposure to second‑hand smoke: a multi‑
country comparison. Health Policy. 2013;110(2–3):207–13.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Second-hand smoking, hypertension and cardiovascular risk: findings from Peru
	Abstract 
	Background: 
	Materials and methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Study design
	Study population
	Sampling strategy
	Definition of variables
	Statistical analysis

	Results
	Description of the study population and second-hand smoking
	Hypertension and cardiovascular risk
	Second-hand smoking and cardiovascular risk

	Discussion
	Main findings
	Comparison with previous studies
	Public health relevance
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


