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EDITORIAL NOTE 

The issue of thls document does not constitute formal publication. 

The manuscript has only been modified to the extent necessary for proper 
comprehension. The views expressed, however, do not necessarily reflect the 
official policy o f  the World Health Organization. 

The designations employed and the presentation of the material in this 
document do not imply the expression of any opinion whatsoever on the part of 
the Secretariat of the Organization concerning the legal status of any country, 
territory, city or area or of its authorities, or concerning the delimitation 
v f  its front iers  or boundaries. 



1. INTRODUCTION 

The Ueeting was convened, by the WHO Regional Office for the Eastern 
Mediterranean Region, in Damascus. Syrian Arab Republic, from 9 to 
14 November 1985. 

The Meeting was opened by H.E. Dr Ghassoub El Rifai, Minister of Health, 
Syrian Arab Republic, and Dr Hussein A. Gezairy, Regional Director for the 
Eastern Mediterranean Region. 

In his welcoming address H.E. the Minister of Health stressed that no 
efforts should be spared to fund and develop adequate and suitable health 
services for all citizens. Analysing the patterns and trends in health and 
health-related yrublwus in Syrian Arab Republic, he mentioned that social and 
economic changes in the country. coupled with health care improvement, have 
led to an increase in the lifespan and consequently a greater increase in the 
old age group population and a high increase in mortality and morbidity due to 
cardiovascular diseases (CVD). Intensive programmes are under way for the 
control and prevention of such diseases through a growing number of 
specialists, health centres and bed allocations throughout the country. All 
efforts are made to have all facilities fully equipped to render proper care 
to patients. He praised the initiative of the Regional Director for organizing 
such a meeting in Syrian Arab Republic and welcomed the participants from the 
Region, wishing all success for this important Meeting. 

Subsequently, Dr Gezairy greeted the participants and expressed the 
appreciation of the WHO Eastern Mediterranean Regional Off ice to H . E . the 
Minister of Health of the Syrian Arab Republic for hosting this Meeting in 
Damascus. He explained that the major objectives of the Meeting were to 
discuss the situation regarding cardiovascular diseases in the Region and the 
feasibility of an approach to elaborate concrete community-based and 
prevention-oriented programmes on control and prevention of cardiovascular 
diseases in Member States of the Region. He stressed that cardiovascular 
diseases, which are the leading cause of mortality as well as a leading health 
problem in the developed countries. are also emerging as an important health 
problem in many developing countries. Those of the Eastern Mediterranean 
Region are no exception to this picture. Prevention and control of these 
diseases are a necessity if we are to achieve the main social health target 
for our nations ,for the corning years, 11anle1y HealI.11 Cur All by the Year 2000. 
He also referred to the fact that the main cardiovascular diseases in the 
Eastern Mediterranean countries, according to existing data available at EMRO 
in September 1985, are hypertension, coronary heart disease and rheumatic 
heart disease. 

He further stated that successful control of cardiovascular diseases in 
any population is based on effective community prevention and control 
programmes. This requires an assessment of existing health service resources 
which, whenever possible, should be replanned in preference to seeking 
additional ones. Special emphasis is being given by EMRO to stimulating the 
development and implementation of such community-based programmes for tne 
prevention and control of major cardiovascular diseases. In order to achieve 
this objective better, emphasis is being placed upon the development of health 
education programmes designed to produce a change in the appropriate direction 
in the lifestyles of the people. He reminded the participants of the 
importance given by WHO to the spiritual dimension and to the fact that. 



according to WHO, among the present most efficient tools which may change the 
habits and customs of the community, whose members are exposed to risk 
factors, are religious teachings which may change the habits and customs of a 
community, exposed to risk factors, by prohibiting harming or jeopardizing 
oneself, and urging moderation in food, drink and similar needs. This applies 
particularly in this Region whose inhabitants respond greatly to the guiding 
influence of religion. 

He informed the participants that special efforts are being made to 
develop nationwide programmes for rheumatic fever and rheumatic heart disease 
in some countries of the Region; this programme will later be expanded to 
cover the others. The WHO Eastern Mediterranean Region is supporting the 
development of programmes concerned with the control of hypertension and 
coronary heart disease, as well as national training courses on the relevant 
issues in this field, in some of the Member States of the Region. 

In conclusion, he gave a general outline of the objectives and programme 
of the Meeting and expressed his hope that it will provide the Region with the 
necessary recornendations and proposals for development of a community control 
programme. 

2. ELECTION OF OFFICERS 

The following were unanimously elected officers of the Meeting: 

- Dr Wassef Sheikh Saleh (Syrian Arab Republic) Chairman 

- Dr H. Akhtar (Pakistan) Vice-chairman 

- Dr Rashed Al-Owaish (Kuwait) Rapporteur 

The list of participants and Secretariat is given in Annex 1. 

The Meeting then adopted the Agenda (Annex 2) and the proposed programme 
(Annex 3). 

Following the strategies of HFA/2000, the Thirty-sixth World Health 
Assembly emphasized that appropriate technology now exists to prevent and 
control a growing number of cardiovascular diseases (CVD), such as rheumatic 
heart disease in children, coronary heart disease and cerebrovascular 
accidents resulting f corn hypertension. Consequently, and in line with the 
World Health Assembly resolutions and recommendations included in the Seventh 
General Programme of Work, covering the period 1984-89, a regional medium-term 
programme on the prevention and control of cardiovascular diseases was 
initiated. The regional programme stresses the development of community 
control programmes addressing the two main components of this programme, 
namely coronary heart disease and rheumatic fever and rheumatic heart disease 
(RF/RHD). 



The aims of community cardiovascular control programmes are: 

- to prevent these diseases; 

- to reduce mortality, morbidity and disablement due to CVD; 

- to improve the medical care of CVD patients; 

- to help cardiovascular patients return to a life as normal as possible in 
thc community, and to offer them a better quality of life; 

- to stimulate both the community and individuals to participate in the 
fight against CVD so as to achieve better health; 

- to optimize the cost-benefit aspects of public health policy. 

The approach is to integrate community control as much as feasible with 
existing medical care, especially with the primary health care (PHC) system. 

It was outlined also that an additional objective of the Meeting is to 
discuss some problems related to biological and aetlologlcal factors causing 
CVD, and to organizational and managerial aspects involved in the elaboration, 
implementation and development of community programme on CVD and other 
non-communicable diseases (NCD). 

The last point stressed is that the final issue of this Meeting, that is 
the main purpose, is to elaborate recommendations for future actions in the 
EHR countries. 

4 .  EPIDEMIOLOGY OF CARDIOVASCULAR DISEASES 

4 .l. Global overview 

The state of art and the practical implications of epidemiological 

studies on community programme for prevention and control of CVD were 
presented. The magnitude and extent of the problem, and the picture of the 
estimated distribution of causes of death around 1980 on a global scale, 
showing that CVD are the principal cause of death in many countries, were 
defined. In the developed countries, where communicable diseases are being 
controlled, CVD are responsible for 40 to 50% of all deaths. They are also of 
increasing importance for developing countries, including many countries of 
EMR. Another striking aspect of these diseases which has emerged from the 
studies carried out is the variation in CVD mortality between populations. 

A well-known fact is that rheumatic fever (RF) and rheumatic heart 
disease (RHD) are associated with poverty and overcrowding, and cororiary heart 
diseases with affluence in industrialized societies. However, from epidemiolo- 
gical studies it has emerged that socio-economic conditions are not the only 
cause of these differences and trends, and that affluence itself is not to 
blame for the modern "epidemics" of CVD. Studies on migrants have given clues 
with respect to the importance of environmental and lifestyle influences. 

The cause of changing trends in coronary heart diseases within 
populations is one of the most recent discoveries of epidemiology. The decline 



in CHD mortality first noted in USA in the late 1960s has also occurred in 
Australia, Belgium, Canada, Finland, Japan, New Zealand and Norway, but many 
of the industrialized countries from Europe have not exhibited a similar 
trend. As to possible explanations for these trends, the conclusion is that 
primary prevention must play a role in explaining the decline in CHD mortality 
in some countries but also the improvement in medical care and secondary 
preventive measures (including rehabilitation) has probably made an additional 
contribution. 

In 1985, the scientific body of evidence in ravour of preventive action 
derived from the epidemiological studies and preventive trials is such that 
any decision not to take action must also be based on scientific and medical 
grounds. 

The rationale for implementing prevention in CVD at both individual and 
community level is based on the sheer size of the problem, on the early onset 
and insidious development of the major CVD, and on the differences and trends 
in mortality and morbidity, mainly on the declining CHD mortality in countries 
in which prevention measures have been implemented. 

A very important observation should be envisaged. The decline in 
mortality due to CVD is not accompanied by a rise in deaths due to other 
diseases, nor by declining affluence in the respective countries. This means 
that prevention can prolong life and improve health for the benefit of both 

the individual and society. 

5 .  THE EPIDEMIOLOGY OF CORONARY HEART DISEASES AND HYPERTENSION 

Coronary heart diseases (CHD) are in many developed countries the main 
cause of death, accounting for as much as 35% of all deaths, i.e. two thirds 
of all cardiovascular deaths. CHD is also increasing in many developing 
countries (Kuwait, Pakistan, Singapore, Sri Lanka, Sudan, etc). During the 
last 10 to 15 years in many developed countries considerable changes in CHD 
mortality have been observed. It decreased in a group of -countries, e.g. 
Australia, Canada and USA, by about 30%; it remained stable in a second group 
of countries, e.g. Austria, Sweden and Switzerland, and increased in a third 
group. e-g- Hungary, Poland and Romania. The reasons for these changes are 
not yet clear and will, hopefully, be identified by the ongoing WHO MONICA 
Project (a multinational (40 centres) study of monitoring of trctidz and 
determinants in CVD). This decrease, as well as the increase in CHD mortality, 
has occurred more rapidly in younger age groups. The major risk factors for 
CHD, i.e. hypertension, hypercholesterolaemia and smoking, are widespread in 
most of the developed countries. However, there are considerable differences 
between countries, e.g. high cholesterol levels in Finland and USA, but low 
ones in China and Japan. The percentage for smokers is very high in many 
countries, e.g. 95% of all males in China, and 70% of males and 50% of females 
in France. In some countries the percentage of smokers is considerably less, 
r.5. in New Zrcrla~ld 35% of males and 29% of females. In seneral, there is an 
increase in the smoking habit among females and adolescents. In some 
countries, e.g. Denmark, Italy, Switzerland and USA, young girls smoke more 
than young boys. Large intervention trials (multiple risk factor intervention 
trial, Research Council Community Primary Prevention Trial) have demonstrated 
that CHD mortality and morbidity can be reduced by reducing their risk factors. 



In many countries with decreasing CHD mortality substantial national 
preventive efforts, resulting in a reduction of risk factors, have been 
implemented, whereas in most countries with increasing mortality rates no 
major efforts have been introduced as yet. 

Hypertension is probably the most common cardiovascular disorder and one 
of the major risk factors for cerebrovascular and coronary heart diseases. The 
prevalence of hypertension (160 and/or 95 mm Hg) ranges between 8 to 18% of 
adults throughout the world. Its pathogenesis is significantly linked with 
lifestyle-related factors such or nutrition (sodium. alcohol, overweight), 

physical inactivity and stress. Health promotion, early detection and control 
of hypertension are helping in preventing premature disability from cerebro- 
vascular diseases stroke and heart failure and in reducing the risk for CHD. 

6. EPIDEMIOLOGY OF RHEUKATIC FEVER/RHEUMATIC HEART DISEASES (RF/RHD) 
(Global Overview) 

6.1. Magnitude of the problem 

Kheumatic heart disease is today the most important cardiovascular cause 
of morbidity and death in children and young adults in the world as a whole. 
This statement, however, obscures important differences in distribution which 
call for further comment. 

In the economically developed countries there has been a progressive 
decline in the incidence of RF/RHD over the past 50 years, even though pockets 
of relatively high frequency still persist in some low-income urban areas, 
where poor housing and overcrowding favour the spread of streptococcal upper 
respiratory infection. 

The global situation is broadly summarized as follows: 

- Whereas the incidence of RF in developed countries is less than 5 per 
100 000 of tho general population, the corresponding figure for developing 

countries has a wide range (20-1000 per 100 000); 

- In some countries prevalence and incidence data are available from 
epidemiological surveys, while in others little or no information is available. 

6.1.1. Incidence of rheumatic fever  

The true incidence rate of RF in the population as a whole is difficult 
to establish, but in communities where most patients are hospitalized, in- 
patient figures may give a reliable approximation of the actual incidence. A 
study in Sweden based on this type of evidence showed that the incidence of EtF 
in HalmB declined from 25 per 100 000 inhabitants in 1930-34 to 1.3 in 1964. 
Similar trends have occurred in most of Europe where the annual incidence of 
RF is now less than 5 per 100 000. 

6.1.2.  Prevalence of rheumatfc hear t  d i s ease s  

RHD prevalence rates are traditionally established by physical 
examination and are therefore subject to the usual clinical variability even 
when similar diagnostic criteria are used. 



6 - 1 . 3 .  School  s u r v e y s  

Surveys of schoolchildren (aged 5-15 years) have been carried out in many 
countries and suggest that the prevalence rate in most developing countries is 
of the order of 5-11 per thousand in this age group. Many similar studies in 
other developing countries have been published, the results ranging from less 
than two to more than 30 per 1000 schoolchildren. The figure of 10 per 1000 
from the Egyptian study provides a convenient level which is probably widely 
applicable. 

6.2. Mortality from rheumatic fever/rheumatic heart disease 

6.2.1. Economica l l y  d e v e l o p e d  c o u n t r i e s  

In developed countries trends and pattern of mortality from RF/RHD 
reflect the decline in both frequency and severity of RE'. For example, deaths 
from RF in Scotland fell from 0.9 per 100 000 in 1953 to 0.1 in 1963. The 
latter figure is valid for most developed countries today. In these countries 
patients with chronic RHF have an improved survival rate and deaths from this 
cause therefore occur at a much later age than in developing countries. 

6 -2 - 2 .  Deve lop ing  c o u n t r i e s  

In developing countcies, there is a stcane; impression that RF is an 
aggressive disease, although a study published in 1981 draws attention to the 
mild nature of the initial attack in Kuwait. In most reported series severe 
carditis is diagnosed in more than 50% of cases. Chronic valvular lesions are 
present at an earlier age in developing countries and the term "juvenile" 
mitral stenosis is widely used. The five-year survival rate in patients with 
mitral stenosis treated medically in Caracas. Venezuela, was 45%; in a 
comparable group mitral commissurotomy raised the five-year survival rate to 
85%. 

Finally. a global view of the magnitude of the problem of RF/RHD and 
tneir mortality, especially in developing countries, cart urtly provide crude 

estimates. However, despite the well-known deficiencies in the available 
data, there is convincing evidence to justify the following general statements 
about RF/RHD in developing countries; 

1. RF is the most common cause of heart diseases in the 5-30 year age group; 
2. RF/RHD are the leading causes of cardiac death in the under 45 years age 

group ; 
3. RHD causes 25-40% of CVD in all age groups. 

7. REGIONAL OVERVIEW 

7.1. General 

In the Regional Overview an attempt was made to review the existing CVD 
situation in member countries of the Region, provide information on the 
programme activities in CVD proposed for the period 1984-89, to discuss some 
countries' activities. and to suggest some topics for the future in the field 
of community control and prevention of CVD. 



The role and the place of CVD prevention and control should be clearly 
defined in the context of HFA/2000. It is well known that, today, health 
priorities for many of the EMR countries and for a major proportion of its 
population are undernutrition, communicable diseases, maternal and child 
protection and environmental health. 

However, rapid and drastic economic and social changes are modifying 
demographic and health conditions, altering the traditional mode of life and 
behavioural pattern, and bringing about changes in age distribution, life 
expectarrcy , and lraalth and disease prof i les .  Consequently, new public health 
policy problems appear and new priorities and strategies are needed. 

7.2. Health situation and health-related problems 

In considering strategies and activities in the field of CVD control and 
prevention, a number of main health or health-related problems have to be 
taken into consideration, namely: 

(a) basic demographic situation; 
(b) socio-economic situation; 
(c) mortality and morbidity; 
(d) health care delivery infrastructure including manpower. and 
(e) health resources. 

7.2.1. Demographic dilexmna 

Related to demographic data one of the patterns in EMR is the broad 
regional trends in population. The estimated population in 1984 exceeds 
296 million, from 280 000 in Djibouti to 94 720 000 in Pakistan. Six out of 
the 22 countries of the Region contain about 81% of the total population: some 
240 million. The population projection for the year 2000 is estimated to be 
over 450 million. 

About 38% of the population live in urban areas while approximately 62% 
are rural and nomadic. The population density varies widely, from 2.1 to 612 
inhabitants per square kilometre. This variation may increase further by the 
year 2000. These figures, however, do not take into account vast uninhabited 
desert areas and therefore the existence of much higher densities in over- 
crowded urban settlements. 

7 -2 -2. Socio-economic changes 

The countries from EMR display the broadest possible variety of 
socio-economic development. their per caput incomes ranging from the highest 
to the lowest in the world. Some of the countries are among the richest in the 
worla mile others are still engaged in a continuing struggle for survival. 

In some countries the school enrolment and literacy rates are low; in 
general. literacy of females is lower than that of males. sometimes 
substantially so. The past years have shown a steady shift from a largely 
tradition-bound rural society to a more urbanized and industrialized one; this 
shift has brought about b i ~  changes in the mode of life, in the health profile 
and consequently in the health policy. 



The sizeable support already extended by countries more richly endowed 
with resources to the less favoured ones is a positive symptom of the sense of 
economic and health solidarity developing among them. 

7.2.3. Patterns and trends in mortality and morbidity 

7.2.3.1. Hortality 

Estimates of the patterns of mortality in the Region can be made in two 
ways: the first, by summarizing and extrapolating thc countries' vital 
statistics data reported to WHO, which unfortunately are very inadequate, if 
not non-existent; the second, by assuming that the mortality pattern in 
developing countries today is similar to that found in developed countries 
around the turn of the century (the so-called "primary type" of mortality). 

Taking into consideration this second way a model was presented by EMRO 
Health Statistics unit1 at the Thirty-second Session of the Regional 
Committee. The estimation of the present picture of mortality indicates that 
45% of deaths would be due to infectious diseases, 14% to CVD, 10% to 
perinatal conditions. 4% each to cancer and injuries, and 23% to all other 
causes. 

Confronting this model with the available data at EMRO (Health Situation 
and Trends Assessment Unit), it was found that only six out of 22 Member 
States have been reporting death by cause in the last five years (1979-19841, 
namely Bahrain, Egypt, Islamic Republic of Iran (for selected cities only), 
Jordan. Kuwait and Syrian Arab Republic. 

The limitations of this data derive firstly from the fact that these 
countries represent only 36% of the total of the Region and the coverage of 
their data differs widely, from almost 100% (Kuwait and Bahrain) down to only 
15% (Islamic Republic of Iran, whose population represents nearly the half the 
total population of these six countries). The second reason for this 
inadequacy is the extremely large variation in the lists of causes of death, 
which reflects inappropriate codification. 

When the five leading causes of death in each country are ranked, 
excluding "signs, symptoms and ill-defined conditions", a different picture 
emerges. GWu are seep to be the leading cause of death in these six countries, 
except Egypt, followed either by infectious and parasitic diseases or by 
accidents. Next ranking are cancer and/or perinatal conditions. These five 
leading causes of death account for two-thirds of all deaths reported in these 
six countries. 

It is possible. however, that the apparent wide variation in proportion 
o f  CVD as a leading cause of death, from 10.3 (Syrian Arab Republic) to 56.8 
(Jordan), may not be an accurate reflection of the situation. 

Trends in mortality are difficult - if not impossible - to detonnine, 
since only three countries have been reporting causes of death for 10 years or 
mote (Egypt, Jordan, Kuwait). Over the same period of time the absolute 
numbers of deaths recorded as being due to infectious diseases and perinatal 

Evaluation of the Strategy for Health for All by the Year 2000. Seventh 
Report on the World Health Situation, Vol. 6, EMR. Regional Evaluation, 1985. 



conditions declined while those for cancer and CVD rose in all three countries 
as did also deaths due to transport accidents (which are the second ranking 
cause of death in Kuwait, after WD). 

An interesting aspect connected with the trends in mortality results from 
the analysis of mortality data from Kuwait. Although Kuwait belongs formally 
to the developing countries, its patterns of socio-economic development are 
closer to those of more developed ones; its patterns of health and disease are 
also becoming increasingly similar to those of developed countries. 

In spite of the fact that there are grounds for some encouragement and 
optimism in explaining this, i.e. the improvement in delivery of medical care 
and medical practice, the interpretation of these trends is complex and 
difficult. The conclusion is that it is too soon yet to assess long-term 
trends. 

7.2.3.2. Morbidity 

The frequency of CVD morbidity in the general population of EMR countries 
is not known, no nationwide morbidity data or information for CVD in the 
Region bein6 a v a i l a b l e .  However, some prevalence s t u d i e s ,  in r e s t r i c t e d  
groups or regions, and some descriptive epidemiological data, have been 
carried out in many countries of the Region. This is the case for RF and RHD 
(Cyprus, Egypt, Iraq, Pakistan. Sudan, Syrian Arab Republic, Tunisia), for 
hypertension (Egypt, Islamic Republic of Iran, Kuwait, Tunisia), and for 
ischaemic heart disease, mainly acute myocardial infarction (Islamic Republic 
of Iran, Kuwait, Pakistan). However, these studies do not represent evidence 
based on a large and firm population and there is a very strong need for 
further epidemiological studies and surveys in this direction. 

7.2 - 4 .  P a t  terns and trends i n  heal th-related behaviour 

Human behaviour, as already recognized and generally accepted, greatly 
influences all aspects of health and disease. There is a close relationship 
h c t w e e n  ischaemic heart d i s e a s e  and hypertension and certain lifcctylcc, such 
as smoking, over-eating, sedentariness, the abuse of animal fats and refined 
sugar, the abuse of alcohol and coffee, etc. 

'I'he abuse ,of alcohol has not yet emerged as a major health problem in the 
Region, largely due to the beneficial influence of Islamic religious views. 
Unfortunately, however, smoking is widespread and gradually increasing, 
particularly among women and youth. The same trends are related to over-eating 
or abuse of animal fats or refined carbohydrates in some social categories and 
in affluent societies. l 

In s p i t e  of t h i s  firm impression and strong opinion there are very few 
large epidemiological studies for evaluating the "risk profile" on a nation- 
wide scale in the Region. Some epidemiological studies have been carried out 
in relation to myocardial infarction and hypertension in some countries, but a 
general, scientifically-based picture on this matter is still lacking. 

Source: Biennial Report of the Regional Director for the Eastern 
Mediterranean (1983-1985). document WHO-EM/RC32/2 (1985). 
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Considering behavioural patterns in relation to the chronic ICDs, and 
especially CVD, of paramount importance is the individual attitude to health 
and disease and behaviour in relation to health services. It is ultimately 
human behaviour that determines the preservation and promotion of health, the 
cure and care of diseases (including, as a priority, their prevention) and how 
health services are utilized. 

Studies in the Region have shown that 20-302 of patients who present at 
general practitioners or other medical services do not have demonstrable 
organic illnesses. Their complair~ts are usudlly f u~lcliutlal , nu mat tcr if these 
comprise acute or chronic symptoms. At the same time, current medical services 
offer costly investigations and medications, without really helping these 
patients. On the other hand, in chronic conditions, such as those in many CVD, 
the need for long-term medical care requires good cooperation and compliance 
on the part of patients. However, these seem to be often very unsatisfactory. 
This is due partly to economic constraints or, particularly in remote areas, 
linked to difficulties of cmunication (travelling), but it also largely 
seems to be an expression of human behaviour. 

Last but not least, health-promoting behaviour should be envisaged for 
controlling and preventing CVD. There are many examples of health-promoting 
behaviour which can be officially furthered and implemented by the national 
health systems. Educational systems and religious institutions and their 
leaders can play an important - if not decisive - role in promoting healthy 
lifestyles and in combatting many "risky" factors or conditions. The national 
authorities and the medical professions should play an active role in seeking 
their assistance. 

7.3. Health care delivery infrastructure, health manpower, 
health facilities and resources 

In most countries of the Region there are three-tiered health services - 
at central, regional and peripheral levels. Priority, however, is still being 
given to big hospitals and tu  high-level tt~edical care in urban areas, o f t e n  
neglecting the remote areas. As with other factors, institutional resources 
of health care delivery vary widely From country to country. Thus, according 
to the existing (September 1985) data at EMRO, the number of beds per 10 000 
population ranges from 3.0 to 67.0. The number of physicians also varies 
widely, i.e. from 0.9 to 15.5 per 10 000 inhabitants. The number of nurses and 
midwives per physician shows a very unbalanced situation: in many countries 
the number ranges between 1-4 but there are also situations with an inverse 
ratio (0.5 - 0.8 for 1). But even in the countries with a balanced ratio, 
there is a strong concentration of all categories of medical personnel in 
urban areas. 

8. SUMFMRIES OF COUNTRY STATEMENTS 

8.1. Cyprus 

In Cyprus, particularly during the last decade, CVD has emerged as a 
major health problem. The improvement in the control of other diseases such 
as infectious diseases, the availability of new diagnostic methods and the 
changes in population behaviour such as smoking, over-eating and decrease in 
physical exercise were all causes of this change. 
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Epidemiological studies in the field of CVD were minimal. Surveys of 
records of general hospitals revealed an increase of 50% in CVD admission 
rates during the period 1976-1979. 

Ischaemic heart disease 

A large number of patients in this group of CVD was admitted to Nicosia 
General Hospital. A younger age group was markedly noticeable; most of these 
patients were heavy smokers and overweight. 

Health education programmes to help the anti-smoking campaign were 
intensified; the results of these efforts need to be evaluated. 

Hyper tension 

No accurate prevalence data are available but the impression quoted by 
the participant is that hypertension is a marked problem. A specialized clinic 
for hypertension was established at Nicosia General Hospital to help in 
detecting and managing this disease. 

Cardiomyopa thies  

Since the introduction of echocardiography as routine in most ill-defined 
c a r d i a c  c a s e s .  many cases of cardiomyopathier have been identified. A few 

cases of hypertrophic obstructive cardiomyopathy were seen but the majority of 
them were "ischaemic*' in origin. 

Rheumatic fever ,  chronic rheumatic heart di seases 

In 1972, with WHO'S cooperation and coordination, a pilot programme for 
community control of RF and RHD was started in the Nicosia district, in 
collaboration with Nicosia General Hospital. The basic operating protocol and 
the main objectives were defined clearly. Full reports were presented 
periodically and they were finally incorporated into WHO Bulletin 59(2) 
284-285 (1981). After launching t h i s  programme m i n i m a l  cases of acute E W  arld 
RHD have been seen in the country. 

Congenital heart disease 

Rubella vaccine and improvement of anti-natal care will be of great help 
in reducing the incidence of this disease in the country. 

Available expertise and f a c i l i  r i e s  

No shortage in medical manpower was seen in the country but a shortage in 
diagnostic and treatment facilities was noticed. Enough beds were available 
in the three major government hospitals to deal with the problem of CVD. 

A t  present. no c a r d i a c  surgery  i s  being performed in Cyprus. Pacemaker 

implantation is carried out only at Nicosia General Hospital in which a 
special cardiac laboratory, with extensive and specialized equipment for 
coronary angiography, will be established. 

Cyprus suffers from an insufficient number of qualified cardiologists. 
Several CVD cases have been sent abroad for further treatment. 
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8.2. Islamic Republic of Iran 

Rheumatic fever and chronic rheumatic heart diseases represent a sizeable 
public health problem in the Islamic Republic of Iran. A survey conducted on 
6000 children indicated that the prevalence rate was 7.9 per 1000 for RF and 
2.8 per 1000 for RHD. Of 12 700 children admitted to children's hospitals 
during the last four years 263 (20%) had RF. 

At the heart hospital in Teheran during a period of 18 months, of 885 
children less than 15 years of age admitted with heart disease 116 had RHD 
(13.1%). During the same period. of 435 children who underwent cardiac 
operation 65 had surgery for RHD. 

The progression of the disease is very slow in Western countries; this 
usually causes the patient to come for surgery in the 4th or 5th decade. For 
some unknown reasons RHD takes an extremely rapid course in the Islamic 
Republic of Iran. The possible role of an ethnic factor and an accelerated 
.post response cannot be excluded. 

The possibility of the higher frequency of highly potent streptococci can 
also be entertained. Socio-economic conditions too seem to play a role, since 
the majority of severely disabled cases belong to low socio-economic groups. 
It is also beyond doubt that inadequate treatment of streptococcal infections 
and lack of proper prophylaxis are two major contcibutina factors. Hitral 

valve disease is the most common form of rheumatic involvement. Affections of 
the aortic valve, usually in combination with the mitral valve, are second in 
order of frequency. Stenotic lesions of the aortic and tricuspid valves are 
rare, especially in children. 

8.3. Iraq 

Over the past fifteen years a gradual and continuing change in incidence 
and mortality of disease has been observed in Iraq. While there has been a 
decrease in mortality and morbidity due to infectious diseases and mal- 
nutrition, both prevalence of and mortality from CVD have been rising rapidly. 

Causes of death as collected from death certificates from 1976 to 1981 
reveal that cardiovascular deaths have risen from third to second place. Tn 
1982 a study carried out in Baghdad indicated that approximately 12% of 
studied patients were sufEering from hypertension (WHO 160/95). A n  explanation 
can be made for this change in the trends in CVD. This includes the following: 

1. improvement in the standard of living; 
2. better housing conditions; 
3. effective immunization campaign against infectious diseases. 

It is to be noted that the Government of Iraq has accorded priority to 
health care and all modern hospitals are equipped with coronary care units. In 
1984, a Department for Chronic Diseases was established in the Central Office 
of the Hinistry of Health. The function of this Department was to draw up 
strategies and plans for the control of CVD. This Department is gradually 
developing and needs further support. 
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8 .4 .  Kuwait 

Kuwait has an area of less than 17 000 sq.km. and a population of 
1.65 million, concentrated within 56% of this area. The people of Kuwait are 
primarily Arab in origin; more than half are indigenous. The Government 
translates enormous oil revenues into social welfare, public work and 
development plans, facilities and services for its citizens. Among features 
are the free medical services for all and education at all levels for both 
Kuwaiti and non-Kuwaiti. The Ministry of Health has prepared a comprehensive 
health plan to the year 2000. In this plan, is included reduction of 
hypertension and IHD morbidity and mortality. 

s c o p e  o f  rhe problem 

In 1983, CVD caused 27% of deaths in Kuwait. 

Since 1979, CVD mortality rates have dropped over 31%. Numerous 
epidemiological studies have been carried out in the field of CVD; however, 
none of these studies was prospective. 

Hyper t e n s i o n  

Hypertension is a public health problem of sizeable magnitude in Kuwait. 
In 1979 mortality attributed to hypertension was recorded as 15 per 100 000, 
which represents 12% of the total mortality from CVD. Even with the decline 
in CVD mortality, 79.5 per 100 000 population was reported in 1983. This 
diagnostic group continues to account for the same percentage of deaths to the 
total mortality as in 1979. Mortality recorded in the same year for hyper- 
tension was 17 per 100 000, which represents almost double the percentage of 
total CVD mortality reported five years previously. 

The overall prevalence of age-adjusted borderline hypertension was 11.5% 
whereas the prevalence of definite hypertension was determined to be 10.3% for 
those over 20 years of age. It appears to be particularly significant that 
the vast majority (63.0%) of hypertensives were unaware of their condition and 
males represented 73.6% of them. A large proportion of cases (53.6%) were not 
receiving treatment regularly and a very large proportion (83.7%) was not 
controlled. 

I s c h a e m i c  heart disease 

In 1979, mortality attributed to IHD was recorded as 43 per 100 000, 
which represents 35% of total mortality from CVD. The decline in IHD mortality 
reported in the last five years accounted for almost 40% decline in the total 
CVD mortality. 

The participant reported that the incidence of hospitalization for acute 
myocardial infarction ( M I )  was 70 per 100 000 for population in the age group 
of 20 years and above. In 1984, statistics indicated that a total of 1400 
cases of AM1 (156 per 100 000) was admitted to all general hospitals in Kuwait. 

Primary prevention of I H D ,  which included identification of the risk 
factors suspected to encourage the incidence of this disease, was difficult to 
be evaluated; there is a successful anti-smoking campaign carried out in the 

. country. The importation of tobacco was increasing rapidly due to 
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reexportation to the neighbourhood countries. Increased physical activity and 
exercises were noticed among the young but the extent of this improvement 
needs to be evaluated. The per caput consumption of food was evaluated in 
1976; a follow-up assessment is needed to evaluate the change in the 
population's food consumption. No clear data exist on the attitude of the 
population of Kuwait, to consumption of saturated as opposed to non-saturated 
fatty acids. 

It is worthwhile mentioning here that a special committee for the control 
of hyyartar~sion arid I H D  w a s  formed t o  for-n~ulate and adopt p o l i c i e s  and execute 
preventive measures with regard to these two diseases in the country. 

Cerebrovascular accidents 

Mortality reported For this disease was 15 per 100 000 in 1979. A decline 
of 61% in this mortality rate was noticed in 1983. This decline could be 
explained by the following: 

1. establishment of intensive care units in all the general hospitals; 

2. better management of hypertension leading t-o less complications such as 
CVA . 

Rhewna tic h e a r t  diseases 

In 1979, mortality for the disease was 10 per 100 000. A decline of 70% 
in this mortality rate was noticed in 1984. An advisory committee was formed 
in 1980; its functions were problem-identification and formulation of a policy 
for prevention. The achievements of this committee were not only responsible 
for the decline in RHD mortality but also in the detection and management of 
this disease. A unit for chronic disease control attached to the Preventive 
Health Department is in the preparatory stage. The functions of this unit are 
to monitor morbidity and mortality and to design and adopt a policy for 
control of these diseases, particularly CVD. 

8.5. Pakistan 

Pakistan today has a population of 83.78 million as against 33.74 million 
in 1947. The urban population is 28% of the total, with 18 cities having a 
population of over 100 000. The average population density is 272 per 
sq.mile. The per caput income is about USS245 per year. 

Ischaemi c heart disease 

Population surveys 

No large, prospective, well-designed, properly conducted survey on the 
true incidence and prevalence of IHD disease is available in Pakistan. 
A t t e m p t s  have been made t o  study population sanples but so far there has been 
no longitudinal study to define the true incidence of IHD in Pakistan. 

Because death certificates are not compulsory in Pakistan there are no 
mortality figures for the general population. Among population surveys the 
best designed series was that of Syed el A1 from the National Heart Institute 
which, for the first time in Pakistan, highlighted the high prevalence of C M  
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in the country and thus had a tremendous impact on national planning of health 
care in the field of cardiology. According to this series, hypertension ranks 
as the commonest cardiovascular disorder with a prevalence rate of 17.6% in 
the adult population. IHD is next in line with an overall prevalence rate of 
2.3%. RHD has a rate of 0.6% and congenital heart disease 0.17% in the adult. 

Combined data from two medico-legal autopsy studies in patients aged 11 
to 70 years show that some degree of atherosclerosis was present in 94.2% and 
complicated plaques (ulcerated, calcified, thrombosed) were present in 31.6%. 
Coronary involvement was found in 48.4%, half of these having significant 
narrowing (greater than 50% reduction in diameter). 

Hospital prevalence data 

The admissions due to CVD were between 4.6 to 26.7%. IHD was the most 
frequent cause of admi.ssion in both males and females. 

Mortality rates 

Only hospital rates are tabulated; there is no mechanism to ascertain 
mortality rates in the general population. Three years mortality data from 
Karachi, a city of approximately 8 million, show that cardiac deaths account 
for the majority of deaths in this selected group of population. The major 
risk factors are the same, via. hypertension, smoking. hyperlipidarmia and 
diabetes. 

(a) Hypertension 

Hypertension is a major risk factor in IHD. It is the most common 
cardiovascular disorder at any age in Pakistan, and IHD as its most frequent 
complication. The prevalence rate in hypertension is 10.2 to 17.6%. There 
appears to be a higher overall prevalence among females, beginning from 
childhood. The blood pressure shows a definite increase of risk with age. The 
highest prevalence of 23.6% was found in sedentary shopkeepers while active 
army commanaos showed only a 2% prevalence rate. 

fb) Smoking 

Cigarette-Smoking is becoming more popular in Pakistan, among both males 
and females. The overall figure is about 30%. The prevalence of smoking in 
IHD patients ranges between 61 to 83%. 

Hypercholesterolaemia is a definite risk factor for IHD in Pakistan. The 
fat content of Pakistani diet is lower than that of Western diet, being 
between 20 to 62.5 g/day, i.e. 10.25% of the average total calorie intake. 

( d )  Diabetes mellitus 

Diabetes mellitus is a major risk factor in IHD. Its prevalence in the 
general population is 1.89 to 3.8% whereas 8.5 to 20% of diabetics are shown 
to have clinical IHD. 



WHO-EH/CARD.VASC./16-E 
. page 16 

(el Other r i s k  fac tor s  

Hale sex is a dominant risk factor - the ma1e:female ratio being 2.3:l. 
Obesity has not been definitely established as a risk factor and the relation- 
ship of higher uric acid levels found in IHD patients is still obscure. The 
impact of physical activity and personality types on IHD is also undetermined 
and would require further study. 

Rheumatic fever and rheumatic heart  d i seases  

RF and RHD are common in Pakistan, but only a few prevalence studies have 
been carried out; these were centred on schoolchildren, only. Studies from 
Karachi, Peshawar and Chitral suggest a low prevalence of chronic RHD in 
high-income groups in Karachi and Islamabad and a high prevalence in low- 
income groups in Peshawar and Chitral. There is a prevailing impression that 
there is a decline in RHD but there are no firm data to support it. With the 
start of the WHO intensified field programme for RF/RHD, it will be possible 
Co have a more concrete data base. 

One may conclude that: 

- the known risk factors of atherosclerosis have an equally high prevalence 
rate throughout Pakistan; 

- atherosclerosis is as prevalent in Pakistan as anywhere else in the world; 

- atherosclerotic coronary heart disease is common in Pakistan and is 
continually on the increase; 

- the pattern of presentation and course of IHD are substantially the same 
as anywhere in the world. 

Although the overall risk factor profile and the pattern of presentation 
of IHD in Pakistan appear identical to those prevailing in Western 
industrialized countries, there may still be substantial differences which are 
yet unidentified. The reasons for the higher incidence of IHD among younger 
age groups, in both males females, and the comparison of urban and rural 
populations are among questions which are still unanswered. 

8.6. Sudan 

Sudan is the largest country in Africa with a population of 22 million. 
The climate is hot and, except for the South, arid. Half of the general 
population is below 15 and a quarter below 30. Crude death rate was 20 per 
1000 in 1980 and life expectancy at birth 48 years, and infant mortality 140 
per 1000 (1981). 

The population movement among nomad and migrant labourers, together with 
the i n f l u x  o f  refugees from surrounding countrics, hove put a great burden on 

existing medical services. CVD accounts for 1.5% of total hospital admissions 
and 3.3% of all hospital deaths. 

RF accounts for 10% of CVD hospital admissions and RHD diseases 26%. The 
figures for hypertension and coronary artery disease are 34% and 18% 
respectively. 
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Trend analysis shows that RHD has decreased as compared to hypertension 
and CVD. RF is seen as early as the age of 4, presenting with polyarthritis 
and carditis. In RHD the highest prevalence is found in the age group 20-25. 
However, a second peak is seen at 50-60. Acute myocardial infarction (AHI) is 
a disease predominantly of young males; 59% of cases occur before the age of 
55 and 11% before 35. Mortality is 7.5%. Rapid urbanization is the main factor 
to be incriminated. 

In September 1985 the Ministry of Health agreed to establish a RF/RHD 
prevention programme. el shaab Hospital was chosen as the programme's centre. 
A programme advisory committee was nominated. It is planned to carry out a 
pre-programme pilot study to detect RF/RHD. 

The programme document and plan of operation are being prepared by a 
committee. WHO' s assistance and support during the RF/RHD prevention programme 
is appreciated. The people of Sudan are particularly keen to receive WHO 
support, especially for strengthening the existing intensive care unit and in 
obtaining the required technical help as soon as possible. 

8.7. Syrian Arab Republic 

The incidence of CVD has increased in Syrian Arab Republic owing to the 
changes and developments in social and economic life, particularly hyper- 
tensive and ischaemic heart diseases (IHD). Also, because of new and modern 
technical diagnostic measures more cases of cardiomyopathies have been 
diagnosed. On the other hand, RHD have decreased since the early elimination 
of septic foci in the throat and upper respiratory tract, early diagnosis of 
RF and general education of the public. It is difficult to h o w  the exact 
incidence of different heart diseases because most of patients visit their own 
physicians and private hospitals, where no accurate statistics are available, 
while only between 10 to 20% visit general hospitals and clinics. 

During 1980-1984, the incidence of RHD has decreased, males and females 
being equally affected. 

Till the end of October 1985 the number of patients with heart diseases 
admitted to Damascus General Hospital was 1562 out of 17 459 with other 
medical and surgical diseases. 402 of these were treated in the coronary care 
unit. 

More attention has been given by the Government of Syrian Arab Republic 
during the last 15 years especially since the movement in the country of 
correction of CVD, which had become the most serious and important medical, 
economic and social problem. All means of prophylactic and therapeutic 
measures have been introduced in the country, particularly intensive care 
units, cardiac laboratories, advanced laboratory tests and open-heart surgery 
centres. 

New cardiology wards and centres have been established in different parts 
of Syrian Arab Republic, and more free services are offered to many patients 
in all fields of medicine and surgery, in particular to heart patients. 

Recently a new system of first aid and treatment has been introduced in 
Damascus through fully equipped ambulances for diagnosis and initiation of 
emergency treatment of IHD and arrhythmias, accompanied by well equipped 
doctors and nurses. 
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The Ministry of Health plans to expand the services in both prophylactic 
and active treatment, using all means of educational, technical and medical 
personnel. 

Prophylactic measures (including widespread education of the public, 
reduction of harmful habits such as cigarette-smoking. and alcohol 
consumption, improvement of the health standard of lower economic group, and 
correction of faulty diets resulting in obesity and hyperlipidaemia, 
coordination between Ministry of Health and all authorities in schools, 
fartorips and h ~ a l t h  in social communities, ~ t r  ) havp heen established to 
enable early diagnosis and elimination of all factors responsible for 
rheumatic, atherosclerotic and hy-pertensive heart diseases. 

8.8 .  Tunisia 

There is a good average with health services and health manpower: 
4 medical faculties, over 20 university hospitals and 10 cardiological 
departments, including three cardiovascular surgery services. In the cardio- 
vascular department they are working over 50 cardiologists. Once every three 
months there are national meetings when general problems, including epidemio- 
logical and population aspects are discussed. The main concern in CVD ere RF 
and RHD, with a rate of hospitalization (1980-1982) of 45%, next in rank IHD 
with 25% and hypertension with 14%. Congenital disease rate is rather 
high - 11%. 

A small decline in RF/RHD has been noted, while the severe forms have 
almost disappeared. 

A preventing programme for RF and RHD at large scale was instituted in 
both primary (against streptocosial infection) and secondary prevention 
(cardiac lasines) are included, with apparently notable results. 

There is a big interest and concern for developing more large and 
comprehensive programmes and the WHO help is required and welcomed. 

9 .  EPIDEMIOLOGICAL BACKGROUND FOR AN INTEGRATED APPROACH TO COMMUNITY 
CONTROL OF MAJOR NON-COMMUNICABLE DISEASES 

Country reports presented by representatives from several Eastern 
Mediterranean countries have clearly demonstrated the increasing importance of 
CVD in the Region; among these hypertension, cerebral stroke and coronary 
heart disease are of an epidemic nature. These facts are in accordance with 
the recent data provided to WHO Headquarters by the Western Pacific Region, 
where 16 developing countries reported more deaths from non-communicable 
diseases that normally afflict affluent nations than from infectious and 

parasitic diseases (World Health Statistics 1984, WHO, Geneva). As in other 
developing countries many Member States of the Eastern Mediterranean Region 
are already facing an epidemic of non-communicable diseases, not having yet 
conquered the bulk of communicable diseases thus making the situation more 
critical and calling upon Member States for more coherent action. 

Many of the epidemiological studies and community programmes which have 
been originally planned as cardiovascular ones, have accumulated data 
indicating that some lifestyle-related characteristics, such as smoking (or 
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tobacco use in general), unbalanced nutrition, lack of physical activity, and 
a number of psychological factors (life-changing social environment, socio- 
cultural stress and others), are common elements making for increased risk of 
a group of major non-communicable diseases, thus demonstrating that these 
factors have a very broad negative impact on health. These findings were 
consistent when analysing risk-factor profile in relation to total mortality 
in seven country-studies (Canada country study, USA/North Carolina Project). 

On the other hand, such studies e.g. the Three Communities Study 
(California, USA) have demonstrated that there is strong potential for 
prevention and control of a group of these diseases, from the point of view of 
causative effects of a healthy lifestyle and environment, as well as from the 
health care delivery point of view. 

In a number of areas, the relationship between lifestyle variables and 
resulting disease or ill-health is well known. An example of this is the 
smoking habit, which is responsible for about 90% of lung cancer deaths, 75% 
of bronchitis deaths, and 25% of coronary heart disease deaths. This does not 
require further research in terms of the need for community health programme 
implementation - here more aggressive action is needed. In the case of some 
other lifestyle variables not enough is known and further research is needed, 
e.g. in the field of nutrition where further efforts are required to formulate 
recommendations for the balanced diet which would meet those nutritional goals 
that would c o m b i n e  to prcvcnt a group of major non-communicable diseaces. 

On the delivery side, and especially within the context of primary health 
care (PHC), there is clear need for more integration of individual programmes 
dealing with specific diseases. In the design of community health programmes. 
the real possibilities of integrating preventive technology and actions into 
PHC and promoting essential health determinants such as non-smoking behaviour, 
balanced nutrition, self-care, family education, community participation and 
intersectoral cooperation for health, must be taken into account. 

A pragmatic approach should be put forward, consisting, firstly, of 
endeavours to build up an action based on existing knowledge, with the clear 
intention to shorten the gap between such knowledge and its implementation. 
and, secondly, to design these action programmes in such a way that they allow 
for incorporation of the research components needed to throw light on how to 
fill the present'gaps in knowledge. 

In this connection, it was felt by the group, that, a realistic strategy 
within the Eastern Mediterranean Region might be advocated, in accordance with 
the resolution WHA38.30 adopted by the Thirty-eighth World Health Assembly, 
which called upon Member States and WHO to intensify measures to promote the 
prevention of cardiovascular diseases as an example for other non-communicable 
diseases; to foster and support community studies aimed at joint control of a 
number of risk-related non-communicable diseases; to encourage particularly 
the coordination within WHO of programes aimed at influencing risk factors 
closely related to individual lifestyles: to encourage and sponsor workshops 

in Member States so that information about practical implementation of 
prevention and control programmes would be quickly exchanged. Depending on 
existing local interests, priorities experiences and resources, some 
countries, e.g. Cyprus, Egypt, Kuwait and Pakistan might continue with 
establishing research projects and control programmes dealing with individual 
NCD. Others, e.g. Iraq and Sudan, where several chronic conditions such as 
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hypertension and diabetes mellitus are clustering and highly prevalent, 
research and action to combine efforts at community level might be well 
justified. At the same time, others still, e.g. Cyprus and possibly Kuwait. 
having well-developed health service infrastructures, might well embark on 
developing a more integrated approach to the prevention and control of major 
NCD. Regular meetings and exchange of experiences of countries, developing 
and testing different approaches, could serve as a good basis and forum for 
further development of a regional strategy to combat major health problems in 
Member States. 

10. WHO PROGRAMME FOR PREVENTION AND CONTROL OF CVD 

Tke WHO programme for prevention and control of CVD is based on WHO'S 
long-term and medium-term programmes. The objective of the WHO long-term CVD 
programme is to prevent and control major CVD in the population. The 
objectives of the WHO Medium-Term CVD programme for 1984-1989 are to define 
ways of promoting cardiovascular health and to develop methods and coordinate 
activities leading to the establishment of effective CVD prevention and 
control programmes integrated into the general health care systems in 
communities. 

Within the context, the main programme areas of the CVD unit of WHO 
Headquarters in Geneva are as follows: 

1. The intensified programme for the prevention of CVD which consists of two 
components: coronary heart disease and rheumatic fever/rheumatic heart 
diseases. 

2. Comprehensive CVD community control programmes in some developed countries 
are integrated with other NCD (cancer, diabetes, chronic respiratory 
diseases), and in some developing countries with premedical prevention 
implemented within PHC. 

3. MONICA Project: a multinational monitoring of trends and determinants in 
CVD . 

4. Atherosclerosis precursors and hypertension determinants early in life: a 
new international WHO/ISFC study on pathobiological determinants of 
atherosclerosis in youth is being launched. 

5. Cardiomyopathies: a WHO consultation on approaches for prevention and early 
detection of cardiomyopathies was held in March 1985. 

6. Training in CVD epidemiology and prevention: Annual WHO/SFC International 
Teaching Seminar; support for similar regional and national seminars. 

7. Research: In addition to the WHO MONICA project and the WHO/ISFC study on 
pathobiological determinants of atherosclerosis in youth, WHO is supporting, 
together with ISFC, two other major international resoarch projects, namely: 

- INTERSALT: A study on the relationship of sodium and potassium 
excretion to blood pressure. 

- CARDIAC (Cardiovascular Diseases and Alimentary Comparison): a study 
on the relationship of dietary factors to blood pressure and CVD. 
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8. Standardization of nomenclature, diagnostic criteria and methods: firstly, 
WHO/ISFC task forces on: 

b Nomenclature of coronary angiograms; 
b Programmed ventricular stimulation; 
b Percutaneous transluminal coronary angioplasty (PTCA). 

Secondly, WHO Scientific Group on Sudden Cardiac Death. 

The main emphasis of WHO'S future stratcsy for prevention and control of 
CVD will be placed on: 

b population strategy (national action placs); 
b prevention early in life; 
b integration with other NCD. 

11. PROGRAMME ON COMMUNITY CONTROL AND PREVENTION OF 
CORONARY HEART DISEASE AND HYPERTENSION 

WHO'S programme on community control and prevention of coronary heart 
disease (CHD) and hypertension is part of WHO'S Intensified Programme for 
Prevention of CVD. The objective of this programme is to prepare national 
action plans with time-based goals and to initiate and evaluate such plans. 
The scientific evidence for preparing and implementing national action plans 
for the prevention of CHD has been elaborated by a WHO Expert Committee on 
Prevention of CHD (TRS C78) and another WHO Expert Committee on Conrmunity 
Prevention and Control of CVD. The strategy for CHD prevention in the 
community, outlined by the expert committees, consists of: (a) population 
strategy, (b) high-risk strategy, and (c) secondary prevention. They are not 
mutually exclusive but, on the contrary, complementary. The main emphasis is 
being placed on population strategy. This is based on the fact that the major 
proportion of cases present with only moderate risk, and that it is therefore 
more effective to shift the distribution curve of risk (cholesterol, blood 
pressure) to the left (lower values) rather than to concentrate only on the 
small population portion with relatively high risk. 

The population goals of the WHO intensified programme for CHD prevention 
are as follows: . 

(a)  for blood pressure: below 80 mm Hg diastolic blood pressure for adults, 
to be attained by prevention and control of obesity, lowering Na' and relative 
increase of K' intake, reduction in heavy alcohol consumption; 

(b) dietary guidelines: reduction of total fat intake (in particular animal 
fats) and cholesterol intake; reduction of sodium intake, increase in complex 
carbohydrate and fibre intake; 

( c )  non-smoking as the normal social behaviour. 

A WHO Collaborating Centre for Coordination of the Intensified Programmes 
for Prevention of CHD has been established in Prague. About 20 governments 
have nominated focal points for the prevention of CHD, and a first meeting of 
national programme managers will be held in November 1985 in Geneva. 
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12. WHO PROGRAMHE FOR THE PREVENTION OF RHEUMATIC FEVER/RHEUHATIC HEART DISEASE 

The well-documented decline in the incidence of RF in developed countries 
was triggered off by improvements in socio-economic conditions; it may be 
presumed that similar trends will ultimately take place in developing 
countries also. However, on current performance, few developing countries can 
realistically expect that socio-economic factors alone will produce any major 
decline in the incidence and severity of RF/RHD in the near future. The 
emphasis in developing countries must therefore be on direct medical 
approaches. 

In 1954, the first WHO Expert Committee on Rheumatic Diseases predicted 
that "if the possibility of using antibiotics to prevent rheumatic fever is 
eventually substantiated, it will offer an opportunity for preventive action 
on a worldwide scale which cannot fail to be a major concern of WHO". This 
prediction is now being fulfilled. Two other expert committees were convened, 
in 1957 and 1966, to review the evidence on prevention of RF and to make 
recommendations which might serve as a guide in the development of national 
and local prevention programmes. Based on the recommendations of these 
comittees, RF/RHD prevention was given a prominent place in the WHO long-term 
programme which was formulated in 1959 to tackle the growing problem of CVD. 

Consequently, in 1970, WHO initiated and coordinated an international 
cooperative study in seven developing countries to determine the feasibility 
and cost-effectiveness of community programmes for the prevention of RF/RHD. 
The results of this cooperative study showed that community programmes for the 
secondary prevention of RHD in developing countries are both feasible and 
cost-effective. However, despite WHO efforts few developing countries have 
gone beyond the pilot study stage and fewer still have taken up the challenge 
posed by RF/RHD within the context of their national health development 
priorities. 

The recent phase of renewed WHO global activities in this programme area 
is based on a WHA resolution (36.32, 1983) which emphasized that appropriate 
technology n o w  exists to prevent and control a erawing n i ~ m b e r  of CVD such as 
RHD in children, and urged Member States to pay particular attention to the 
wide possibilities for prevention and control of CVD as an integral part of 
their national health plans. The long-term goal of the RF/RHD component of the 
CVD intensified programme is to reduce morbidity and mortality due to RF/RnD 
through efforts based on PHC and in support of national strategies for Health 
for All by the Year 2000. (HFA/2000). 

The immediate objective is to collaborate with 12 to 15 developing 
countries, so that by 1986 each collaborating country will have established a 
community-based RF/RHD prevention programme in at least one area. with the 
intention of extending activities towards nationwide coverase over a stated 
period of time. 

12.1. Constraints to programme development 

Lack of trained personnel and shortage of simple materials and supplies, 
e.g. penicillin and syringes, are the usual constraints. Hany of these 
difficulties are related to inadequate funding and to weak or indifferent 
management. WHO has been exploring possibilities for extra-budgetary funding 
and has recently succeeded in attracting generous support from the Arab Gulf 
Programmes for United Nations Development Organizations (AGFUND). 



WHO- EM/CARD . VASC . /16 -E 
page 23 

12.2. Future developments 

The national plans of operation will include procedures for evaluation 
and for extending programme activities in a realistic manner towards nation- 
wide coverage. The global programme supported by AGFUND requires that the 
national plan of operation be formally endorsed by the Minister of Health of 
the country concerned and the respective Regional Director. 

13. MEDIUM-TERM PROCRAMME (MTP) (1984-89) FOR P R E V E ~ I O Q  AND CONTROL OF 
CARDIOVASCULAR DISEASES 

On the basis of the long-term programme proposals, the MTP for the period 
1979-83 was formulated. The MTP for the period covering the Seventh General 
Programme of Work 1984-89, is based on the proposals developed earlier which 
are still valid. It aims at promoting the development and implementation of 
epidemiology-based strategies for the prevention and control of CVD in Member 
countries. 

Objectives 

Objective No. 13 of the Seventh General Programme of Work is "to prevent 
and control major communicable and non-communicable diseases". 

The specific objective for programme 13.16 - Cardiovascular Diseases is 
"to prevent and control major cardiovascular diseases in the population". 

- Six countries in the Region, where reliable information on the magnitude of 
the CVD problem is not yet available, would have made an assessment of the 
extent of the problem and consequently selected priorities for intervention. 

- In six other countries of the Region, where some information is available, 
cormnunity-based control programmes, for oithor single or multiple CVDs, would 

be formulated and implementation, within the context of existing health 
services, started. 

Approaches 

The major thrust of the programme during this period will be on training 
cardiologists and other public-health-oriented physicians in epidemiological 
skills appropriate to CVD and other NCDs, through organizing training courses 
and selecting a few physicians in each country for advanced training in 
epidemiology of chronic diseases. 

Promotional visits by WHO staff and consultants will be made to selected 
countries in the Region for assessing the CVD problem and to highlight the 
need for developing CVD control programmes. 

Collaboration will be extended to countries in developing innovative and 
community-based CVD prevention and control programmes will be integrated 
within the health services. 
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Research in the priority areas identified by EM/ACMR, and of the type 
aimed at facilitating the implementation of control programmes, will be 
promoted and supported. 

14. METHODOLOGY APPROACH TO COMMUNITY CONTROL OF CARDIOVASCULAR DISEASES 
THE CONCEPT, THE STRUCTURE AND THE COMPONENTS OF A NATIONAL-SCALE (LARGE- 
SCALE) PROGRAMME 

As already accepted, Lllere is much interest on the part of the community 
at large in many countries of the world, including those of WHO'S Eastern 
Mediterranean Region in the prevention and control of CVD and other related 
NCD. The overall picture of the current situation in the Region is: 

(a) In some countries the first step, i.e. to define the magnitude and extent 
of the problem, still has to be taken. 

(b) In many others, local studies have already been initiated and are 
operating, most of them being pilot projects to test methods of 
intervention. 

(c) In a few countries plans for national programmes are being considered for 
implementation. 

In spite of the fact that health services and socio-economic conditions 
differ in many ways between countries, some general principles and guidelines 
for planning, coordination and evaluation can be identified, for the 
elaboration and implementation of a programme of community control and 
prevention of CVD. 

14.1. The basic concept 

The establishment of a national programme for CVD must be: 

(a) considered w i t t ~ i r ~  the e x i s t i n g  system of medical care policy; 

(b) in accordance with the political and administrative structure; 

(c) within the context of the general plan of socio-economic development. 

14.2. General patterns 

(a)  the programme should be long-term, comprehensive and coherent. 

(b) the programme should be community-oriented and individual-(patient)- 
related. 

(c )  the programme must be based on a scientific and appropriate information 
system. 

(dl The programme should be developed according to an overall policy, 
formulated at national level, which includes : planning and organization, 
coordination and functioning and evaluation. 
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14.3. Strategic approach 

(a) to stimulate or initiate national (community) action by means of a 
national conference. 

(b) to set up a national (local) body (board, committee, commission) to 
coordinate the planned (or ongoing) activities. 

(c) to designate or nominate an institution as a focal point. 

The national b o d y  

The national [or central) body. which would be responsible for the 
preparation of the national plan, should consist of public health 
administrators (central, regional), cardiologists and other specialists in NCD. 

The national (central) unit (institute, centre, clinic, hospital) 
selected as a focal point and methodological centre for coordination and 
evaluation, should also be used for education and research purposes. 

14.4. Elaboration of the national programme 

14 - 4 . 1 .  The Building-up o f  an information system 

The first step in preparing the national long-term programme should be to 
assemble all information needed for the formulation of the national policy: 

(a) Demographic data 

- age and sex structure of the population; 
- mortality rates; 
- morbidity indices and/or profiles (type and frequency of the disease). 

(b) Epidemiological data concerning CVD 

(c) Assessment of resources 

- health manpower of various categories: 
- facilities; 
- educational resources for health professionals and for the public. 

14 .4 .2 .  The E l  aboratf on of the national programme 

The final product of the above-mentioned preparatory work will enable the 
national committee to prepare a plan based on the agreed national policy and 
including general aims, main objectives and specific targets phased step-wise 
in time . 

In f o r m u l a t i n e  the d e t a i l e d  p l a n  s p e c i a l  attentinn s h n i ~ l d  h~ given to the 
following points: 

(a) identification of the organizational structure; 

(b) identification and precise formulation of specific objectives and targets; 
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(c) clear definition of the manpower policy; 

(d) specification of the coordination system; 

(el incorporation into the plan of a method of continuous evaluation and 
modification as necessary; 

( f )  integration of the detailed plan into the existing medical care system. 

12.5. Aims, objectives and targets of the national plan 

promotion of CVD health 
primary prevention of CVD 
improvement of medical services 
assessment of major hazards to cardiovascular health and the reduction 
of premature morbidity/mortality 
the major public health problems and priorities in the field of CVD 
must be defined for each country 
the national plan for prevention and control of CVD must be implemented 
in connection with a general programme for NCD and integrated with PHC 
the development of epidemiological studies 
clinical studies related especially to the early stages of CVD 
biomedical research connected with the aetiological and pathogenic 
profile of some diseases 
the development, organization and implementation of medical care 
community involvement in the promotion of health and in the prevention 
and improvement of health care. 

12.6. The components of the programme for the control and prevention of CVD 

The components would be: 

b primary prevention and identification of risk factors; 
b early mass detection; 
P improvement of medical care; 
b continuous education of different categories of health workers; 
b research and evaluation and development. 

15. RECOMMENDATIONS 

1. It is felt that the information base of health statistics available in most 
countries of the Region is insufficient, and may also be inaccurate. There is 
thus a need for renewed efforts to assemble an up-to-date and accurate data 
base regarding morbidity and mortality of the three major cardiovascular 
diseases, namely RHD, hypertension and coronary heart diseases. 

2. However, the information available does identify the predominant 
cardiovascular problems of the Region. There is thus ample evidence to 
suggest that hypertension and coronary heart diseases have shown a dramatic 
increase during the past two decades, and that this trend is progressive in 
most countries of the Region. 

3. The group has therefore agreed that intervention programmes are essential 
and should be launched in most of the countries immediately on the basis of 
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the available information. Plans for primary prevention of hypertension and 
coronary heart diseases must be organized now, keeping in view the local 
constraints. The broad principles on which such programmes should be based 
are as follows: 

(a) Each member country should have a standing national body (commission, 
board, committee) comprising cardiologists, epidemiologists, health 
administrators, public health doctors, educators and representatives of other 
relevant sectors of the society, e.g. mass media people and social workers 
from the community and representatives of medical associations. This body 
should chalk out and continue to evaluate the national plans for the 
prevention of CVD within the framework of the PHC. 

The national body must have its own permanent headquarters which should 
act as the focal point for coordination, evaluation and methodological 
research of the programme. These tasks should preferably be entrusted to the 
head of the NCD section of the preventive department in the Hinistry of 
Health, which should then decide upon the operational framework for execution 
of the programmes. 

(b) The system of registration, reporting, completion of death certificates, 
and data monitoring, processing and evaluation is inadequate in most of the 
countries. Each country must therefore devise ways and means to improve its 
information system at the earliest. ICD9 sllould be adhered to by all member 
countries in order to standardize reporting. 

( c) A combined programme of prevention of RF/RHD hypertension and modifiable 
risk factors of coronary heart diseases should be started immediately; this 
should include support of anti-smoking campaigns, community advice on balanced 
diet, early detection and management of hypertension, population education on 
cardiovascular health etc. 

The strategy as recommended by the WHO Expert Committee should be 
followed. Pilot projects may be necessary to develop the correct methodology 
and to convince health administrators of the feasibility and efficacy of the 
proposed programmes. 

(d) National research capacities should be strengthened. Research project-s to 
ascertain the exact validity of the known risk factors and to detect other 
hitherto unidentified risk factors specific to the population should be under- 
taken concurrently, e.g. the incidence of CHD manifestations at an early age 
in the Region. Relevant research projects on RF/RHD should also be adopted. 

(el In terms of risk assessment and prevention an integrated approach should 
be devised and followed whenever possible. 

(f) Necessary information should be provided and information exchange between 
countries promoted in this field. 

(g) The demands (needs) of an informed and concerned public are a potential 
means of stimulating government action. 

(h) The preventive approach on BCDs should be incorporated into the curriculum 
of universities and other training institutions. 
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4. WHO should provide assistance to Member States in the manner proposed 
hereunder: 

(a) Training of health personnel in cardiovascular epidemiology and prevention 
at various levels. To achieve this objective appropriate training programmes 
should be conducted at the Regional as well as the country level. 

(b) Mobilization of sources for projects of the intervention programmes. 

(c) Arranging for frequent visits of consultants whenever needed. 

(d) Arranging annual regional meetings with increased participation to 
exchange vicw:: and working hypotheses and also to elaborate intercountry 
programmes. It is proposed that the next meeting be held in Pakistan, Cyprus 
or Kuwait to monitor the progress of national programmes. 

(e) Design of universal reporting forms for the Member States; such forms 
should enumerate all the requisite health statistics. 

(f) Recognition of health education and health information as main components 
and foundations of a community programme for prevention and control of CVD. 

(g) Encouragement by the Regional Office of countries eligible to participate 
in WHO Headquarters vrlgving projects ,  for examplc HONICA, Pathobiolo~ical 
Determinants of Atherosclerosis in youth, Smoking and Health, Integrated 
Programme for Community Health in Non-Communicable Diseases, etc. 
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1. Introduction, scope and objectives of the Meeting 

2. The epidemiology of cardiovascular diseases - prevalence, mortality and 
economic impact (global overview) 

2.1 CHD and Hypertension 
2.2 Rheumatic Fever and Rheumatic Heart Diseases (RF/RHD) 

3. Cardiovascular Diseases (CVD) in the EMR 

3.1 Regional overview 
3.2 Country presentations 

4 .  WHO programme for prevention and control of CVD 

4.1 Coronary Diseases and Hypertension (CHD) 
4.2 Rheumatic Fever and Rheumatic Heart Diseases (RFIRHD) 

5. Methodological approach to community control of CVD in ENR 

5.1 Possible integration with control programmes for other 
non-communicable diseases (NCD). 

5.2 Implementation of control activities within PHC. 
5.3 Training of different categories of health workers in community 

control of CVD 
5.4 Health Education. 

6. Updating the Regional Medium-Term Programme. 

7. Conclusions and Recommendations. 



WHO-EH/CARD.VASC./16-E 
page 32 

Saturday. 9 November 1985 

09.30 - 10.00 - Registration 

- Openins Session 

- Inaugural address by H.E. the Minister of Health 

- Message addressed by Dr Hussein A. Gezairy, 
Regional Director. WHO Eastern Mediterranean Region 

- Coffee break 

- Election of Officers 

- Adoption of the Agenda 

- Introduction, scope and objectives of the Meeting 

- The Epidemiology of Cardiovascular diseases and 
economic impact (Global overview) 

- Epidemiology of coronary heart discasc and 
hypertension 

12.30 - 13.00 - Discussions 

- Epidemiology of Rheumatic fever and rheumatic 
heart diseases (RF/RHD) 

- Discussions 

Sunday. 10 November 1985 

08.30 - 09.30 - Regional overview 

09.30 - 10.30 - Country presentations 

10.30 - 10.45 - Coffee break 

10.45 - 13.00 - Country presentations (continued) 

- Discussions 

17.00 - 19.00 - Country presentation (continued) 

Monday. 11 November 1985 

08.30 - 10.30 - WHO Programme on NCD 

- WHO Programme for prevention and control of 
cardiovascular diseases (CVD) 
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Monday, 11 November 1985 (Continued) 

- EMRO Medium-term p r o g r l r a n e  WII EWIIUIIUII~L~ c u n t ~ - o l  
and prevention of CVD 

- Programme on community control and prevention of 
coronary heart diseases and hypertension 

- Programme on community control and prevention of 
RF / RHD 

- Coffee break 

- Discussions 

- Methodological approach to community control of CVD 

- Possible integration with other NCD and 
implementation of control activities with PHC 

- Training of different categories of health workers 
in community control of CVD and health education 

- Discussions 

- Working Groups for preparation and proposal for 
regional CVD programme for Eighth General Programme 
of Work 

- First working group on RF/RHD 

- Second working group on hypertension and CVD 

Tuesday, 12 November 1985 

- Visit to a cardiological hospital to an out-patient 08.30 - 12.30 
department and to a health centre 

17.00 - 19.00 . - Working groups (Continued) 

Wednesday, 13 November 1985 

08.30 - 10.15 - Presentation of working groups reports and 
general discussions 

10.15 - 10.30 - Coffee break 

10.30 - 12.30 - Conclusions and recommendations and general 
discussions 

12.30 - 13.00 - Coffee break 

13.00 - 14.00 - Closing ceremony 


