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1. lNTRODUCTI~ 

The Second Regional Seminar on the Prevention and Control of 
Cardiovascular Diseases was held at the WHO Conference Hall in Manila 
from 31 March until 5 April 1975. 

The objectives of the Seminar were: 

(a) To collate available infonnation on the prevalence and 
incidence of cardiovascular diseases in the Region, and on the care 
presently provided. 

(b) To assel'!S the present resources and potential for improving 
control of major cardiovascular diseases in the Region. 

(c) To promote exchange of experience and cooperation between 
countries at various levels of development of medical care with respect 
to cardiovascular diseases. 

(d) To outline appropriate methods for the prevention and 
community control of cardiovascular diseases. 

(e) To discuss practical projects for the control of 
cardiovascular diseases. 

(f) To pinpoint priority problems of cardiovascular diseases in 
the Region and to mobilize resources for their control. 

The Seminar was opened by Dr F.J. Dy, Regional Director of the 
WHO Western Pacific Region. He referred to the Seminar on Prevention and 
Control of Cardiovascular Diseases in 1968 when particular emphasis had 
been on rheumatic fever, rheumatic heart disease and those disorders 
related to infections. The present meeting was aimed also at reviewing 
important problems such as ischaemic heart disease and hypertension that 
were on the increase in many countries of the Region. It was important 
to review their extent in the hope that some leads could be found for 
their prevention. 

Dr John Scott was elected as Chainnan, and Dr K. Sarvananthan, as 
Vice-Chairman. A summary of the agenda adopted for the meeting is given 
in Annex 1. There were participants from 12 countries; their names 
together with those of consultants and secretariat are set out in Annex 2. 

This report aims to review and summarize the infonnation provided 
by country reports, as well as the discussions that took place on the 
different topics. 'lbe wonting papers prepared for the meeting by 
Dr Ian Prior, seminar director, and Dr Z. Pisa, Chief of the Cardiovascular 
Diseases Unit, WHO Headquarters, Geneva, are available upon request from 
the Regional Office, Manila. A number of working papers and documents 
were distributed to the participants during the meeting. 
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2. RHEUMATIC FEVER AND RHEUMATIC HEARl' DISEASE 

2.1 Introduction 

A review of the etiology and pathogenesis of rheumatic fever and 
rheumatic heart disease, the primary and secondary prevention of these 
disorders, and the epidemiology of streptococcal infections was presented 
by Dr Pr1or. 

Wh1le this disorder is basically preventable, there is a considerable 
gap between the exist1ng knowledge and its application. The falling rates 
in many countries are likely to be related to improvements in social and 
living condit1ons that lessen the impact of repeated exposures to 
streptococcal infections. Within many countr1es of the Reg1on, however, 
rheumatic fever and rheumatic heart disease represent the major cardiac 
problem causing h1gh morta11ty and morbid1tY,particularly in young 
children and adolescents. It was suggested, therefore, that the 
estab11shment of registers and projects of secondary prevent10n was a 
priori ty area to be tackled. 

SUch projects have to be developed on a pilot bas1s by highly 
motivated persons and then introduced on a wider basis. 

The key steps in establishing effective secondary prevention were 
summarized: 

(a) Establishment of rheumatic fever and rheumatic heart d1sease 
reg1ster on a geograph1c basis based on records of hospital patients. 
The interest and support of paediatricians and cardiologists would be 
essential. 

(b) Free prov1s10n of prophylactic drugs. 13enzathine penicillin 
should be given monthly in those under 18 years and every three weeks in 
those 18 years and over. Oral penic111in is the second choice and 
sulfonam1des should not be used because of inferior effect. 

(c) To ensure patient adherence to regular med1cation, home or 
school visits and administration of the penicil11n injection may be 
required in some areas when patients live far from clinics. Close liaison 
and communication between members of the rheumatic fever teams and general 
practitioners are also necessary. The basic problem is one of organ1zation. 
At the same time, social agencies and other government and non-government 
help should be sought to help deal with the housing and other problems in 
fam1l1es where members with rheumatic fever can be located. 

2.2 Review of country reports 

Rheumatic fever and rheumat1c heart d1sease are not major problems 
in Austral1a, Japan, Malaysia, New Zealand (European and Pakeha population) 
and Tonga; therefore, they do not receive high priority. In Cambodia, 
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the Republic of Korea, Laos, Philippines and Western Samoa, these disorders 
are considered common problems in hospital practice but no community based 
data is available. 

FOllowing the Seminar in 1968, rheumatic fever became a notifiable 
disease in Fiji. Registration notice and follow-up information are sent 
to district health workers who are responsible for giving free monthly 
injections of benzathine penicillin. Rheumatic fever and rheumatic heart 
disease are more common among Indian schoolchildren, particularly girls, 
than Fijians. Higher rates occur in the highlands with more frequent 
rainfall. The incidence of florid rheumatic fever seems to be declining 
but the number of cases of rheumatic heart disease appears to be increasing. 
This could be due to increased case-finding activities and the cumulative 
effect on an older cohort. 

Al though there is no register of rheumatic fever in Japan, two 
major screening programmes have been carried out in Tokyo and Osaka since 
1958. The detailed procedures of the systematic examination adopted in 
Osaka are illustrated in the following diagram: (see next page). The mean 
rates per 1000 children with histories consistent with rheumatic fever, 
with evidence of rheumatic heart disease and with congenital heart disease 
for the five year period 1958 - 1962 and 1968 - 1972 are summarized below: 

Rate per thousand 
I Number History Rheumatic heart Congenital heart 

examined rheumatic fever disease disease 

1958 - 1962 431 000 3.9 3.1 1.7 

1~8 - 1972 1 124 000 5.5 1.3 2.7 

A study group of the Ministry of Health and Welfare recommended in 1974 
application of the standards of diagnosis for rheumatic fever and the 
programme for secondary prevention using benzathine penicillin. 

In the RepubUc of Korea, 19 - 33 per~. of cardiac cases seen 
in hospitals were said to be rheumatic in origin. All subjects in schools 
and factories with 16 or more persons are required by law to have annual 
physical examination. Results from several school surveys have shown 
rates from 2 to 9 per 1000 children. Around 30 per cent. of acute 
rheumatic fever cases had a hiStory of sore throat and 28 per cent. 
positive throat swabs for haemolytiC streptococci. ResultS-Of-a-iimited 
study of ASO titre on 412 apparently healthy children under the age of 
15 are shown below: 

ANTISTREPTOLYSIN 0 TITRE BY AGE GROUP (TODD UNIT) 

Age (year) 2 3-5 6-7 If-10 11-13 14-1< 

Mean 19.1 68.1 121.5 157.3 160.1 140.4 

Standard Deviation +16.68 +65.30 + 95.18 :102.34 .:103.89 !. 73.~ - .', - .. . . 

i 
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OSAKA METHOD OF MASS HEARl' EXAMINATICN FOR SCHOOL CHILDREN 

Questionnaire 
(written by parents) 

Normal 

Indirect chest film 
(using mini chest X-ray 
film for tuberculosis 
detection) 

Auscultation 
(by school doctor) 

Ausculation and History taking (by specialist) 

Normal 

I I 

Basal examinations Additional &xaminations Special examinations 

1. History taking 1. Exertional EOO 1. Special 
2. Indirect chest film 2. Vector EOO characterization 
3. Ausculation 3. Direct chest film 2. Angiogram 
4. Phonocardiogram 4. Optical Density 3. F\.Inctional 
5. Electrocanliogram test examination 

5. Blood examination 
(Anti-Streptolysin O. 

-ROC, etc. ) 
6. Urinalysis 

Diagnosis 

otI 
Control and Guidance 

1. Heal th education and guidance 
2. Periodic observation 
3. Treatment of meumatio fever and rheumatic heart 

disease 
4. Operation for congenital heart disease 
5. Grading disability of heart function and 

application for the aid of social welfare 
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Rheumatic fever and rheumatic heart disease remain an important 
problem among the New Zealand Maori and in some parts of the cotmtry the 
rates of rheumatic fever are 20 - 80 times higher than in the European. 

A cardiac working group was set up in Singapore in 1969 to study 
the incidence of rheumatic fever and epidemiology of the streptococcus. 
Semi-automated methods have been developed in the WHO-assisted 
Streptococcal Laboratory for ASO titre, together with streptococcal typing 
and identification offered to all hospitals in the COtmtry. During the 
first two-year period of the study, 397 cases of rheumatic fever were 
notified, of whom 273 were confirmed as defined by modified Jones criteria. 
One htmdred ninety seven of these were first attacks and 76 were recurrences. 
Higher rates were fotmd in Malays and Indians compared to Chinese. ASO 
titres were included and 84 per ~. had titres of 200 units or above 
while 25 per cent. had titres greater than 600 units recorded. Twenty-one 
pOint eight per cent. had positive haemolytic streptococci throat swabs. 

In the speCial comparative study between intramuscular penicillin 
and oral peniCillin, both drop-out rate and that of relapse were about 
the same in these groups. However, at monthly follow-up, 12.6 per .2!E.!. 
on oral peniCillin as compared to 6.3 per~. on intramuscular treatment 
had positive throat cultures. 

Rheumatic fever has been a notifiable disease in Tonga since 1969. 
A prevalence survey on hypertension, diabetes, rheumatic fever and 
rheumatic heart disease was conducted in 1973 with WHO assistance. Among 
789 adults on the island of FOa, 9 were found with rheumatic heart disease, 
i. e.. l.l~r cent.. excluding cases of so11 tary aort! c stenosis. In 1046 
young people: ~re were only two with evidence of rheumatic heart disease, 
or 0.2 ~~. and six with evidence of congenital heart disease, or 0.6 
per~. Rheumatic fever is, therefore, not a serious problem in Tonga. 

2.3 Discussions 

2.3.1 Establishment of project committees on rheumatic fever and 
rheumatic heart disease prevention 

It was felt that project committees with representation from the 
health department, medical schools and voluntary bodies (e.g. Heart 
FOundation, National cardiac SOCiety) should be established to promote 
and supervise the scientific and administrative details of projects. 
Pilot stUdies of secondary prevention could in this way be coordinated and, 
if proven effective, be extended on a national basis. 

2.3.2 DiagnOSiS and modified Jones criteria 

It was recognized that there are no absolute criteria for the 
diagnosis of rheumatic fever and that the modified Jones criteria as set 
out in the WHO report (20) should be followed and tested within the Western 
Pacific Region. Assignation into definite and probable cases using the 
criteria and following subjects over a period of years would be required. 
Combining this with the establishment of a register and a secondary 
prevention programme was considered necessary to provide a stimulus to the 
whole problem of preventive cardiology. 
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2.3.3 Pattern in young people 

The early onset of the disorder in young children is a feature in 
many of the countries of the Region. It represents the probable effect 
of repeated and frequent exposure to haemolytic streptococcal infections. 
It was suggested that the nutritional history, status of the subject and 
the social and environmental factors all required study as well as the 
immunological aspects of the individual's response. 

2.3.4 Juvenile mitral stenosis 

The value of regarding the sub-group of juvenile mitral stenosis 
as a separate entity was questioned. It was agreed, however, that specific 
studies of this sub-group could form the basis for development of effective 
registers. The collaborative study of this problem being undertaken by 
the Research Committee of the Asian Pacific Society of Cardiology was 
mentioned. 

2.).5 Aortic stenosis as a separate entity 

The data from New Zealand and the South Pacific provided 
epidemiological evidence that solitary aortic stenosis should usually be 
regarded as a separate entity. The data support the hypothesis that cases 
could be led by abnormality of congenital bicuspid valves or related to 
atherosclerotic changes in valves responding to haemodynamic stress. The 
problem clearly requires further study and cases recorded on registers will 
offer opportunity to check how frequently solitary aortic stenosis occurs 
following documented definite or probable rheumatic fever. 

2.3.6 Immunology of rheumatic fever 

The current status of the streptococcal autoimmune pathogenesis of 
rheumatic carditis was discussed. The advances in knowledge that have 
taken place in this field since the 1968 seminar were reviewed and 
summarized. The way in which respiratory viruses, particularly coxsackie 
B4 and as, can produce lesions in the heart histologically identical to 
those of rheumatic fever was discussed. The need for research in suitably 
equipped centres to include detailed immunological and viral studies was 
noted. 

The desirability of including ASO titre estimations, preferably 
on at least two occasions during the course of the illness in all subjects 
presented for diagnosis was stressed. It was felt that this could be C1f 
much greater value than identification of haemolytic streptococcus in the 
throat swab. 

2.3.7 Local studies of the problem and establishment of registers 

The advantages of acute rheumatic fever being made a notifiable 
disorder were agreed on. It would have merit, however, only if a real 
effort was made to ensure adequate and complete follow-up of definite 
and probable cases. 
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A model register could be started in an area relying on identification 
of cases presented to the hospital. Specially developed forms would be 
needed for recording history and results of physical examination and 
laboratory tests including ASO titres. The inclusion of old and new cases 
of rheumatic heart disease with valvular lesions was considered desirable 
as some of those in the younger age group would show evidence of rheumatic 
activity. As a group they are at much greater risk of further cardiac 
involvement and so need prophylactic penicillin therapy to lessen the 
likelihood of further episodes. 

The retrospective identification of all cases with acute rheumatic 
feVer, definite or probable, in particular hospitals over a period of at 
least one year was recommended. This would allow a follow-up study to be 
carried out with information regarding present status and previous history 
of secondary prevention, such as, for how long, at what cost and if not 
given, for what reasons. These cases could then be recorded on the ongoing 
register. 

Reports were reviewed shOWing that benzathine penicillin regularly 
given was seven times more effective in reducing recurrences than oral 
penicillin. The varying adherence to oral therapy was recognized as being 
common and difficult to deal with. It was agreed that sulphonamides were 
less effective than oral penicillin and should not be used. The problem 
of rare anaphylactic reactions to intramuscular benzathine penicillin was 
discussed. Local muscle atrophy at site of injection was reported to 
occur as a rare complication. Various methods of measuring sensitivity 
to penicillin were considered but it was felt that they were not predictive 
of an anaphylactic reaction and, the refore, had no real contribution. A 
history of previous penicillin administration and any side effects should 
be sought prior to conunencing therapy. It was recorrrnended that benzathine 
penicillin 1.2 mega units given intramuscularly every four weeks in those 
under 18 years and every three weeks in those 18 years and over should be 
adopted as the standard method of secondary prevention. Oral penicillin 
250 mg penicillin G. given daily was the second alternative. Erythromycin 
daily should be used for those sensitive to penicillin. 

As a safety procedure those giving benzathine penicillin 
intramuscular injections should always have available intramuscular 
hydrocortisone and a syringe and should be instructed in cardiopulmonary 
resuscitation. They should also wait at least five minutes with the 
subject after injection. 

The use of a small amount of local anaesthetic (e.g. zylocaine) 
drawn up into the needle after the benzathine penicillin was recommended 
as a means of decreasing local pain from the injection. 

2.3.8 Rheumatic fever (RF) and rheumatic heart disease (RHD) control teams 

It was suggested that special teams for tackling the problem of 
secondary prevention be established, including cardiologists, paediatricians, 
public health or community physicians and nurses with the prime 
responsibility of maintaining the register, of ensuring administration of 
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prophylactic penicillin and at the same time arranging for medical and 
social supervision of the patient and his or her family. Collection of 
information on housing, social and welfare problems and costs of medical 
care should also be the responsibility of the team. 

The RF and RHO control teams would be the means of spreading 
information about the problem at community level and could improve 
case-finding and identification of high-risk groups through their contacts 
with community leaders, school medical officers and nurses and with general 
practitioners and public health medical officers. 

The agreement by the different Governments to provide salaries, 
administration costs, and transport facilities to ensure mobility, was 
held to be of vital importance in those countries that did not have 
national health schemes. The Fiji and Singapore services were regarded 
as valuable models that could be adapted to the conditions in different 
countries. 

The RF and RHO control teams should do everything possible to help 
establish a known population data base for areas being studied so that 
incidence rates could be determined over a period of time. This would 
allow progress to be measured and a more effective comparison to be made 
between different areas within countries and between countries in the 
Western Pacific Region of WHO. 

2.3.9 Screening for cases of rheumatic fever and rheumatic heart disease 

Screening of high-risk groups, e.g. 5 - 30 year olds for rheumatic 
heart disease was suggested as a means of determining prevalence rates 
but it was agreed that large numbers would be needed because of relatively 
low rates even in high-risk popUlations. 

Screening teams would need to include trained cardiologists. The 
availability of WHO auscultation training tapes was noted. The 
desirability of setting up some epidemiological exercises to check the 
intra- and inter-personal differences between observers in murmur 
identification and aSSignation was stressed, as was the need for defined 
written criteria. 

Screening examinations could include questionnaires to obtain 
information on Joint symptoms as an estimate of probable rheumatic fever 
illness, but it was recognized that this would lack preCision and be of 
doubtful value. The studies could be used, however, for collecting 
information on congenital heart disease and the distribution of coronary 
risk factors and smoking habits in young people if planned accordingly. 

The exchange of information through the WHO Regional Office of 
progress and problems met by groups in establishing registers in the 
different countries and territories would be of considerable value. The 
fact that the WHO Regional Office is making provision for some consultant 
follow-up of the 1975 Seminar in 1977 was welcomed by participants, and 
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this arrangement was seen as part of the mechanism whereby governments 
and health authorities could be strengthened and encouraged in developing 
ways and means to tackle a preventable form of heart disease. 

2.3.10 Streptococcal epidemiology and primary prevention of rheumatic fever 

The streptococcal epidemiological study being carried out in 
Singapore was considered as an excellent model. It involved the 
establishment of a high quality central streptococcal typing and reference 
laboratory that undertook specific aspects of development of the Singapore 
Rheumatic Fever Register. 

The collection of prevalence data on extent of positive 
~haemolytic-streptococci throat carriers in different high-risk groups 
such as schoolchildren, students or soldiers in army barracks was considered 
to be worthwhile. 

The improved availability of facilities for streptococcal typing in 
such situations and a system of monitoring for early action with penicillin 
treatment when epidemics developed was stated as a desirable goal. 

The need for prospective surveys in certain high-risk- groups to learn 
more concerning the extent and changing pattern of streptococcal carrier 
states and infections was discussed. These should be undertaken where 
facilities are available and where specific research projects could be 
developed and supported with necessary personnel and resources. 

2.3.11 General comments 

The need to spread knowledge among lay people concerning the 
interaction of streptococcal throat infections, the risk subject and the 
environment in which he or she and his family live was stressed as an 
example of the way in which health education programmes should be part of 
studies of health problems. 

Specific programmes aimed at mothers and school teachers could be 
of considerable benefit and pilot studies could be established to determine 
whether this type of approach was possible and could produce worthwhile 
results. 

The need for the general practitioner and first contact physician 
and the specialist cardiologist to recognize the way in which the public 
health authorities could help them in tackling problems of this type was 
stressed. The real need for the hospital and clinic doctors to look outside 
into the community was recognized. This new approach is an important trend 
in medicine on a worldwide basis and one which must be developed in the 
teaching of students and in the practice of medicine on a community basis. 

WHO involvement by provision of consultants and/or technical advisers 
to assist in setting up particular studies was felt to be important. 
Presentations by representatives of participating countries on the extent 
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of the problem made it clear that this aspect could well be given high 
priority in the overall programme of WHO assistance in the Western Pacific 
Region along with communicable and other controllable diseases. 

Benzathine penicillin is more expensive but is much more effective 
if 81ven regularly. It was therefore felt that help to Governments 
through United Nations Children IS F\Ind (UNICEF) in provision of benzathine 
penicillin, oral penicillin and limited supplies of erythromycin for cases 
sensitive to penicillin would be a real advance. It was recognized that 
an approach would need to be made by the individual governments to UNICEF. 

3. ARTERIAL HYPERl'ENSION AND STROKE 

3.1 Introduction 

The varying pattern of hypertension in different parts of the Asian 
Pacific area was introduced by Dr Hatano and at the same time the need for 
more adequate processing of the epidemiological data collected was stressed. 

Dr Z. Pisa reported on the trials being carried out in different 
parts of the world aimed at assessing the need for treatment in subjects 
with mild hypertension with diastolic pressure levels of 90 mm to 109 mm 
or 96 mm to 109 I11III. 

3.2 Country reports 

Excellent prevalence and prospective data has been obtained in the 
Busselton Study in Western Australia. 

The proportion of unrecognized hypertensives in the Busselton 
community and in Australia in the National Blood Pressure study are similar 
and give a good idea of this problem. 

DBP < 95 rom Hg 87% of persons 
DBP 95 - 109 rom Hg 10% of persons 
DBP~110 rmn Hg 3% of persons 

Of those with a diastolic blood pressure (DBP) of 110 mm Hg or higher, 50% 
were under medical treatment: of those under treatment only 50% had a 
diastolic pressure below 95 mm Hg. FollOWing treatment, as many as 20% 
remained to have the diastolic blood pressure over 110 rom Hg. 

Valuable data on the need for rescreening of new cases of 
hypertension following an initial survey were obtained in Busselton when 
the same subjects were seen again after six years. The changes in DBP after 
six years, from the initial levels, for subjects aged 40 and over, are as 
follows: (see next page) 

: 
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PERCENTAGE DISTRIBUTION BY WSSELTON PEOPLE OF BO'IH SEXES 
OVER 40 YEARS OF AGE BY DBP AFTER SIX YEARS, 

AS CCMPARED WITH INITIAL DSP 

DSP after Percentage distribution by initial DBP 

6 years 
70 70 - 79 80 - 89 90-

M F M F M F M 

<95 96.0 100.0 92.0 97.0 87.0 85.0 78.0 

95 - 109 4.0 0.0 8.0 2.0 11.0 11.0 18.0 

.) 110 0.0 0.0 0.0 1.0 2.0 4.0 4.0 

Number in group 93 65 188 198 194 199 93 

94 
F 

70.0 

25.0 

5.0 

103 

Epide;'liological studies carried out in Fiji by Lovell and Maddox 
in 1959 showed hypertension was more common in Indians than in Fijians 
and there were higll,'r I ev~ls among urban dwr,llers of both races than 
rural dwellers. II)Spi tal-based data also suggested that the Indian mal.~ 
is at greater' ri::;f; of severe hypertension while the more obese Indian 
females have mild to moderate hypertension wjth higher rates of urinary 
infection and toxaemia ofl'regn!ll1cy than F~jj i1J1 fer:lales. 

A hypertenSion register was established in Fiji in 1973 with oases 
being detected through various community health screening prooedures. 
Cases are followed up through hypertension clinios. 

A variety of major projects assessing the extent of hypertenSion 
in different areas of Japan have been carried out. The frequenoy of 
hypertension shows higher rates in the northern parts than in the south. 
The part played by habitual salt and miso intake and the physioal 
environment including oold non-heated houses was presented. Screening 
programmes are carried out in many communities and in 1974 around 
2 780 000 persons over 40 years were examined, a total of 4 per ~. of 
the population. 

Those with hypertension, i.e. 160 mm and over systolic and/or 
95 mm and over diastolic, symptoms or history of cardiovasoular disease 
are invited for further medioal examinations and are then classified into 
three categories: 

(a) requiring medical treatment, with referral to local physioians; 
(b) requiring medical advice and guidance; 
(c) requiring periodic examination. 

These last two oategories are referred to public health nurses who visit 
them and give advice about habits, weight control, dieting and living 
conditions. 
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Data from the National Mortality Statistics have shown remarkable 
downward trends of death rates from cerebrovascular disease in both sexes, 
aged 50 - 54 and 60 - 64 (see Figure 1 for males and Figure 2 for females). 
In males 40 - 44 the rate has increased by a minor amount. 

Hypertension has been shown to be a risk factor in ischaemic heart 
disease in subjects under 60 years of age, both males and females, but not 
in subjects over 60 years. 

Hypertension is recognized as a common and important problem 
contributing to both mortality and morbidity in the Republic of Korea. 
Around 50 ~ cent. of cardiac cases seen annually at the National Medical 
Centre in Korea are suffering from hypertensive disease. 

A survey of 4156 male employees in an electrical factory in 1969 
showed 19.2 per cent. with pressures greater than 150 II1II systolic or 
90 II1II diastolic. A study showed also higher cholesterol levels and 
triglycerides in hypertensive compared with normotensive subjects. 

In the period 1964 - 1973 hypertensive diseases caused 5.3 ~ cent. 
of all deaths in cambodia, compared with 9.4 per~. due to ischaemic 
heart disease and 10.8 per cent. due to cerebrovascular disease. 

Hypertension with heart disease accounted for 13 - 16 per ~. 
of cardiac admissions to hospital over the period 1963 - 1972 in Malaysia. 
Hyperuricaemia was reported to be common, particularly in Malays, with 
renal calculi and hypertension in young Malay adults. 

Hypertension and hypertensive heart disease are important problems 
in New Zealand. Epidemiological studies were stimulated by the observation 
of a notably higher mortality rate among New Zealand Maoris as compared to 
New Zealand Europeans for hypertensive heart disease. 

The problem is illustrated by the data in Table 5. Age and race 
and specific death rates per 100 000 population are set out for females, 
for the period 1955 - 1969. The differences are still apparent in the 
data for the period 1970 - 1972. The rates are declining in the New 
Zealand European but not so much in the Maori. 

Since 1962 epidemiological studies have been carried out in New 
Zealand Maori samples, a sample of town dwelling New Zealand Europeans 
and samples in the Cook Islands and the Tokelau Islands. The Cook Island 
study covered a sample in Rarotonga who had lived under more developed and 
westernized conditions and a group on an isolated atoll, Pukapuka in the 
Northern Cooks. 

Many of the migrants to New Zealand have been examined prior to 
migration enabling comparison of characteristics of migrants with those 
of non-migrants. Both groups, including infants and children, are being 
observed by a multi-disoiplinary team seeking to test specific hypotheses 
relating to the way in which physical, social and cultural changes associated 
with migration may influence blood pressure pattern, coronary risk factors, 
emergence of diabetes and other problems related to adaptation such as asthma. 
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TABLE 5 

HYPERl'ENSIVE HEARl' DISEASE - DEATH RATES PER 100 000 POPULATICIi 

Year 45 - 54 years 55 - 64 years 65 years 
and over 

&.tropean females 

1955-59 8 36 246 

1960-64 5 17 170 

1965-69 3 10 125 

Maori females 

1955-59 71 203 319 

1960-64 62 121 269 

1965-69 64 129 194 

TABLE 6 

HYPERTENSICIi IN PACIFIC POPULATIONS 

Prevalence rates/ MALES FD1ALES 

1000 population Borderline Definite Borderline Definite 
Ilypertension hypertension hype rtension hypertensioI 

New Zealand Maori 243.4 287.6 201.6 317.6 
Carterton &.tropeans 241.8 265.9 208.7 224.9 
Rarotonga, Cook 

Islands 242.5 343.4 231.9 3Q5.7 
Pukapuka, COok 74.4 46.6 76.4 82.3 

Islands 
Toke1aus 1C~.5 79.7 152.2 151.2 
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The age standardized prevalence rates per 1000 of borderline and 
definite hypertension are set out in Table 6, in order to give some idea 
of the extraordinary difference in blood pressure pattern among persons 
of the same broad ethnic group living under different environmental 
condi tions. 

The New Zealand Maori samples have been examined three times over 
a period of 11 years, thus furnishing data on incidence of hypertension 
and the importance of hypertension as a risk factor in total mortality 
and other specific disorders such as ischaemic heart disease and stroke. 

No population-based data from epidemiological studies is available 
in the Philippines. In 1966 and 1967, 9.5 ~ cent. of all cases admitted 
to the Philippine General Hospital were recorded as being hypertensive. 
In tenns of mortality the death rate per 100 000 of the population 
increased from 7.9 to 17.3 per 100 000 in 1972, suggesting that the problem 
is growing. Over the same period the death rate for ischaemic heart disease 
increased from 9.0 to 22.7/100 000 while the rates for cerebrovascular 
disease remained at 12.0/100 000. 

Deaths ascribed to hypertensive heart disease in Singapore were 
380 in 1969 and 287 in 1973, while those due to cerebrovascular disease 
were 863 in 1969, and 1131 in 1973. 

Hypertension is recognized as common in Western Samoa and 10 - 20 
times more cases are admitted to the hospital with this disorder than with 
ischaemic heart disease. 

Serious hypertension is not a problem in Tonga as shown by the 
survey conducted in 1973. The mean blood pressures in the traditional 
village group in Ha'apai tended to be lower than in those who had lived 
in the main centre Nuku'alofa for at least five years, but this difference 
was of statistical significance in only a few age groups. The mean 
systolic pressures for the Nuku'alofa male and female samples are set out 
in Tables 8.1 and 8.2 respectively. 

For the same sex, the propo~tion with definite and borderline 
hypertension was greater in the town-11ving sample in Nuku'alofa than in 
the trad1tional rural sample in Ha'apai. The difference between males 
was statistically significant (P<O.005 on 2 d.f.), but the difference 
between females was not (P<0.2 on 2 d.f.). The results are set out in 
Table 7. 

TABLE 7 

Males Females 
Nuku'alofa Ha'apai Nuku'alofa Ha'apai 

Nonnal pressure 128 (70.7'/0) 170 ( 85.4'/0) 151 ( 74.8'/0) 143 (83.1%) 
Borderline 37 (20.4'/0) 20 ( 10.1'/0) 28 ( 13.9'/0) 14 ( 8.1%) 
Definite 

hypertension 16 ( 8.8'/0) 9 ( 4.5'/0) 23 ( 11.4'/0) 15 ( 8.7'/0) 

Total 181 (99.9'/0) 199 (100.0'/0) 202 (100.1%) 172 (99.9'/0) 
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The urban males and females were heavier than the rural group and 
had larger skin folds, factors which could contribute to the blood pressure. 

The mean systolic blood pressures by age and sex for four different 
Polynesian groups, a New Zeal. and European group and a Japanese sample from 
Hiroshima and Nagasaki are set out in Tables 8.1 and 8.2. These data 
illustrate the range of blood pressures in different populations in this 
area, from low to high pressure groups. 

3.3 Discussions 

3.3.1 Need for epidemiological studies 

There is a need for properly planned epidemiological studies to 
detennine the blood pressure pattern and extent of significant hypertension 
in different countries in the Western Pacific Region. 

In many of the territories there are persons of the same ethnic group 
living in different environments who offer valuable opportunities for 
defining some of the factors contributing to the establishment of blood 
pressure levels. The advantages of examining groups in whom the disorder 
is uncommon as well as those in whom the disorder is common was stressed 
as a means of gaining insight into the etiology and pathogenesis of 
hypertension. 

The need to develop conceptual and practical ways of measuring whether 
psychosocial and cultural changes do, in fact. play any part in the way in 
which blood pressure changes with age and in which hypertension with its 
complications develops was discussed. It was felt that the migration and 
urbanization going on in the Pacific and within the other areas of the 
Region offer good opportunities to test specific hypotheses relating to this 
area of knowledge. The Tokelau Island Migrant Study was put forward as a 
model for such investigations; it is concerned with migration from a small 
traditional highly organized atoll society to the urban milieu of New Zealand. 

The opportunities for further studies on the epidemiology of 
hypertenSion in Fiji, contrasting the rural and urban Fijians and Indians, 
were felt to be considerable, providing the necessary antidisciplinary teams 
could be developed. 

It was recognized that studies seeking infonnation on psychosocial 
and cultural variables would require the skills of behavioural scientists, 
including anthropologists and socIologists, who were prepared to spend 
considerable tIme and effort in learning to thoroughly understand the 
communities being studied so that the most effective questionnaires could 
be developed to obtain relevant infonnation. 

3.3.2 PriOrity given to hypertenSion and stroke 

The high priority given to screening of hypertenSion in Japan and 
the development of effective means of treatment was considered. The fact 
that the rate of strokes was double that of other countries with essentially 
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similar mean blood pressure patterns suggests additional factors operating 
apart from blood pressure level itself. Prospective surveys should provide 
information on some possible variables. 

The possible role played by a high sodium intake in Japan was 
considered, and particularly a high miso intake. The fact that both salt 
and miso intake vary in different parts of the country and follow the 
gradient of hypertension and stroke was recorded with interest. The low 
salt intake of certain Polynesian populations, such as on Pukapuka and 
the Tokelaus, where 24-hour sodium outputs are around 40 - 50 m.Eq., was 
recorded. 

Intervention studies properly established to test whether significant 
lowering of sodium intake over a period of time in a treated population 
compared with a control population were suggested as the important next 
stage in investigation of the apparent relationship. Intervention in low 
salt intake groups, by periods of administration of a higher salt intake, 
was also considered and recommended. 

Mention was made of the natural experiment of the study on Tokelau 
migrants now in New Zealand, whose salt intake is about three times that 
in the Tokelaus. A review of migrants after periods of up to five years 
in New Zealand shows an increase in weight, increase in casual urinary 
sodium concentration from 50 to 140 m.Eq. and a tendency for blood pressure 
in males to increase. 

3.3.3 Screening programmes 

The findings of the Veterans Study in the treatment of subjects 
with DBP of 115 mm Hg and over were reviewed, and it was agreed that after 
prope~ssessment such subjects require lifetime treatment. Those with 
sustained levels of DBP of 110 mg Hg, with a few exceptions depending on 
age and other factors, should also be treated. 

Those with DBP of 90 to 109 mm, should be individually assessed and 
decision regarding treatment made, taking age, sex, body weight, coronary 
risk factors and evidence of organ damage into account. In this group, 
there is an opportunity to help by weight reduction and certain other 
measures, including stoppage of smoking, before decision regarding active 
drug therapy need be made. 

The outcome of the borderline or mild hypertension stUdies will be 
very important in clarifying the need for treatment in this category. 

Major intensive population-based screening programmes were not 
considered desirable at this stage. It was felt that the preferable 
approach was education to encourage medical and other health workers to 
record blood pressure on occasions when individuals report for medical 
care, irrespective of reason for consultation. A follow-up programme for 
those with pressures above certain levels needs to be part of the programme 
and the pathway of referral and investigation needs to be clearly defined. 
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The need to maintain the continuing interest of the patients, their 
families, doctors and health workers at a high level was stressed. The 
establishment of special clinics, such as those in New Zealand and Fiji, 
could be" considered; but a variety of .factors needs to be considered in 
doing this and the decision will be influenced by the system of community 
health care in individual countries. 

3.3.4 Standardization of methods of blood pressure recording 

Points discussed included the need for: systematic instruction in 
taking blood pressure, recording to 2 mm rather than to 0 IIID and 5 IDIII, 

slow steady dropping of the column of mercury, banning" of aneroid 
sphygmomanometers, and use of the Zero Muddler sphygmomanometer. 

3.3.5 UriC acid metabolism and arterial hypertension 

Information presented confirmed considerable differences in the 
extent of hyperuricaemia among different populations in the Western Pacific 
Region. 

'!be areas where hyperuricaemia, defined as levels 7 mg. and above 
in males, and 6 mg and above in females, is common; those affected include 
Malays in Malaysia, Filipinos in the Ph1lippines and in Hawaii, and 
Polynesians - including New Zealand Maori, Rarotongans, Pukapukans, Tokelau 
Islanders and Tongans. In Tonga, a highly significant difference between 
the rural traditional villagers and those in urban Nuku'alofa was described, 
the levels being higher among the latter in both males and females. The 
contribution of weight and body mass to this difference is being studied. 

studies from Malaysia have shown hypertension to be a common condition 
in young hyperuricaemic Malay males, although gout is reportedly not common -
a somewhat unusual finding. 

The combination in" the New Zealand Maori - particularly males - of 
obesity, diabetes, hyperuricaemia, clinical gout and hypertension was reported 
as a common and complex metabolic malady. Hypertriglyceridaemia is greater 
in those with gout and diabetes. The demonstration of uric acid as a 
coronary risk factor in New Zealand Maori and New Zealand Europeans was 
reported. 

Results from Ponape in Micronesia, Busselton in Australia, and New 
Zealand (European population) show that hyperuricaemia is less common in 
these groups. One report from Japan using a carbonate method on serum 
showed levels of 6.36 mg + 1.22 in 324 males and 5.29 mg + 1.10 in 102 
females. These are muoh higher than levels reported wi th-other methods 
using whole blood. The need for standardization of methods was stressed. 
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TABLE 8.1 - SYSTOLIC BtOOD PRESSURES IN DIFFERENT ASIAN PACIFIC 
POPULATION SAMPLES, BY AGE GROOPS - MALES 

Age Groups 

20-24 25-34 35-44 45-54 

, Pukapuka, mean 115.1 119.3 116.3 116.3 
Northern Cook standard error 1.6 1.6 1.8 1.9 

Islands number 27 39 37 39 

Tokelau mean 121.5 122.5 126.1 131.0 
Islands standard error 2.4 2.2 1.5 3.4 

number 26 57 76 64 

Tonga mean 125.0 128.5 131.5 133.9 
(Nuku'alofa) standard error 1.9 1.9 2.3 4.0 

number 22 51 42 35 

New Zealand mean 124.5 126.9 136.4 143.5 
Maori standard error 2.8 1.6 3.0 3.1 

number 21 64 51 70 

New Zealand mean 128.3 134.2 140.3 144.1 
E)J.ropean standard error 3.9 2.5 3.4 3.6 

number 15 43 42 41 

Japan mean - 116 125 130 
Hiroshima standard error 0.7 0.6 1.0 
and Nagasaki number 324 1054 530 

55-64 

120.5 
2.5 

30 

134.4 
3.8 

35 

131.0 
3.5 

20 

145.0 
3.8 

42 

148.4 
4.8 

32 

139 
0.9 

778 
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TABLE 8.2 - SYSTOLIC BLOOD PRESSURES FROM DIFFERENT ASIAN PACIFIC 
POPULATICN SAMPLES, BY AGE GROUPS - FEMALES 

Age Groups 

20-24 25-34 35-44 45-54 55-64 

Pukapuka, mean 107.9 1l0.4 112.8 124.6 134.0 
Northern Cook standard error 1.5 1.6 2.0 3.8 4.4 

Islands number 23 51 32 25 31 

Tokelau mean 115.7 118.7 129.1 141.2 145.3 
Islands standard error 1.8 1.5 2.0 3.2 3.4 

number 41 74 86 63 52 

Tonga mean 119.1 118.7 132.7 144.1 145.5 
(Nuku'a1ofa) standard error 1.6 1.7 2.1 5.2 6.3 

number 41 50 47 32 23 

New Zealand mean 121.0 123.0 139.4 150.6 161.5 
Maori standard error 2.6 2.7 3.5 3.7 4.8 

number 25 64 66 59 41 

New Zealand mean 124.1 122.6 134.8 142.6 153.8 
European standard error 2.8 2.4 3.0 3.0 4.2 

number 22 35 45 42 39 

Japan mean - 116 118 125 138 
Hiroshima standard error 0.7 0.4 0.5 0.7 
and Nagasaki number 418 1597 1677 1120 
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3.3.6 Stroke in the area 

The problem is being most actively investigated in Japan. Autopsy 
studies carefully executed have shown a 1:1 ratio of haemorrhage to 
infarction. The lack of reliability of death certificates without autopsy 
was stressed, as doctors' diagnostic habits and bias can severely influence 
reported findings. 

The striking changes in Japan, where there has been a fall in 
mortali ty from cerebrovascular disease and a remarkable increase in 
mortality from IHD, are shown in Figures 1 - 2. 

4. ISCHAEMIC HEART DISEASE 

4.1 Introduction 

Dr J. Scott reviewed the recent research and thinking on ischaemic 
heart disease and pointed out that the term "ischaemic heart disease" 
includes the conditions of coronary atherosclerosis, angina pectoris, 
myocardial infarction and sudden death. These four elements are not 
necessarily directly related to one another. 

Atherosclerotic plaque and its formation can best be viewed as a 
response of arterial walls to a variety of stimuli. The arterial wall 
reaction and the thrombotic process need to be thought of as multifactorial. 
Another area of uncertainty concerns the relationship between thrombosis 
in the coronary arteries and necrosis of muscle or myocardial infarction. 
There is doubt as to which comes first, the thrombosis or the infarction. 
There is a need, therefore, for knowledge of the factors which may cause 
muscle necrosis, as well as factors related to thrombosis. 

There is little doubt that present knowledge of risk factors is 
inadequate. The need to look for missing factors is, therefore, clear 
and this must be done by establishing and testing suitable hypotheses. 
Experience in Western European countries has shown that intervention 
programmes in middle age have not significantly altered morbidity and 
mortality rates from ischaemic heart disease and its manifestations, and 
clearly intervention at a younger age is called for. 

The contribution to knowledge of ischaemic heart disease that could 
come from well-planned studies in the Region, including detailed pathological 
studies, was stressed. 

Research strategy and the development of population-based myocardial 
infarction registers and some of the results obtained from them were 
reviewed by Dr Z. P1sa. WHO myocardial infarction registers have been 
established in 37 places: in Europe (18), Israel (17) and Australia (2). 
The aim is to collect standardized information on each case of acute 
myocardial infarction (AMI), surviving or dead, in any person up to the age 
of 65 years in the respective populations. A considerable effort has been 
expended developing criteria and methods of recording data, to ensure 
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comparability between the different participating groups. During 1971 
nearly 9000 cases were registered. The persons covered totalled 3.6 
million. The annual incidence rates of AMI per 1000 persons aged 20 - 64 
years at risk in selected countries are as follows: 

Helsinki Perth 

Male 5.5 

Female 1.7 1.7 

NiJmegen 

4.0 

0.9 

Heidelberg 

2.3 

0.4 

Sofia -
1.4 

0.2 

The time between the onset of symptoms and the arrival in hospital 
varies considerably. The median time, i.e. that have taken to place 
50 per~. of patients in hospital, ranges from less than two hours to 
16 hours. This total delay includes that in calling for assistance from 
a doctor, in arrival of primary medical aid, making a diagnosis, and in 
taking the patient to hospital by ambulance and from the admission area 
to the intensive care area. 

Pooled data for all centres show the following time requirement: 
onset ) calling doctor (60 minutes) " medical examination 
(100 minutes) " hospitalization (190 minutes). The other striking 
finding is that the overall case fatality rate from an acute heart attack 
is in the region of 40 per ~. dUring the first four weeks; and of all 
the deaths in this period 33 per ~. occur in the first half hour, 
44 per~. in the first two hours and 65 .E!!~. within the first 12 
hours. These data clearly reveal the problem of the feasibility of 
efficient application of intensive coronary care to AMI patients, its 
benefits and the difficult task that will be faced in influenCing the 
high case fatal1 ty rate from AMI in the community. Detailed results of 
this project will be published shortly. 

4.2 Country reports 

Mortality rates from CHD rose in Australia in men until the mid 
1960's, and more recently appear to be falling. Similar changes in rates 
are seen in females, which are, however, much lower (1). In 1971, the 
death rate in 55 - 64 age group was 904/100 000 for males and 298/100 000 
for females, the highest in the world. 

The Busselton study, involving a very high percentage of adults, 
placed the overall prevalence of coronary heart disease at 68 per 1000 
for males and 58 per 1000 for females. The age and sex specific rates 
are similar to those from Tecumseh, United states of America (5). The 
pattem of coronary risk factors in the Australia population has been 
established in a number of studies; they include cholesterol levels (12), 
smoking (10), diabetes (16) and obesity (14). The general pattem is 
similar to that of other high-risk industrialized countries. The dietary 
data available from national consumption figures show a high caloric intake 
with overall fat intake of around 35 per ~. and a high cholesterol 
intake from eggs and meat. 
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The recent development of methods of feeding animals polyunsaturated 
fats and in this way producing meat, butter and milk with a highly 
polyunsaturated content is an interesting research development in Australia. 

A register for ischaemic heart disease was established in Fiji in 
1973. Around 150 new cases of myocardial infarction are occurring annually 
in Suva, 80 - 86 per cent. of them among Indians. The overall mortality 
rate is around 1.3/1000/year. The Indians clearly have a much higher 
risk status compared to Fijians and the problem is becoming increasingly 
important. Hypertension, diabetes mellitus, obesity and hypercholesterol
aemia are more frequent in the Indians than in the Fijians and their diet 
is also different, with refined carbohydrates and flour, and a high intake 
of sugar and saturated fat. The Fijians, particularly in the rural areas, 
are on a more traditional diet with more of root crops, yams and complex 
carbohydrates of a much higher fibre content, and less refined sugar. 

The mortality rate of ischaemic heart disease in Japan is steadily 
increasing and constitutes a major problem. The rate rose from 11.6 per 
100 000 in 1955 to 36.7 in 1972. Some prospective studies show that 
hypercholesterolaemia was more common in male subjects with myocardial 
infarction than in controls; the same was true of females under 60 years. 

Myocardial infarction was more common in females with obesity and 
diabetes, but there was no difference in males. 

Dr Komachi of the Osaka Adult Disease Center has shown differences 
in prevalence of I.H.D. in different occupational groups. Physicians 
found a prevalence rate of 5.4 to 1.9 ~ cent. in manual workers. 

Smoking habits and mortality rates in Japan were presented by 
Dr T. Hirayama (10): it has been found that mortality from I.H.D. increases 
according to the number of cigarettes smoked and to the age when smoking 
was begun (Figure 3). Data were also presented on the ratio of mortality 
by cause of death and sex among smokers compared with non-smokers 
(Figure 4). 

Ischaemic heart disease is an uncommon problem in Korea, Laos, 
MalaYSia, Philippines, Tonga and Western Samoa, but the data from hospitals 
suggest that it is ~lowly increasing in importance. 

The mortality rates for I.H.D. in New Zealand for both males and 
females have shown a definite increase in all adult age groups. Heart 
disease accounts for 33 per~. of the total deaths. The increase in 
deaths from I.H.D. has slightly more than offset the decline from rheumatic 
hypertenSive and valvular heart disease. In 1971 the death rates in 55 -
64 year age group were 886/100 000 for males and 259/100 000 for females. 

II 
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FIGURE 3. RATIO OF JWI0Rl'ALITY FR<Jt1 ARl'ERIOCLERorIC 
HEARl' DISEASE BY THE NUMBER OF CIGARETTES 
SMOKED AND THE AGE BEGUN (MORl'ALITY OF 
NON-SMOKER - 1.00) 

BY THE NUMBlER OF CIGARETTES SM0KED1 

CIGARE:I'1'ES/DAY RATIO 

1.0 2.0 
None 1.00 

1 - 19 1.53 

20 - 29 1.70 

OVer 30 2.12 

BY THE AGE WHEN SMOKrnG WAS BEOUN 

RATIO 

1.0 2.0 

Non-smoker 1.00 

OVer 25 1.58 

20 - 24 1.51 

Below 19 2.02 

lHirayama, T. (1975) Epidemiological study on the relation of 
smoking and cardiovascular disease, Geriatric Medicine, 13 (33), 288 
(in Japanese). 
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FIGURE 4. RATIO OF MORrALITY BY CAUSE OF DEATH AND 
SEX AMONG SMOKERS 

(MORrALITY OF NON-SMOKER = 1.00) 

CAlISE OF DEATH RATIO 

Subarachnoid haemorrhage M 
330* F 

Cerebral haemorrhage M 
331 F 

Cerebral embolism and 
thrombosis 332 M 

F 

Chronic rheumatic heart M 
disease 410 - 416 F 

Arteriosclerotic heart M 
disease 420 - 422 F 

Hypertensive heart M 
disease 440 - 443 F 

1 *List number of ICD 

1.0 2.0 
____________________________ ~~.2.23 

__________ ~~----------------~2.10 
__________ .1.0 
_______ 1.26 

____ 0.95 
__________ 1.11 

________ 1.34 
______________ 1.43 

__________ -"-..,,.1.~ 
___________ 1.57 

____________ ~~~----------------2.29 
____________ 1.33 

~or1d Health Organization (1967) Manual of the Inte mationa1 
Statistical Classification of Diseases, Injuries and Causes of Death, 
Geneva, 1965 Revision (8th). 
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The striking differenoe in mortality rate between New Zealand 
Maori females and New Zealand European females has been oonsistently 
noted for some years. Findings for the 45 - 54 and 55 - 64 age groups 
of femal"es of the two raoes are as follows: 

1955-59 
1960-64 
1965-69 

Age speoific rates/lOO 000 mean population 

European 

45 - 54 

44 
57 
63 

55 - 64 

202 
234 
284 

45 - 54 

193 
195 
237 

Maori 

55 - 64 

415 
514 
654 

The data on pattern of risk faotors show that the New Zealand 
Europeans have oholesterol levels notably higher than the New Zealand 
Maori and higher than those reported from Teoumseh (12). 

The Maori females were unusual in that urio aoid was the only risk 
faotor that stood out, while blood pressure, smoking, oholesterol and uric 
acid were shown to be risk factors in the European females. The studies 
have also shown a notably greater amount of obesity, diabetes, 
hyperurioaemia olinical gout in the Maori, both male and female, compared 
with the European (12). 

The ohanging pattern of ooronary risk faotors is being studied as 
part of the Tokelau Island migrant study. Already those migrants in 
New Zealand are showing increase in weight; and there is more evidence of 
diabetes and triglycerides, that have inoreased from around 0.5 mMols/litre 
on the home islands to 1.6 mMols/litre in New Zealand. oompared with findings 
prior to migration. 

Mortality rates from I.H.D. in the Philippines have increased in the 
past ten years. However, some of the changes may be due to differenoes in 
death oertifioation praotioe. in that sudden. unattended death is now being 
attributed to I.H.D. while previously it was oommonly olassed as being due 
to a oerebrovasoular aooident. 

Mortality statistios in Singapore suggest an inoreasing death rate 
for myocardial infarction in the period 1969 to 1974. Study of ethnio 
differenoes and admission to a coronary care unit over the oourse of a 
year showed 56% of patients were Chinese, 28% Indians 12% Malays and 4% 
other. The peroentage of the different ethnio groups in the oommuni ty is 
76% Chinese, 7% Indian, 15% Malays and 2% other. The very high rate among 
Indians is therefore a striking finding. The study of survivors follOWing 
infarction showed that in 9 per~. of cases none of usual risk faotors 
applied while in 92 ~~. of oases at least one did. 
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Ischaemj c heart disease is rare among the Tongan people. The Rose 
Questionnaire was included in the 1973 Blood Pressure and Diabetes Survey. 
and definite cases with angina were found to be rare. The cholesterol and 
triglyceride levels are lower than in European populations and lower than 
the New Zealand Maori. No registers have been established. 

The considerable variation in serum cholesterol levels among 
different ponulation samples in the Pacific is illustrated in Table 9 for 
both males and females. The data were collected in surveys carried out 
by the Wellington Hospital Epidemiology Unit; and the tests were done in 
the Unit Laboratory using a modified version Abel Kendal Method. 

4.3 General comments 

4.3.1 Mortality and morbidity data 

There is throughout the Region a need to ensure more accurate death 
certification. In some countries sudden unexpected deaths have been 
labelled as cerebral haemorrhage and in others acute myocardial infarction. 
The need for more careful supervision and enquiry concerning such sudden 
unexpected deaths was noted. 

The difficulties in obtaining post mortem examination in some 
countries, for religious and cultural reasons, was recognized. It was felt 
nevertheless that properly carried out autopsy studies on a series of sudden 
death cases would be most valuable. 

It was felt that, within the Ragion, both public and private hospitals 
should be encouraged to keep adequate records using the International 
Classification Codes and that these should form the baSis for hospital ~nd 
national statistics. 

The assistance being given by WHO in different territories and countries 
in the area of hospital records and national statistics should be extended. 

4.3.2 Need for epidemiological studies 

There is a need for properly planned and executed epidemiological 
.studies in many of the countries in the Region. These studies would be of 
value in assembling baseline information on the prevalence of I.H.D. and its 
,different manifestations and the pattern of risk factors sham to be of 
importance in countries already experiencing epidemics of I.H.D. 

Ethnic differences, such as the high rates of I.H.D. among Indians 
in Singapore and Fiji and among Maoris in New Zealand, were felt to offer 
opportunities to look critically at the way in which other factors such 
as psychosocial conditions, clotting disturbance and habitual fibre content 
of diet may be contributing to the disorder. Opportunity should be taken 
to tackle these problems gradually but systematically, taking advantage of 
the presence of high-risk and lower-risk groups living in essentially the 
same physical environments. This approach is particularly desirable, in 
that results from the major longitudinal studies have indicated that 
"hidden" or at present undisclosed risk factors are very important. 
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TABLE 9. SERUM CHOLESTEROL - MG/loo ML IN MALES AND FEMALES FROM 
DIFFERENT PACIFIC POPULATIONS 

2o-2~ 25-~ 35~ ~-~Aj 55-~ 

Males --
Pukapuka mean 155.0 167.1 181.8 178.0 180.5 

standard error 3.8 4.4 5.2 5.5 5.7 
number 27 39 37 39 30 

Tokelau mean 195.9 209.5 215.7 220.4 216.9 
standard error 12.0 6.2 6.1 5.5 4.9 
number 13 35 48 45 25 

Tonga mean 170.5 177.9 203.4 205.0 193.1 
(Nuku'a- standard error 5.7 4.3 5.3 4.5 7.8 
lofa) number 22 51 41 33 19 

New Zealand mean 195.8 220.3 229.3 225.2 226.4 
Maori standard error 6.0 4.0 6.8 4.8 6.1 

number 40 88 67 86 54 

New Zealand mean 225.9 234.1 246.4 263.9 253.7 
European standard error 9.4 6.2 6.9 8.0 8.1 

number 15 43 42 ~1 32 

Females 

Pukapuka mean 161.2 170.9 168.1 190.5 194.2 
standard error 5.5 4.2 5.2 6.6 7.5 
number 23 52 32 25 31 

Tokelau mean 176.1 213.3 222.5 220.6 245.4 
standard error 4.0 8.1 6.0 5.1 7.2 
number 18 43 53 50 38 

Tonga mean 177.8 187.7 205.2 208.1 213.4 
(Nuku'- standard error 4.4 4.5 4.1 6.6 7.7 
alofa) number 40 49 47 32 21 

New Zealand mean 193.3 205.6 203.6 222.1 224.6 
Maori standard error 6.2 4.2 3.9 5.0 6.3 

number 39 81 87 70 51 

New Zealand mean 223.8 236.8 242.9 269.3 290.6 
European standard error 9.2 9.6 6.4 12.4 8.9 

number 21 35 45 42 39 
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The fact that rates of I.H.D. are increasing in many of the countries 
where the disease was previously an uncommon cause of death was felt to lend 
urgency to the problem; studies must be undertaken for reasons of public 
health, and because of the opportunity offered to make real advances in the 
knowledge of the basic etiology and pathogenesis of the disorder. 

The overall shortage of epidemiologists with experience in 
cardiovascular disease epidemiology was reviewed, and various solutions 
were considered. WHO was felt to have an important part to play in 
providing consultants and technical advisers in this field and also by 
awarding training fellowships in cardiovascular epidemiology. 

1 The availability of the manual Cardiovascular survey methods was 
recorded and all groups were advised to use it as a baseline for their 
planning and recording of data. 

The way in which the Lipid Standardization Laboratory of the National 
Institute of Health, Atlanta, Ga., had since 1963 included laboratories in 
the ASian Pacific area in its standardization programme for cholesterol 
and triglyceride estimations was reViewed. Those undertaking studies of 
risk factors were urged to contact this group, seek its help and at the 
same time use pooled sera and commercial preparations as part of an 
effective quality control programme. 

4.3.3 I.H.D. registers, coronary care units and coronary artery surgery 

The Perth study and findings from Fiji were reviewed along with the 
WHO collaborative register study as a whole. It was felt that there was 
a call for registers in different areas within the Region but that they 
should be established only if they were designed to answer specific questions. 
A stable population is clearly an important prerequisite together with a high 
degree of cooperation from doctors in both private and public health sectors 
of a particular SOCiety. 

population data that allowed rates to be established are clearly 
essential. 

The place of coronary care units and the relatively small contribution 
they can make to the total problem of deaths from LH .D. was stressed. It 
was felt that developing countries should be wary of becoming involved in 
the major expenses involved in coronary care units. 

It was also agreed that coronary artery surgery should no~ be given 
priority at a time when its long term value was still being assessed and 
when the costs involved were major. This problem clearly needs to be viewed 
in relationship to other health priorities. 

lRose, G.A. & Blackburn, H. (1968) Cardiovascular survey methods, 
Geneva (W1d Hlth Org. Monograph Series, No. 56) 
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5. CHRONIC PlJUtONARY DISEASE LEADING TO 
COR PUUJlCWALE 

5.1 Introduction 

In a number of countries in the Region, such as Korea, Philippines 
and Viet-Nam, pulmonary tuberculosis remains the most common chronic 
pulmonary disease which may lead to cor pulmonale. 

The importance of air pollution in a community - related to the 
density of the population, industrial activity, gross national product, 
energy conservation, number and type of vehicles and resources - was 
considered. Control of air pollution in different areas will depend on 
(i) detection and deciding what can be done; (ii) legislative measures; 
(11i) administrative proceedings to ensure that standards are observed; 
(iv) adequate preventive planning in order to limit problems and to 
develop effective air quality control measures including ways of dealing 
with emission. 

Smoking is the most common and self-imposed cause of chroniC 
pulmonary disease. The social acceptance of smoking makes it a difficult 
habit to combat particularly when the positive gains might be felt by a 
young person to be somewhat remote. Various control measures were identified 
(see section 5.3.2 below). 

A clinical approach dealing with individual subjects at different 
stages of their involvement with tobacco and its addictive properties is 
also of value. 

5.2 Country reports 

A high rate of bronchial asthma in younger people and increasing use 
of cigarettes were reported in Fiji. In Korea. cigarette use is increasing 
but pulmonary heart disease is not a problem. 

The production of cigarettes has increased dramatically in Japan 
(22 billion in 19(9). A recent study showed that 70 per~. of males 
and 9 per~. of females in Japan were smokers, placing males among the 
highest smoking groups in the world. 

A report from New Zealand expressed considerable concern at the way 
young people were exposed to advertising pressure from tobacco firms 
sponsoring cultural and sporting events. 

The report from the Philippines also indicated increasing use of 
cigarettes, particularly in young people. 
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5.3 Comments 

5.3.1 Control of tuberculosis 

Practical and accurate methods of identifying cases of infectious 
tuberculosis in the community and then ensuring adequate treatment were 
considered and felt to warrant high priority in most developing countries 
in the Region. 

Programmes to identify persons with chronic productive cough in the 
community and staining of sputum for tubercle bacilli were suggested as 
practical and effective means of identifying cases, particularly in rural 
communities where a simple screening .erTi~e of this sort could be orsanized. 

BCG inoculation of the susceptible population at an early age was 
also recommended as a means of 1.ssenin~ the extent of the problem. 

5.3.2 Smoking and its control 

All measures possible to limit the use of tobacco in its different 
forms were favoured. These would include: proh1bition of smoking in 
schools and other public places such as hospitals and theatres, and in 
public transport; strict limitation of advertiSing in the press, and on 
radio and television; punitive taxation; and intensive well-planned health 
education programmes in the community, with built-in measures for evaluating 
their progress and success. 

A clinical approach dea11ng with individual subjects at different 
stages of their involvement with tobacco and its addictive properties is 
also of value. 

The meeting endorsed resolution WHA24.48 on the health consequences 
of smoking adopted by the World Health Assembly in May 1971. 

6. CONGENITAL HEART DISEASE 

The limited amount of epidemiological data that was available did 
not suggest that rates of congenital heart disease varied to a great 
extent within the Region. 

A number of representatives reported, however, a backlog of cases 
discovered that had not been investigated adequately or assessed for 
surgery. Ways and means whereby this problem was being dealt with through 
aid from the more affluent countries was considered. The New Zealand 
Government support being given to Fiji, Tonga, Western Samoa and the Cook 
Islands was reviewed as a useful example. The part the Philippine Heart 
Centre for Asia could play in this field for neighbouring countries was 
mentioned. 

I I 
I 
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It was recommended that the Protocol of studies of screening for 
rheumatic heart disease should include a specific criterion for different 
types of. congenital heart disease so as to obtain valid data on its 
prevalence. The procedure of the Osaka study was regarded as very detailed. 
A somewhat simplified model should be developed by those planning and 
undertaking such stUdies. 

The use of phonocardio scanning for congenital and rheumatic heart 
disease was reviewed, and it was felt that a trial of the method could be 
of value if a particular group were interested. 

7. COMMUNITY CARDIOVASCULAR DISEASE CONTROL 

7.1 Introduction 

The Question of community cardiovascular disease control was 
discussed in some detail. It was considered that the seriousness of the 
problem did not in itself justify control on a community basis as compared 
with individual treatment; there must also be an effective methodology 
available for such a programme. 

It was considered necessary to define the population and sub-samples 
that may be at particular risk. The geographic area to be covered also 
needs to be defined, and surveys and control services should not be limited 
to those areas already covered by medical services. There is a need for 
major involvement of physiCians, senior members of the health administration 
and oommunity leaders. Properly trained and supervised health workers, of . 
whom the majority may well be auxiliaries in many cases, will be key members 
of the teams and must be made aware of the value of their contribution. 
The technology used must be effeotive whether it is diagnostic, therapeutiC 
or preventive, and the methods must be simple. Examinations taking a long 
time can decrease acceptance and participation by those being examined. 

The varying degrees of motivation of different groups in the 
community must be studied and strategies developed that give priority to 
those most in need of help. The financing of major community control 
se~'ices must be within the capacity of the country and they will need to 
be assessed on a cost-benefit basis. Pilot studies are always needed to 
assess the practicability and acceptability of methods before a programme 
is introduced in a country - even if a similar programme has been proved 
effective elsewhere. A definite time limit should be placed on the pilot 
trial and, if the assessment is satisfactory, the activities can then be 
extended to the whole country. It is clear that if resources are to be 
wisely utilized, scientific planning and efficient administration and 
execution of the programme must be strived for. It was also stressed that 
effective community control of oardiovascular diseases is a new concept, 
and the goal is difficult to implement - even with disorders such as 
rheumatic fever and rheumatic heart disease. The problem with a number of 
cardiac disorders is their insidious onset in individuals. The etiology 
of disorders such as arterial hypertension and ischaemic heart disease, 
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is not known; however, faotors relating to the day-to-day behaviour of 
the individual are probably of oonsiderable importanoe and add to the 
oomplexity of the problem. The faot that oommunity control must be carried 
out through the existing medioal servioe of the country and oan only be 
effeotive with government leadership was stressed. This does not mean, 
however, that forward-looking ideas to develop the oonoept, planning and 
implementation of oommunity oontrol of disease cannot be introduoed in 
countries where at.present the orientation is almost totally towards the 
hospital and individual care of patients. 

7.2 Comments 

7.2.1 Projeot committees 

A high-level oommittee is needed, bringing together representatives 
of different seotions of the health oare system to be responsible for the 
scientifio and administrative details of projects. 

Action should be oommenced in limited areas of oommunity control. 
Studies relating to rheumatic fever and rheumatio heart disease deserve 
high priority. 

There is a need to establish olear channels of communication with 
partioipants, with subjeots requiring specific treatment or action, and 
with the medical attendants. 

The hope was expressed that governments, through their health 
services, medical directors, and partioipants at the meeting would inform 
WHO of any programmes initiated following the Seminar, so that lines of 
communication could be maintained between the Organization and the 
different groups where this could be of value. Consultant services 
available through WHO in 1977 could then be made more effective. 

7.2.2 Requirements of research and education in cardiovascular diseases 
in the Western Pacific Region 

The priority areas of research have been dealt with in different 
sections and will not be restated. The oonsiderable difficulties 
experienced due to lack of experienced and trained research workers is 
apparent. Difficulties in obtaining funds for research also vary throughout 
the area. Suitably established project committees can play an important 
role in helping to obtain government and private sector support for research. 

The need for training fellowships in epidemiology was a recurring 
theme of the meeting. Suitably qualified persons interested in obtaining 
further training in this field should apply through their governments for 
assistance. 

The need for consultants and technical advisers in epidemiology was 
also stressed. This point is dealt with in the summary and recommendations. 
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The Pan Pacific Education and Communication Experiment by Satellite 
(PEACESAT) programme was initiated in 1971 by the University of Hawaii, and 
was initially linked with Wellington, New Zealand. There are now terminals 
allowing direct conference communications with: four areas in Hawaii; 
Wellington, New Zealand; Suva, Fiji: Nuku'alofa, Tonga; Rarotonga, Cook 
Islands; Lae, Papua New Guinea; Saipan, Mariana Islands; Pago Pago, Samoa; 
college Alask and Bethesda, Md •• USA. The PEACESAT programme has already 
been used for discussions on medical topics including epidemiology and 
represents a very effective means of maintaining communication. 

7.2.3 Field visits 

During the seminar the participants were able to visit the following 
three hospitals within the Manila area: 

(a) The Philippine General Hospital of the University of the Philippines, 
the teaching hospital of the Medical School built in 1906. This visit 
illustrated the problems of a hospital with a large inpatient and outpatient 
load, and crowded wards and facilities. The participants saw a number of 
young people with active and severe rheumatic fever and rheumatic heart 
disease. 

(b) The Makati Medical Center, a recently built, well-planned, private 
hospital offering a range of ward accommodation with excellent laboratory, 
X-ray and other facilities. 

(c) The Philippine Heart Center for Asia, which was officially opened on 
15 March 1974. This 1s a large complex with excellent outpatient and 
inpatient accommodation, and theatres equipped for open heart surgery. 
There are plans for research laboratories. The center is in a pOSition 
to establish high standards in the whole area of cardiovascular disease 
management and research. It is intended to serve as the base and 
coordinating institution for research in epidemiology and prevention 
programmes 1n the Philippines and neighbouring countries. 

8. SUMMARY AND RECOMMENDATIONS 

8.1 Health statistics in the area 

The material in the country reports indicated that the standard of 
death certification and health statistics varies considerably in the area. 

Shortage of medical staff and insufficient training of health 
personnel are important contributing factors. 

Post mortem examination is uncommon in the majority of partiCipating 
countries due to cultural objections, and little has been done in validating 
death certificat10n by autopsy. 

. I 

'I 
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There is a need for improved training of health personnel in the 
area of death certification and for specific studies on means of validation 
including, if possible, post mortem examination. 

There is also a need for specific studies on the certification of 
sudden unattended death using agreed oriteria. 

8.2 Rheumatic fever and rheumatic heart disease 

These disorders stand out as the major potentially preventable 
oardiac disorder in the Region. 

Rheumatic fever registers have been established sinoe 1968 in 
Singapore, Fiji, Tonga and Wairoa, a high-risk area in New Zealand. 

FUrther efforts should be made for seoondary prevention of rheumatic 
fever and rheumatic heart disease in the Western Paoifio Region through the 
establishment of registers to ensure identification and oontinuing 
surveillance of patients. These efforts must be made through the existing 
heal th services in the country or terri tory. 

It was agreed that individual go.arnmenta should be asked to oonsider 
making aoute rheumatic fever a notifiable disease. 

This step and other studies would require the establishment of 
oriteria of definite and probable cases. 

It was agreed that modified Jones oriteria as set out in WHO 
publication "Prevention of rheumatic fever" (20) should be used at this 
stage. These criteria should be assessed within the Region by specific 
prospective research studies based on registers. 

Consideration should be given to setting up national coordinating 
committees to supervise the administrative and scientifio details of such 
prevention programmes and the establishment of registers. These committees 
would be expected to bring together senior health administrators, 
epidemiologists, bio-statistioians, physicians and laboratory persons with 
a real interest in the fie'ld. 

It was agreed that information must be obtained in defined population 
samples conoerning the extent of rheumatio fever and rheumatio heart disease 
in individual oountries, as this is the only effective way of determining 
the extent of the problems. 

Where resources are not always available for supply of penicillin 
it was suggested that Governments may wish to approaoh UNICEF to have 
benzathine penicillin and oral penicillin inoluded in its oontribution to 
the general health services of the country concerned. 

Primary prevention by identifioation and adequate treatment of 
streptoooocal infections in individuals and high-risk groups in schools 
and army barracks should be undertaken. 

) 
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Those countries with suitable laboratory facilities should 
r undertake studies of the epidemiology and immunology of streptococcal 
i. infection in selected sub-samples of their communities and subjects with 
. rheumatic fever. 

Efforts to ensure availability of anti-streptolysin titre tests 
throughout the area as a minimum aid in the study of acute rheumatic fever 
and streptococcal infections should be undertaken. 

8.3 Arterial hypertension and stroke 

The reports from participants indicated that in no part of the world 
were there populations showing such a wide variety in blood pressure pattern 
as in the Western Pacific Region. Data were presented shOWing only minor 
increase in blood pressure with age in Pukapuka in the Northern Cook Islands, 
Ponape in Micronesia, and the Tokelau Islands, in contrast to the pattern 
in Western Australia, New Zealand (Maori and European) and Japan. Some of 
the environmental, dietary (including salt intake) and psychosocial factors 
that might contribute to these differences were reviewed. 

Priority must be given to obtaining epidemiological data on blood 
pressure patterns in properly selected population samples as a means of 
defining the extent of the problem of hypertension and hypertensive heart 
disease in communities of the Region. 

Detection of hypertension among populations should, at the present 
stage, be developed at community level through medical and other health 
personnel: mass screening on a national scale is not yet recommended. For 
research purposes screening of properly selected major sub-samples can be 
a valuable and necessary procedure of research including intervention 
studies. The fact that such studies are taking place in Australia in 
assessing the effect of treatment in subjects with diastolic pressures 
in the 95 - 109 mm range was recorded. This work is being coordinated 
with similar studies in other parts of the world. 

It is recommended that if a diastolic pressure of 110 mm Hg and 
over is found on more than one occasion under standard conditions in 
subjects under 65 years, the person should be treated on a long-term basis. 
Those over 65 years should be further assessed. 

Subjects with pressure under 110 mm but more than 90 mm should be 
individually assessed by the phYSician and treated by hygienic measures, 
including correction of overweight, assessment and alteration of present 
coronary risk factors and, if necessary, drugs. Such patient should be 
periodically reassessed, at least once a year. 

Medical and other health personnel should be encouraged to take 
and record blood pressure at the visit of patients with any complaint, 
and subjects with elevation of the blood pressure should be further 
investigated. 
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Cerebrovascular disease appear to vary considerably in 
type in the Region, being most cormnon and of greater severity 
This provides a valuable opportunity for study of the natural 
and risk factors contributing to this disorder. 

8.4 Ischaemic heart disease 

extent and 
in Japan. 
history 

The varying extent of the disorder in different countries was 
reported, with highest rates in Australia and New Zealand. The high-risk 
status of the New Zealand Maori female and Fiji Indians was reported. 
Many of the areas have little involvement at present, but the trends 
indicate that more cases are occurring with changing living patterns, 
diet and urbanization. 

It was agreed that studies should be carried out to define the 
pattern and distribution of ischaemic heart disease and coronary risk 
factors in properly selected sample populations in the Region. 

These studies will require proper planning and execution and 
advantage. should be taken of particular opportunities that may exist where 
there are groups who fall into different risk categories. 

These studies are of particular importance in those areas where 
there is evidence of an increasing problem with ischaemic heart disease 
so that some baseline data should be made available. 

The way in which social, cultural and psychological factors 
associated with urbanization and rapid social change may contribute to the 
disorder should be studied, using a multidisciplinary approach involving 
epidemiologists, psychologist, anthropologists, sociologists and medical 
personnel. Details of the Tokelau Island migrant study of Tokelau Islanders 
examined on their home islands and in New Zealand following migration were 
reviewed and the advantages of the study stressed. It was felt that a 
study in Fiji, concerning Fijians and Indians with different mortality and 
morbidity from ischaemic heart disease, would constitute an unusual natural 
experiment. 

The area of the Western Pacific Region of WHO could offer unique 
opportuni ties for studies contributing to the general body of knowledge in 
this important area. 

These stUdies could provide basic guidance for introduction of 
measures necessary to prevent the development of certain health disorders 
nowadays found in industrialized countries. 

8.5 Chronic pulmonary disease leading to cor pulmonale 

The problem of tuberculosis, a major cause of chronic pulmonary 
diseases in the area, was reviewed. Reasons for the striking disparity 
and the progress made in its control in the Region during the past two 
decades were considered. 
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While pulmonary heart disease was not a major problem in any of 
the participating countries, it was agreed that improved control of 
tuberculosis by all methods possible including BOG inoculation of infants 
school entrants and again at around 12 - 13 years should be continued and' 
improved. 

The problem of air pollution and factors concerned with control and 
prevention of chronic respiratory diseases were reviewed. 

The major contribution to ill health and morbidity from cigarette 
smoking was reviewed. 

It was agreed that all steps should be taken to reduce smoking at 
all ages and to suppress the use of tobacco particularly in young people 
and in others throughout the community. The public health authorities, 
education departments and other government bodies should follow WHO 
recommendations on the subject of smoking. 

The follOWing measures are specifically recommended: 

(a) That WHO ask governments in the areas to prohibit television 
and radio advertisement of tobacco products. 

(b) That sponsorship of sporting cultural and professional 
activities by tobacco companies be banned. 

(c) That in health education the positive advantages of not smoking 
be stressed and that research in behaviour modification be undertaken. 

8.6 Congenital heart disease 

The limited data presented did not suggest that the rate of congenital 
heart disease was different from that generally reported. 

Prevention by surveillance of drugs and effects of virus infections 
should be monitored through registers in countries with the necessary 
facilities. 

Countries with limited facilities for investigation and cardiac 
surgery gave evidence of a backlog of cases accumulating, for which 
assistance from affluent countries may be required. 

8.7 Community cardiovascular disease control 

The basic requirements for effective community control of chronic 
diseases were reviewed. The way in which such programmes, properly designed 
and introduced at all levels of the health services, could be used in the 
prevention and control of cardiovascular diseases under varying conditions 
in the different territories were reViewed, with particular emphasis on 
the problem of rheumatic fever and rheumatic heart disease. 
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The priority given to different diseases was recognized as a matter 
for the individual government and health services of the country. 

The need to establish high-level steering committees consisting of 
representatives of the department of health, epidemiologists, 
bio-statisticians and clinicians was stressed. The committee would be 
responsible for the administration and scientific details of the programme 
undertaken. 

It was agreed that clearly defined protocols for pilot studies should 
be undertaken in order to develop the necessary machinery to expand projects 
on a community-wide and eventually national level. 

WHO should be contacted and consulted regarding such programmes, so 
that the experience of other countries could be made available. This 
experience would cover the area of cardiovascular disease control and 
other areas of community control of diseases that are applicable to 
problems in a wide range of different environments. 

It is recommended that WHO should ensure the exchange of infonnation 
with groups working on similar problems in other parts of the world. 

8.8 
,I 

Research possibilities in the Region 

It was agreed that within the Region, because of the contrasting 
ethnic gro.ups, the varying stages of material development, the rapid 
changes occurring with urbanization and migration, there were unusual and 
valuable opportunities for study of the etiology and pathogenesis of \ 
cardiovascular disease, particularIy-o·orOriaryheart disease aller-essential ) 
hypertension. This study could lead to sufficient understanding of the 
disorders for introduction of remedial measures. 

The presence of hyperuricaemia was reported from Malaysia, 
Philippines, Japan and Polynesia. The rate of clinical cases varies 
considerably in these countries. 

It was agreed that the association of hyperuricaemia with 
hypertension, diabetes, obesity and lipid disorders should be studied 
further and that in-depth studies of uric acid handling and production 
were required. 

The major problem with rheumatic fever and rheumatic heart disease 
in the Region offers very valuable opportunities for research in these 
fields in the area of basic immunology as well as in the areas of primary 
and secondary prevention already mentioned in Section 3. 

It was recommended that intervention studies be undertaken on 
hypertension, stroke and the poSsible··~i;~Ti~;"bl tual salt intake in Japan. 
These would be difficult and should be done on a pilot basis in different 
age groups at first. 
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8.9 Education and training 

The need for training of more persons in epidemiology as a research 
discipline was an important recurring theme during the meeting. 

It was pointed out that it would be very useful in this Region if 
interested persons could have good cardiological training and then learn 
the basic methods of epidemiology. 

It is recommended that training should proceed at three levels: 

(1) training of interested persons who wish to pursue a career 
in chronic disease epidemiology; 

(2) training of interested physicians in the basic principles of 
cardiovascular epidemiology, so that with bio-statistical and initially 
some expert help they could conduct community surveys in their area, 

(3) training of medical specialists and practitioners working in 
the community in the broad outline of the epidemiological approach and the 
need for this in community control programmes. 

It is recommended that WHO fellowships in epidemiology, to include 
practical experience in planning and the oonduot of field surveys in the 
the Region be made available. 

Support for such fellowships should also be sought from national 
heart foundation trusts and other resources. 

It is recommended that the International SOCiety of Epidemiology be 
approached with a view to its holding a teaching seminar in cardiovascular 
epidemiology at a suitable centre in the Pacific area. Such a course 
should be of suitable duration to give the trainees sound knowledge in 
bio-statistics, sampling procedures, methods, epidemiology, and planning 
and analysis of surveys. 

It was agreed that the growing emphasis on me(l:!,cine in the community 
and the need for training students to think more in terms of prevention ancr
early treatment of disease and encouragement of healthy living required 
major changes in education in many of the countries represented. 

The PEACESAT system of communication between Hawaii and New Zealand 
(coordinating centres) Fiji, Tonga, Rarotonga, Papua New Guinea, Noumea, 
Saipan and Anchorage in Alaska was described as very valuable means of 
information and post-graduate teaching. It was recommended that the 
possibility of extending this link-up to other areas should be explored. 

8.10 Follow-up of the Seminar 

The meeting noted that the WHO Regional Office for the Western 
Pacific had set aside funds for consultant follow-up of the Seminar in 
1977. Should evidence be shown by particular governments that programmes 
were being developed and that help was required before 1977, special 
consideration should be given to its provision by the Organization. 
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The participants accepted the undertaking to report to the WHO 
Regional Office, within six months of their return to their countries, 
on the progress they had been able to achieve in their areas, whether 
they had. had consultations with government and health authorities and 
what particular projects they had initiated or were considering and trying 
to establish. 

It was agreed that WHO should also be asked to provide participants 
and other key persons or libraries nominated by participants in their 
areas with relevant publications in the field of epidemiology and 
prevention and control of cardiovascular diseases including the manual of 
cardiovascular epidemiology prepared by Rose and Blackburnl • 

It was further agreed that a further seminar should be held in five 
years' time on the topic of prevention and control of cardiovascular 
diseases. 

lRose, G.A. & Blackburn, H. (1968) Cardiovascular survey methods, 
Geneva (WId Hlth Org. Monograph Series, No. 56) 
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ANNEX 1 

AGENDA 

31 March - 5 April 1975 

1. Opening session 

2. Election of Chairman, Vice Chairman 

3. Rheumatic fever and rheumatic heart disease 

4. Arterial hypertension and stroke 

5. Ischaemic heart disease 

6. Chronic pulmonary diseases leading to cor pulmonale 

7. Congenital heart disease 

8. Community cardiovascular disease control 

9. Research and education requirements in the Western 
Pacific Region in cardiovascular diseases 

10. Field visits to Philippine Heart Center for Asia, 
Philippine General Hospital of University of the 
Philippines, and Makati Medical Center 

11. Summary report and recommendations 
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FINAL REi'ORT 

Corrigenda 

page 5. first paragraph should read: 

6 October 1975 

ENGLISH ONLY 

"Rheumatic fever and rheumatic heart disease remain an important 
problem among the New Zealand Maori where the rates ot ~heumatic tever 
are 6 - 8 times higher than in the European." 

pap 5. fourth paragraph: delete "on the island ot Foa," in the third sentence. 

page 6, para. 2.3.5: delete "led by" in second sentence and replace with "on the 
basis of". 

page 12. ultimate paragraph: insert before first sentence: "Since 1968 
prospective studies have been carried out among Tokelau islanders on 
their home atolls with those being resettled in New Zealand. Ii 

page 15, Table 6 should read: 

Prevalence rates! MALES FEMALES 
1000 population Borderline Definite Borderline Definite 

hypertension hypertension hypertenSion hypertension 

New Zealand Maoris 243 288 202 318 
Carterton Europeans 242 266 209 225 
Rarotonga, Cook Is. 243 343 232 366 
Pukapuka, Cook Is. 74 47 76 82 
Tokelaus 103 80 152 151 

page 16, sixth paragraph: delete uNuku' alora" in last sentence and replace with 
"two" • 

page 17, para. 3.,.1. fourth sub-para: change "antidisciplinary" to "multidisciplinary" 

page 18, seoond paragraph: add at end of paragraph "if done. as a properly controlled 
research prooedure.-u--

page 42. penultimate paragraph: delete "information" before end of first sentence 
and replaoe with" communication" . 
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