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1. INTRODUCTION 

Recognizing the health and socioeconomic burden of noncommunicable diseases 
(NCD) in general and cardiovascular diseases (CVD) in particular in the Region, the WHO 
Regional Office for the Eastern Mediterranean, in collaboration with Ministry of Health and 
Medical Education and Isfahan Cardiovascular Research Centre, Islamic Republic of Iran, 
organized a consultative meeting on CVD integrated community-based programmes in the 
Region, in Isfahan, Islamic Republic of Iran, 5–8 January 2002.  

The meeting was a continuation of the consultation on establishing an integrated and 
regional NCD network held in Cairo, Egypt, 24–26 June 2001, and the WHO global forum on 
NCD prevention and control 12–13 November 2001, in Geneva. 

The objectives of this consultative meeting were to: 

?? Demonstrate Iranian experience in the field of NCD (pilot project); 
?? Visit pilot project area; and 
?? Share experience with similar projects in the Region and with WHO experts. 

The meeting was inaugurated by His Excellency Dr Masoud Pezeshkian, Minister of 
Health and Medical Education, Islamic Republic of Iran. Dr Pezeshkian referred to the 
achievements made by the Government of the Islamic Republic of Iran, and highlighted the 
fact that because of modern technology, facilities and good business in terms of CVD, many 
cardiologists did not take preventive approaches. However, a large number of patients still had 
to seek cardiovascular health centres for costly intervention services such as: angiographies, 
echocardiography, coronary artery bypass grafts. 

Dr Pezeshkian emphasized the importance of raising public awareness to prevent CVD 
and its burden on the country. Public education was needed regarding healthy lifestyles and 
relevant risk factors. In addition, intersectoral cooperation and community involvement were 
basic principles for NCD prevention and control. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Medite rranean, 
addressed the participants saying that currently, ischaemic heart diseases were responsible for 
more deaths and a greater burden of disease than any other disease in established market 
economics. Cardiovascular diseases and stroke were becoming the major causes of illness and 
death in the Eastern Mediterranean Region. They accounted for 31% of deaths, and 
hypertension affected 26% of the adult population in the Region. These figures were 
attributable to ageing populations, high rates of smoking and changes in nutritional and 
behavioural habits, along with sedentary lifestyles. Dr Gezairy pointed out that adoption of 
modern sedentary lifestyles would lead to greater exposure to risk factors such as high blood 
pressure, elevated serum cholesterol levels and physical inactivity.  

Dr Gezairy focused on the role of WHO Regional Office for the Eastern Mediterranean, 
which was giving cardiovascular disease prevention programmes high priority. There was 



WHO-EM/NCD/030/E/L 
Page 2 

 

increasing awareness in the Region about cardiovascular diseases as a main cause of mortality 
and morbidity.  

Dr Gezairy emphasized the role of primary prevention, and said that the reduction of 
risk factors deserved priority. This was an especially important concept for populations 
experiencing a rise in risk factors due to epidemiological transition, such as those in the 
Region. It was of prime importance to motivate and support the development and 
implementation of community-based prevention programmes. 

Dr Gezairy concluded his address by emphasizing that the establishment of the EMAN 
network (Eastern Mediterranean Approach to Noncommunicable diseases) would promote 
strategic and effective means to prevent and control noncommunicable disease. EMRO was 
currently preparing objectives, policy, rules and obligations to enable countries to join the 
network and would promote the building of collaborative links among countries of the Region 
in cardiovascular disease prevention and control. 

The agenda and the programme of the meeting were reviewed and adopted by 
participants (Annexes 1 and 2). Professor P. Moghadas was elected as Chairman and Professor 
M. Khojali as Rapporteur. The list of participants is included as Annex 3. 

2. REGIONAL OVERVIEW: CARDIOVASCULAR ACTIVITIES AND PROGRESS 
ACHIEVED IN COMMUNITY-BASED PROGRAMMES 
Dr Oussama Khatib, Regional Adviser, Noncommunicable Diseases, WHO/EMRO 

The Regional Office is very much aware that CVD is emerging as a priority in public 
health problem among Member States. The Eastern Mediterranean Region is clearly 
witnessing a growing epidemic of CVD that is being aggravated by a rapidly ageing 
population. Globally, 17 million people die of CVD every year and one in three deaths in the 
world are caused by CVD such as stroke, heart attack or heart failure. The main CVD risk 
factors in the Region are tobacco use, physical inactivity and unhealthy diet. In addition, there 
are newly emerging CVD risk factors such as low birth weight, folate deficiency, and 
infections 

In 2001, the report of a global WHO survey on NCD was published. The main 
objectives of the survey were to assess the current situation in relation to existing capacity for 
NCD control, to identify constraints and needs and set priorities for technical support to 
Member States. The burden of major NCD, mean morbidity burden, percentage of countries 
reporting the existence of NCD prevention and control, percentage of countries reporting 
availability of food, tobacco, and nutrition legislation, percentage of countries reporting 
national surveys on major risk factors of NCD, and percentage of countries reporting 
availability of national guidelines for prevention and management of major NCD are shown in 
Tables 1–5.  



WHO-EM/NCD/030/E/L 
Page 3 

 

Table 1. Burden of major noncommunicable diseases, by WHO Region, 2001  
Region Malignant 

neoplasms% 
Diabetes 

mellitus% 
Cardiovascular 

diseases% 
Chronic 

respiratory 
diseases% 

AFR 11 1 19 11 
AMR 13 6 18 7 
EMR 8 2 31 6 
EUR 16 3 33 7 
SEAR 14 3 27 12 
WPR 19 2 20 13 
 
 
Table 2. Percentage of countries reporting the existence of NCD prevention and control 
measures, by WHO Region, 2001 
Measure  AFR AMR EMR EUR SEAR WPR All 
Public health 
policy 

82 82 65 80 89 65 77 

NCD policy 13 37 59 59 44 58 43 
NCD plan 21 40 56 51 38 52 41 
CVD plan 8 30 53 50 50 40 35 
Tobacco control 
plan 

13 27 50 43 75 68 39 

Diabetes control 
plan 

13 41 50 54 56 64 43 

Cancer control 
plan 

15 50 56 62 78 64 48 

 
 
Table 3. Percentage of countries reporting availability of tobacco, food and nutrition 
legislation, by WHO Region, 2001 
Type of legislation AFR AMR EMR EUR SEAR WPR All 
Tobacco  22 50 75 80 70 69 58 
Food and nutrition 43 66 73 84 89 77 69 
 
 
Table 4. Percentage of countries reporting national surveys, by WHO Region, 2001 
Type of survey AFR AMR EMR EUR SEAR WPR All 
Tobacco consumption 17 50 53 80 63 62 53 
Smoking prevalence 25 48 76 88 88 67 61 
Dietary surveys 56 61 53 68 75 67 63 
Physical activities 9 39 39 72 43 46 42 
Hypertension 
prevalence 

24 48 63 68 63 52 50 

Diabetes prevalence 26 48 56 80 63 63 54 
Mortality trends 9 50 25 78 43 48 44 
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Table 5. Percentage of countries reporting availability of national guidelines for 
prevention and management of major NCD, by WHO Region, 2001 

Hypertension Diabetes Bronchial asthma Common cancers  Region 
P M P M P M P M 

AFR 35 53 44 53 28 41 29 43 
AMR 65 45 70 50 52 40 83 48 
EMR 70 64 89 50 33 22 60 33 
EUR 82 53 82 64 69 45 84 59 
SEAR 50 67 67 67 17 33 43 43 
WPR 53 76 58 76 35 63 65 47 
All 63 59 69 61 47 44 67 48 
P= prevention guidelines; M= management guidelines 

This survey had an excellent response rate from countries of the Region. The Eastern 
Mediterranean Region is similar to the European Region with respect to availability of NCD, 
in particular CVD, plans and relevant risk factor control programmes. More than 50% of 
countries of the Eastern Mediterranean Region reported having CVD, tobacco, diabetes and 
cancer control plans. Risk factor prevalence is one of the main determinants of the population 
burden of NCD.  

Main issues are: lack of mortality data; lack of training for professionals and 
paramedicals on NCD prevention and control; and inadequate information on health care 
services management for major NCD. Also, efforts to assess the cost–effectiveness of the 
various interventions should be intensified. 

EMRO’s objectives for primary CVD prevention are to reduce major CVD risk factors 
and their social and economic determinants through community-based programmes aiming 
for integrated prevention and control and development of standards of care and cost-effective 
case management for CVD. 

Integrated community-based intervention programmes are comprehensive packages in 
which different kinds of feasible activities are combined to produce synergetic effect. The 
community approach in CVD prevention has a high degree of generalization, cost-
effectiveness due to: mass communication methods, ability to diffuse information 
successfully, and potential for influencing environmental and institutional policies that shape 
health. Close collaboration between the community-based project and the national health 
authorities has been important for sustaining the activity and for taking care of national 
implications. 

Health systems need to be reoriented to include the expanded mandate of CVD control. 
Surveillance needs to be established. The need for integrated NCD prevention and control 
programmes is supported by biomedical and epidemiological findings. Interventions which 
aim to reduce multiple risk factors are more beneficial and cost-effective than interventions 
that target one risk factor. This calls for effective and integrated approaches for smoking 
control, adoption of healthier eating patterns and promotion of physical activity. 
Comprehensive measures are needed in which primary health care has a key role. 
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There are several problems facing many countries of the Eastern Mediterranean Region: 

?? Lack of national risk factor surveillance 
?? Lack of harmonization of monitoring and surveillance methodologies 
?? Unavailability of a model of integrated care for NCD prevention programme 
?? Inadequate national capacity building and sustainability 
?? Linking mortality data to NCD prevention and control 
?? Lack of professional, medical and paramedical training primary CVD prevention 
?? Lack of reorientation of health services (to revisit primary health care). 

In establishing surveillance systems, it is important to use the WHO STEPwise 
approach, a set of standardized materials and methods developed to help countries identify 
and fill gaps in risk factor surveillance. This will also help in developing the EMRO global 
risk map and enrich the EMRO database. 

The objectives of the Eastern Mediterranean Approach to Noncommunicable diseases 
network (EMAN) are to reduce major NCD risk factors such as hypertension, 
obesity/unhealthy nutrition, smoking, physical inactivity and glucose intolerance, 
simultaneously. The two major problems facing most countries of the Region are hypertension 
(26%) and diabetes (7%–27%). 

The main programme features and prerequisites for membership in the EMAN network 
are: 

?? national health data and surveillance information 
?? baseline survey for NCD risk factors 
?? commitment to community-based programmes. 

The Regional Office has urged Member States to join EMAN in order to improve the 
health of community by reducing mortality and morbidity from major NCD through 
integrated, comprehensive and collaborative community-based programmes and health 
promotion. 

3. MANAGERIAL ASPECTS OF PRIMARY CVD PREVENTION 
Dr A. Modjtabai, Short-term Consultant, WHO/EMRO 

Noncommunicable diseases will be one of the major health challenges of the coming 
century, with an impact on global health, economic and social development as well as the 
lives of millions of people. 

In national planning for control of NCD, the following points should be considered: 

?? NCD control is part of national health plans and long-term objectives 
?? Systematic and continuous planning, developing, implementing and evaluating of NCD 

programmes is needed 
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?? This process must include policy formulation and identification of priorities. 

The authority for NCD control lies with ministries of health, which establish the 
mechanisms for political support, and is delegated to national health council or national centre 
for health development for planning and implementation. 

A cardiovascular prevention strategy should be based on risk factors national strategies 
for primary prevention, such as policies for food, nutrition and smoking control programmes. 
For hypertension, reduction of prevalence as a whole will be through reduction of modified 
risk factors. Implementation of NCD control programmes is costly and time-consuming. The 
programme must be based on country resources and identified priorities to allow for timely 
and effective implementation. The programme evaluation for successful national NCD control 
should include: 

?? availability of treatment resources 
?? effectiveness of prevention and educational programme 
?? change in mortality, long term assessment and incidence 
?? cost–effectiveness of programme 
?? monitoring and evaluation process. 

4. TECHNICAL PRESENTATIONS 

4.1 Smoking intervention strategies 
Dr Derek Yach, Executive Director, Noncommunicable Diseases and Mental Health, 
WHO/HQ 

There are 1.2 billion smokers in the world, with 4.2 million tobacco deaths per year in 
2000. There is expected to be an increase of about 10 million tobacco deaths per year by 
2030, with 70% in developing countries, and about 700 million children exposed to passive 
smoking.  

For these reasons tobacco control polices should be based on solid science, and it must 
be recognized that success requires strong and sustained political commitment within a 
supportive and knowledgeable population. Comprehensive tobacco control policies work best 
when they include an optimal mix of interventions designed to fit national legal, economic 
and constitutional realities. 

National tobacco control policy-makers should be ready for industry opposition to all 
effective measures and to ensure that coalitions in support of the planned approach are in 
place before progressing too far. 

Demand reduction in tobacco control will require government actions, including the 
following: 

?? Price policies that aim to increase prices at least 5% above inflation 
?? Total bans on all forms of advertising and sponsorship 
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?? Government designated health warnings are effective if large, bold, rotated and 
accompanied by graphics showing the harm caused by tobacco 

?? Government funded counter-advertising is effective if it demonstrates the way in which 
companies try to deceive the public. 

4.2 Commercial influence on noncommunicable diseases 
Dr Derek Yach, Executive Director, Noncommunicable Diseases and Mental Health, 
WHO/HQ 

Commercial pressures and underestimation of intervention effectiveness can effectively 
cause constraints to progress in NCD prevention and control. Noncommunicable diseases are 
sometimes considered diseases of affluence, hence not a public health priority. Globalization 
and information about risks may reduce commercial influences. Actions are needed at national 
level to advocate for behavioural change. Appropriate, simple messages to public, must be 
developed as community mobilization is the most effective method to counter  commercial 
pressure that inhibit NCD primary prevention.  

4.3 North Karelia project intervention strategies 
Dr P. Puska, Director, Noncommunicable Diseases Prevention and Health Promotion, 
WHO/HQ 

The main objective of the project is prevention of CVD and other NCD in the target 
community through comprehensive programme intervention in the community aimed at 
reducing the main risk factors in the population. The intervention is integrated into the 
community structures; thus the role of the project is to plan, train, coordinate and catalyse the 
intervention. 

Main elements of the intervention are various media activities, involvement of health 
services, community organization, and influencing the social and physical environments. In 
this way, the prevention and health promotion activities should lead to policy changes in the 
community.  

Major community-based prevention programmes should work in close collaboration 
with national policy to serve as a model or demonstration area for national policy. Education 
should include simple formative evaluation of the various practical programme components. 
Summative evaluation should assess a given project period, especially with respect to 
performance, effects and change process. Rapid and simple health behaviour monitoring 
surveys are often used to get rapid feedback on the healthier behaviour changes and on 
coverage of various intervention activities. 

An example of intervention and evaluation in the North Karelia project in Finland is a 
community-based intervention that led to substantial positive changes in population risk 
factors which in turn led to approximately 73% reduction in respective lung cancer mortality 
and to 50% reduction in overall NCD mortality over 25 years. This model is now applied in 
numerous countries in connection with regional networks for integrated NCD prevention 
(CINDI in EURO, and EMAN in EMRO). 
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4.4 Trends in acute myocardial infarction and stroke in North Karelia, results from an 
acute MI and stroke registry 
Dr P. Puska, Director, Noncommunicable Diseases Prevention and Health Promotion, 
WHO/HQ 

The aim of MI and stroke registries is to assess the incidence of acute myocardial 
infarction and cerebrovascular stroke in a given population. The data will be used for 
monitoring trends and for several other purposes. The WHO MONICA project has produced 
guidelines for such registers that are much used. 

The important and difficult issues in the registries are coverage of all possible cases 
among the population and the diagnostic criteria. Standardized registration cannot rely only 
on clinical diagnosis. Another problem with registries is considerable cost. 

Acute myocardial infarction and stroke registries should be established in countries that 
have already have a national surveillance system for risk factors. The source of such 
registration should depend on hospitals, death certificates, primary health care and other 
sources. This will help in assessment and monitoring of risk factor change pattern. 

5. EXPERIENCE OF THE ISLAMIC REPUBLIC OF IRAN 

5.1 Qazvin project of CVD prevention and control 
Professor H. M. Afzali, Islamic Republic of Iran 

The Qazvin project aimed to promote healthier lifestyles regarding smoking, healthy 
diet and physical activity. Research was designed to test the effectiveness of a 3-year 
community-based intervention programme to help the community to accept healthier 
lifestyles. CVD risk factors are as follows: 

?? Prevalence of hypertension was 15.6% in Qazvin and 25.2% in Abhar. The proportion 
of hypertensive patients who were unaware of their high blood pressure was 52% in 
Qazvin and 77% in Abhar; 

?? The prevalence of high blood cholesterol in Qazvin was 32.4% and 28.7 in Abhar. The 
proportion of patients who were unaware of their high blood cholesterol was 81.5% in 
Qazvin and 79% in Abhar. 

?? 54.7%  of men and 74.15 of women in Qazvin and 45.1 of men and 61.3% of women in 
Abhar had undesirable body mass index >25 kg/m2. 

?? The prevalence of diabetes was 13.9% in Qazvin and 5.3% in Abhar. The proportion 
patients who were unaware of their diabetes was 62%  in Qazvin and 51% in Abhar. 

?? 28% of men in Qazvin and about 37% of men in Abhar smoked. 

This project is an excellent model for community mobilization. This project will help to 
define the roles of the following in preventing and/or treating cardiovascular diseases. 

?? healthy lifestyles in preventing cardiovascular diseases 
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?? changing dietary habits in middle aged people  
?? treatment of asymptomatic blood pressure 
?? quitting smoking. 

5.2 Isfahan Healthy Heart Programme (IHHP) 
Dr N. Sarraf-Zadegan, Islamic Republic of Iran 

Forty-six per cent of mortality in the Islamic Republic of Iran is related to circulatory 
diseases, which also cause severe economic loss in Iranian society. CVD risk factors are as 
follows: 

?? hypertension 18% 
?? hypercholesterolaemia 33% 
?? hypertriglycerdaemia 44% 
?? obesity 58%  
?? diabetes 7%. 

Several reports have shown that a combination of improper diet, lack of physical 
activity and tobacco use may be the cause of up to 80% of premature coronary heart disease. 
The Isfahan Healthy Heart Programme (IHHP) was de signed in response to these high rates of 
CVD mortality, morbidity and risk factors. 

The IHHP was launched in 1999. It is an example of a community-based programme 
and aims at developing a comprehensive, integrated policy for prevention of CVD and 
alleviation of their consequences. The overall objective of the programme is to implement and 
evaluate community-based intervention strategies intended to reduce mortality and the risk of 
cardiovascular disease. Practical intervention activities have been integrated into existing 
service structures and social organization. Community involvement and individual 
participation were the key concepts in implementation. 

The IHHP aims to mobilize community resources to the greatest possible extent to 
support the attainment of the programme objectives. The programme will be evaluated 
through a combination of process and outcome indicators, which will measure the levels of 
programme penetration into primary health care infrastructure and community participation. 
Finally, although IHHP is a demonstration programme implemented in a small community, it 
provides a practical example of possible interventions to national policy-and decision-makers. 

5.3 Integrated community-based programme for secondary prevention and 
rehabilitation 
Professor P. Moghadas, Islamic Republic of Iran 

This comprehensive and integrated approach includes both impatient and outpatient 
programmes. It places prime importance on patient education, which includes information 
such as the following: 

?? nature of the disease 
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?? prognosis 
?? medication and long-term pharmacological therapies 
?? risk factor modification and patient risk factor profile 
?? how to access first responder systems. 

Outpatient rehabilitation programmes for secondary prevention programme vary and 
may be home-based, supervised or unsupervised, monitored or unmonitored.  

5.4 Physical activity strategies in CVD prevention 
Dr M. Salari-Far, Islamic Republic of Iran  

Along with tobacco use and unhealthy diet, physical inactivity is recognized as a 
significant common and preventable risk factor for NCD, which account for almost 60% of 
global deaths and 43% of global burden of disease. Despite the benefits of physical activity 
and its potential accessibility to all, it is estimated that over 60% of the global population is 
not physically active enough to gain health benefits, especially girls and women. 

Key national strategies for increasing physical activity include: 

?? evidence-based awareness raising 
?? promotion of multisectoral policies and environment 
?? developing supportive partnerships and networks 
?? putting special focus on young people  
?? working with sports communities 
?? promoting physical activity in key settings: community, schools, workplaces and health 

institutions. 

Physical activity for primary CVD should begin in the early school years and continue 
throughout an individual’s lifetime. This needs governments to promote and enhance 
programmes of physical activity and fitness, as a part of public health and social policy. 

5.5 Diabetes prevention and control 
Professor F. Azizi, Islamic Republic of Iran  

The manifestations of diabetes cause considerable human suffering and enormous 
economic burden. The number of diabetes patients worldwide is projected to be 300 million in 
2025, in comparison to 35 million cases in 1995.  

Epide miological studies of the prevalence of diabetes have been carried out in some 
parts of the Islamic Republic of Iran in the past decade. There are now an estimated 1.5 
million people with diabetes in the Islamic Republic of Iran, and about 14.5% to 22.5% of 
people above 30 years of age have impaired glucose tolerance (IGT). One-fifth of these 
people are at risk of macrovascular complication or diabetes in the future. 

The most important problem is the development of long-term complications. In Isfahan 
Diabetes Centre, the rate of complications among 4000 type 2 diabetes patients are as follows: 
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ischaemic heart disease, 34%; hypertension, 50%; congestive heart failure, 12%; retinopathy, 
44%; cataract, 5%; and nephropathy, 19%. For these reasons, diabetes type 2 has been the 
focus of attention of health authorities in recent years. 

The Disease Control Department has designed a new and comprehensive national plan 
for diabetes type 2 prevention and control with the support of health authorities. A provisional 
diabetic advisory subgroup has been established in each province and an endocrinologist or 
internist has been selected in every province as a diabetes focal point. Since 1999, the national 
programme has been implemented as a pilot project in areas of 19 provinces of the Islamic 
Republic of Iran. This programme should be supported with valid research and evaluated for 
future nationwide implementation. 

5.6 CVD prevention from childhood 
Dr M. Hashemi, Islamic Republic of Iran  

The atherosclerosis process begins in childhood and becomes symptomatic in adult life. 
By practising healthy lifestyles in childhood, the benefits will be lifelong. Achieving 
behavioural changes in adults that lead to lasting weight control and physical activity will 
entail targeting children for CVD prevention and control programmes. 

Countries must consider not only the development of scientific guidelines for their 
populations, but also strategies for effective food-based dietary guidance to achieve CVD 
primary prevention. Scientific-based dietary and exercise guidelines should be designed to 
provide guidance on the composition of healthy lifestyles. Decreasing sedentary behaviours is 
important in increasing physical activity when included as a part of a comprehensive 
paediatric intervention for CVD prevention.  

It is important to recognize that CVD prevention from childhood requires partnership. 
Governments, national agencies, consumers, industry and the media all play important roles in 
the promotion of healthy diet, avoidance of smoking and appropriate levels of physical 
activity. 

6. COUNTRY PRESENTATIONS 

6.1 Lebanon 
Professor M. Khogali, Lebanon 

The cardiovascular disease prevention initiative can be considered as a first attempt at a 
community-based approach to CVD prevention in the Region (1998–2001). The overall 
objective was to develop, implement and evaluate a community-based CVD intervention 
study in Lebanon, aiming at identifying and reducing the risk factors of CVD, particularly 
obesity, hypertension and smoking. The components of the initiative are a baseline evaluation 
that includes risk factors, intervention and post-intervention. The specific research objectives 
are to identify and modify current knowledge, attitudes and practices among the community 
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and primary health care service; and evaluate the impact of these interventions on the 
prevalence of CVD and high risk population (with hypertension, obesity and smoking). 

The % of risk factors in the 1998 study (n=1208) were as follows: 

     M   F 
Smoking 55.9% 55.8% 
Obesity  36.3% 38.3% 
Overweight 43.7% 35.5% 
FBS>126 14.9% 9.7% 
LDL>150 17.8% 22.6% 
HDL<35 18.7% 5.6% 
Chol >240 17.8% 18.7% 
Trig>160 48.9% 29.5% 

Several community meetings were held to develop links between community members 
and the research team, empower community members and discuss planning and implementing 
issues. 

Lessons learned from initiative are as follows: 

?? community-based approach is feasible 
?? no community is homogenous  
?? all communities are unique: can not duplicate work of past decades 
?? sustainability issues need to be incorporated early on 
?? empowerment is an important outcome 
?? capacity building is an essential component. 

6.2 Morocco 
Dr N. Chaouki, Morocco 

Epidemiological transition and similar risk factors require development of strategy to 
control NCD. The prevalence of hypertension in Morocco is high. In Rabat–Sale the general 
prevalence is 24.5% (1992), and 49% among diabetics. 

Due to the high prevalence, a situation analysis was carried out in 2000 to define NCD 
surveillance and assessment of indicators. Among a total of 1802 candidates, mean age 43, the 
prevalence of NCD or risk factors was as follows: 

?? Prevalence of hypertension 33.6% 
?? Prevalence of diabetes 6.6% 
?? Prevalence of hypercholesterolaemia 29% 
?? Tobacco use in males 31.5%, females 0.6% and ex-smokers 19.7% 
?? Prevalence of overweight in males 23.3%, obesity 7%; in females, overweight 28.7% 

and obesity 19% 
?? 65.5% of diabetics have hypertension.  
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These results indicate that primary prevention of CVD should be considered a high 
priority, and that NCD control programmes should be integrated into primary health centres to 
promote quality coverage. Intersectoral collaboration is also important, and more progress 
may be made in terms of NCD prevention by influencing the policies of other relevant sectors 
than by modifying policies of the health sector. 

6.3 Saudi Arabia 
Professor M. Al Nozha, Saudi Arabia 

Results of a six-year national project on prevalence of coronary artery disease risk 
factors (cross-sectional and hospital-based) were as follows: 

?? hypertension 26% 
?? diabetes 23% 
?? overweight 35% (25–29.9 kg/m2) 
?? obesity 31% (30–40 kg/m2) 
?? gross obesity 4% (>40 kg/m2)  

Coronary artery diseases are common among Saudi population, and a national 
prevention programme should be planned and implemented without delay.  

7. CONCLUSIONS 

Field visits were arranged to Isfahan Cardiovascular Research Centre and different 
intervention areas of Isfahan Healthy Heart Programme (IHHP). 

The participants emphasized the need for developing a national surveillance system for 
assessing and monitoring levels of major risk factors in order to have reliable data on risk 
factors. In addition, more mortality statistics are needed in Member States. The participants 
also expressed appreciation of the role of WHO headquarters and Regional Office for the 
Eastern Mediterranean in stimulating CVD community-based control programmes. 

8. RECOMMENDATIONS 

Strengthening national smoking control programmes 

1. National smoking control programmes should be established in ministries of health, and 
focal points appointed for active planning of national activities to reduce smoking.  

2. Health professionals should be trained to provide counselling on smoking cessation and 
risks from exposure to environmental tobacco smoke. 

3. Education campaigns should be conducted and directed to all health professionals. 
Social education should also be provided to raise awareness about the adverse effects of 
tobacco. 
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4. Legislation should be introduced banning smoking in workplaces and schools. Public 
places should also be made smoke-free. 

5. Tobacco control programmes should be included in school curricula. Medical school 
curricula should include antismoking programmes.  

6. The incidence of tobacco use should be monitored in response to antismoking 
programmes, and efforts should be made to determine quit rate. 

7. Increasing tobacco prices should be considered. The increase should always be above 
the inflation rate in any country. 

8. Total bans on all forms of advertising and sponsorship should be considered, as they 
have shown to be very effective. In addition, government designated health warnings 
are effective if large, bold and accompanied by graphics showing the harm caused by 
tobacco. 

9. Scientifically sound studies should be conducted to estimate prevalence of smoking in 
females, and efforts made to keep prevalence low. It is also important to conduct studies 
on the relationship between low birth weight and smoking. 

10. Efforts should be made to expose the different illegal and unethical methods used by 
tobacco industries to enhance smoking, and academicians and professionals should 
refuse all funds offered by tobacco companies. 

Primary CVD prevention 

11. CVD prevention and control activities should be strengthened. Integrated community-
based intervention programmes should be linked with national policy. Criteria for 
success will include community mobilization and empowerment, capacity building, 
supportive policy decisions and sustainability. 

12. Different methods of evaluation should be built into CVD intervention programmes 
from the start. 

13. CVD and diabetes prevention and control should be integrated into primary health care 
services. 

14. Existing primary CVD programmes need to be strengthened and expanded according to 
the local epidemiological situation, to enable community-based CVD prevention and 
control programmes to be implemented. 

14.1 National programmes for prevention and control of rheumatic fever/rheumatic 
heart disease should be strengthened in countries where there is high prevalence of 
heart problems among schoolchildren and young adults. 
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14.2 National community-based programmes on nutrit ion and dietary habits should be 
implemented.  

14.3 National and regional guidelines on physical activities for primary CVD 
prevention and control should be developed. 

14.4 Dietary surveillance should be developed based on assessment of the dietary 
patterns of countries, and social education should be provided about food safety 
and healthy food. 

14.5 Researchers should be encouraged to study the effects of different dietary fats on 
blood lipids and on CVD risk. 

15. Existing regional guidelines on hypertension and diabetes should be reviewed by the 
Regional Office to meet the new international recommendations and be applied and 
followed among countries of the Region. 

16. The Regional Office should support Member States and work together on CVD primary 
prevention and control by emphasizing preventive measures in clinical settings. 

17. Existing national community-based programmes should be evaluated for proper 
planning and implementation through formative or summative evaluation. 

18. Surveys on risk factors should be population based, established, improved and validated 
at national and regional level. Such surveys should start with a baseline survey and be 
continued by a follow-up. Scientific-based reports for policy-making and planning will 
be needed and must be available for the public and media. 

19. Acute myocardial infarction and stroke registries should be established. The source of 
such registration should depend on hospitals, death certificates, primary health care and 
other sources. This will help in assessment and monitoring in different components of 
CVD mortality change patterns. 

20. Active measures should be taken by the Regional Office to encourage and promote 
training and education for professionals and paramedicals to be involved in primary 
CVD prevention. 

Collaboration  

21. Member States should collaborate in order to analyse the epidemiological situation, 
develop a CVD health information network and foster stronger linkages. Such 
collaboration should include: 

?? joining the Eastern Mediterranean Approach to Noncommunicable diseases network 
(EMAN) 

?? collaboration with international CVD agencies 
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?? coalition-building with community organizations. 

22. More technical meetings and consultations on CVD prevention and control are needed. 
An intercountry meeting should be held on community mobilization for CVD 
prevention in the Region. 
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Annex 1  

AGENDA 

1. Opening ceremony 

2. Regional overview: cardiovascular activities and progress achieved in community-based 
programmes 

3. Commercial influence on noncommunicable diseases 

4. Qazvin project of CVD prevention and control 

5. Managerial process for control of noncommunicable diseases 

6. Isfahan healthy heart programme 

7. North Karelia project, intervention strategies 

8. Countries presentations 

9. Field visit to Isfahan Cardiovascular Research Centre 

10. Trends in acute myocardial infraction and stroke in North Karelia, results from acute MI 
and stroke registry 

11. Smoking intervention strategies 

12. Field visit to CVD national programmes-demonstration area (Isfahan Health Heart 
Programme) 

13. Diabetes prevention and control 

14. Integrated community-based programme for secondary prevention and rehabilitation 

15. CVD prevention from childhood 

16. Physical activity strategies in CVD prevention 

17. Recommendations and closing session 
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Annex 2  

PROGRAMME 

Saturday, 5 January 2002 

08:00–08:30 Registration 
08:30–09:30 Opening ceremony–addresses by: 

H.E. Dr Masoud Pezeshkian, Minister of Health and Medical Education 
Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean 
Dr A. Rezai, President of Isfahan University of Medical Sciences 

09:30–10:15 Regional overview: cardiovascular activities and progress achieved in 
community-based programmes/Dr O. Khatib, WHO/EMRO 

10:15– 11:15 Commercial influence on noncommunicable diseases/Dr D. Yach, WHO/HQ 
11:15– 11:30 Qazvin project of CVD prevention and control/Professor H. M. Afzali, 

Islamic Republic of Iran 
11:30– 11:45 Managerial process for control of noncommunicable diseases/Dr A. 

Modjtabai, STC/WHO 
11:45– 13:00 Isfahan Healthy Heart Programme/Dr N. Sarraf Zagedan, Islamic Republic 

of Iran 
13:00–13:30 North Karelia project, intervention strategies/Dr P. Puska, WHO/HQ 
13:30–14:30 Discussion 
14:30–14:45 Saudi Arabia presentation/Professor M. Al-Nozha 
14:45–15:00 Morocco presentation/Dr N. Chaouki 
15:00–15:15 Lebanon presentation/Professor M. Khogali 
15:15–15:30 Islamic Republic of Iran presentation/Dr M. Goya 
15:30–16:30 Discussion 

Sunday, 6 January 2002 

08:30–13:30 Field visit to Isfahan Cardiovascular Research Centre 
13:30–14:00 Trends in acute myocardial infraction and stroke in North Karelia, results 

from acute MI and stroke registry/Dr P. Puska, WHO/HQ 
14:00–15:00 Smoking intervention strategies/Dr D. Yach, WHO/HQ 
15:00–16:00 Discussion 

Monday, 7 January 2002  

08:00–16:00 Field visit to CVD national programmes–demonstration area 
(Isfahan Healthy Heart Programme) 



WHO-EM/NCD/030/E/L 
Page 19 

 

Tuesday, 8 January 2002  

08:30–08:45 Diabetes prevention and control/Professor F. Azizi, Islamic Republic of Iran 
08:45–09:00 Integrated community-based programme for secondary prevention and 

rehabilitation/Professor M.P. Moghadas, Islamic Republic of Iran 
09:00–09:15 CVD prevention from childhood/Dr M. Hashemi, Islamic Republic of Iran 
09:15–10:30 Discussion 
10:30–10:45 Physical activity strategies in CVD prevention/Dr Salari-Far, Islamic 

Republic of Iran 
10:45–12:00 Discussion 
12:00–13:00 Recommendations and closing session 
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Annex 3 

LIST OF PARTICIPANTS 

ISLAMIC REPUBLIC OF IRAN 

Ministry of Health and Medical Education 
Professor H. Malek Afzali 
Undersecretary for Research and Technology 
Ministry of Health and Medical Education 
President of Iranian Heart Foundation 
e-mail: AFZALI@HBI.DMR.OR.IR  
Teheran 
 
Dr M. Gooya 
Director, Centre for Disease Control and Prevention 
Ministry of Health and Medical Education 
e-mail: M.Goya@yahoo.com 
Teheran 
 
Dr Roya Kelishadi 
Assistant Professor of Paediatrics 
Deputy of Health 
Ministry of Health and Medical Education 
Teheran 
 
Dr P. Vazirian 
Deputy Director, Centre for Disease Control and Prevention 
Ministry of Health and Medical Education 
Teheran 
 
Dr Mir Ahmedi Zadeh 
Secretary of Health System Research Centre 
Shiraz University of Medical Sciences 
Shiraz 
 
 
Isfahan University of Medical Sciences 
Dr M. Hashemi 
Faculty Member of Paediatric Department 
Isfahan 
 
Dr M.P. Moghadas 
Chief, Cardiology Department 
Isfahan 
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Dr M. Rafiei 
Manager of Isfahan Cardiovascular Research Centre 
Isfahan 
 
Dr G. Sadry 
Deputy of Healt h 
Director of Isfahan Province Health Centre 
Isfahan 
 
Dr Nizal Sarraf-Zadegan 
Director of Isfahan Cardiovascular Research Centre 
Secretary General of Iranian Heart Foundation 
e-mail: isfcarvasrc@hotmail.com 
Isfahan 
 
Dr H. R. Toolouei 
Deputy to the Director of Isfahan Province Health Centre 
Isfahan 
 
 
Iranian Heart Foundation 
Dr M. Salari-Far 
Faculty Member of Cardiology Department 
Tehran University of Medical Sciences 
Teheran 
 
Dr H.F. Farshidi 
Deputy of Treatment 
Hormozgan University of Medical Sciences 
e-mail: hfarshidi@yahoo.com 
Bandar Abbas 
 
Dr Hamid Reza Javadi 
President, Qazvin University of Medical Sciences 
e-mail: HRJ679@yahoo.com 
Qazvin 
 
Dr M. Sadr  
Chief, Cardiology Department 
Yazd Afshar Hospital 
Yazd University of Medical Sciences 
Yazd 
 
Dr A. Salehi 
President, Corgan University of Medical Sciences 
Corgan 
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WHO TEMPORARY ADVISERS 

Professor Mansour M. Al Nozha 
Professor of Medicine and Consultant Cardiologist 
Director 
King Fahd Cardiac Centre 
King Saud University 
e-mail: malnozha@ksu.edu.sa 
Riyadh 
SAUDI ARABIA 
 
Professor Fereidoun Azizi 
Director, Endocrine Research Centre 
Shaheed Beheshti University of Medical Sciences 
Teheran 
ISLAMIC REPUBLIC OF IRAN 
 
Dr Noureddin Chaouki 
Public Health Specialist 
Head of Non-communicable Diseases Section 
Ministry of Health 
e-mail: nchaouki@sante.gov.ma 
Rabat 
MOROCCO 
 
Professor Mustafa Khogali 
Professor and Chairman 
Department of Family Medicine 
American University of Beirut 
e-mail: Khogali@aub.edu.lb 
Beirut 
LEBANON  

WHO SECRETARIAT 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean 
Dr El Fatih El Samani, WHO Representative, Islamic Republic of Iran 
Dr Oussama Khatib, Regional Adviser, Noncommunicable Diseases, WHO/EMRO 
Dr Derek Yach, Executive Director, Nonc ommunicable Diseases and Mental Health, 
WHO/HQ 
Dr Pekka Puska, Director, Noncommunicable Diseases Prevention and Health Promotion, 
WHO/HQ 
Dr Atarod Modjtabai, Short-term Consultant, WHO/EMRO 
Ms Suzan El-Raey, Senior Administrative Clerk, WHO/EMRO 
Ms Weaam El-Metenawy, Secretary, WHO/EMRO 


