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Is this possible? How?

" Population demographics
" Importance of chronic disease
- Cardiovascular disease

- Risk factors

" Prevention strategies
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World Population Growth Through History
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Growth in More, Less Developed Countries
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Demographic Transition

 World population in midst of
transformation from high mortality and

high fertility to one of low mortality and
fertility

 Responsible for rapid and accelerating

growth, slowing and changes in age
distribution

— Stage 1.

* Reduction in mortality — longer survival
« Proportion of children increases

The diversity of changing population age structures in the world, Population
Division, Dept of Economic and Social Affairs, UN Secretariat, 2005



Demographic Transition - 2

— Stage 2:
 Fertility declines as fewer children needed
* Proportion of children declines while population
ages
« Sustained reduction slow growth and contribute
to ageing
— Stage 3:

» After lengthy periods of low fertility and
mortality, proportion of children and adult of
working age decline and only older adults rise

« Ageing reinforced and growth of older persons
greater than younger

The diversity of changing population age structures in the world, Population Division, Dept of
Economic and Social Affairs, UN Secretariat, 2005



Age Distribution of the World’s Population

Population Structures by Age and Sex, 2005
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Trends in Life Expectancy, by Region

Life Expectancy at Birth, in Years
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Women and Aging

Projected World Population, by Sex, at Specified Age Groups, 2025
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Trends in Urbanization, by Region
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Chronic disease
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Death rates from non-communicable diseases per 100,000

Ukraine
Russia
South Africa
Egypt
Nigeria
Poland
Thailand
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DR Congo
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All 23 countries

adults aged 15-69 years in 23 high-burden countries
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Alwan et al. (2010). The
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Figure 2

Ischaemic heart
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Important Facts

= 80% of chronic disease deaths in LMIC
= Chronic diseases are concentrated
= among the poor
* Increased exposure to risks and
decreased access to health services  _
= Poor and children have limited choices
= 80% of CVD and 40% cancer preventable
= Chronic disease prevention and control
IS NOT expensive!

WHO, 2005



Estimated costs of five priority interventions for non-
communicable disease (NCDs) in three countries.

Interventions Cost per person per year (US$)
China India Russia
1. Tobacco use Accelerated implementation of the WHO 0-14 0-16 0-49
Framework Convention on Tobacco Control’
2. Dietary salt Mass-media campaigns and voluntary action  0-05 0-06 016
by food industry to reduce consumption®
3. Obesity, unhealthy Mass-media campaigns, food taxes, subsidies, 0-43 0-35 118
diet, and physical labelling, and marketing restrictions'
inactivity
4. Harmful alcohal Tax increases, advertising bans, and restricted  0-07 0-05 052
intake access”
5. Cardiovascular risk Combination of drugs for individuals at 1-02 090 1.73
reduction high risk of NCDs™
Total cost per person® - 1.72 1.52 4.08

Beaglehole et al. (2011). Lancet, 377:1438-47.



Table 1 Cost for each case of RHD prevented in regions where RHD is
highly endemic

Table 1 | Cost for each case of RHD prevented in regions where RHD is highly endemic

Population/ n Intervention Unit cost Total cost DALY averted Cost per DALY

outcome (US$) (US$) (US$; calculation?) averted (US$)

Healthy children* 10,000 Vaccine 3-10 30,000-100,000 218(287.4x0.8x0.95) 137-458

Cases of pharyngitis 100,000 Primary 10-15 1.0-1.5 million 45 (287.4x0.8x0.25) 22,075-33,113
prevention

Cases of RF 39 Secondary 5,890-6,620 229,710-258,180 230 (287.4x0.8) 999-1,123
prevention

Deaths? 13.65 Surgery 13,949 320,966 172 (287.4x0.6) 1,861

*Hypothetical cohort of children aged 5-14 years observed for 10 years. *Calculations are based on the following assumptions: for vaccination, 80% efficacy
with coverage of 95%. For primary prevention, 90% efficacy, 70% of patients belng symptomatic, approximately 25% of whom might seek a medical consultation.
For successful secondary prevention programmes, 100% coverage by the health sector, 100% provider performance, and 80% patlent compliance. For surgery
(valve replacement or repair), efficacy is assumed to be 60% after 10 years. These assumptions were used to calculate DALYs averted. SHypothetical number of
deaths extrapolated from speculative RF mortality of 35% over 10 years. Figure 29-8 from Michaud, C., Rammohan, R. & Narula, J. Cost-effectiveness analysis
of Intervention strategles for reduction of the burden of rheumatic heart disease. Rheumatic Fever (eds Narula, J., Virmani, R., Reddy, K. & Tandon, R),

© American Registry of Pathology, 1999). Abbreviations: DALY, disability-adjusted life year; RF, rheumatic fever; RHD, rheumatic heart disease.

Figure 29-8 from Michaud, C., Rammohan, R. & Narula, J. Cost-effectiveness analysis of intervention strategies for reduction
of the burden of rheumatic heart disease.
Rheumatic Fever (eds Narula, J., Virmani, R., Reddy, K. & Tandon, R),
© American Registry of Pathology, 1999)
Remenyi, B. et al. (2013) Position statement of the World Heart Federation on the
prevention and control of rheumatic heart disease

Nat. Rev. Cardiol. doi:10.1038/nrcardio.201€£4
naturc

REVIEWS




NCDs In sub-Saharan Africa: what we know now

(Dalal et al., 2011, Int J Epi, 40:885-901)

= Disproportionate burden of infectious and
chronic diseases — DOUBLE-BURDEN

" Few community-based studies

= South Africa over-represented

= Stroke: 0.07-0.3%

" Diabetes: 0-16% —

" Hypertension: 6-48%

" Obesity: 0.4-43% (women)

= Smoking: 0.4-71% (men)

" Lack of vital statistics systems

= Studies needed for in-depth analysis risk factors




Projected global deaths (millions) for major chronic disease groups and
other causes of death in 23 selected countries, 2005-2015

Projected deaths (millions)
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Unhealthy die Raised blood pressure

Physical inactivity Raised blood glucose

Stroke
)bacco use Abnormal blood lipids ‘

Overweight/obesity Chronic respiratory
diseases

Heredity
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Globalization

= The Increasing interconnectedness of
countries and the openness of borders to
Ideas, people, commerce and financial
capital

= Positive aspects include availability of
new technologies, such as information =
and communication technologies

= Negative effects include the trend known
as the “nutrition transition” and less
physically active lifestyles

WHO, 2005
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So, globalization is making
all regions of the world face
similar health threats, thus
demanding a unified
response by nurses. It also
provides us a unique
opportunity to be innovative
and work together with
nurses across the globe.




Cardiovascular Disease (CVD)

¢ Coronary heart disease (CHD) [coronary
artery disease (CAD), ischemic heart disease (IHD)] 4

¢ Cerebrovascular disease (stroke) ¢/
¢ Peripheral vascular disease

¢ Heart failure (HF)

¢ Hypertension (HTN)

¢ Rheumatic heart disease ¢/

¢ Congenital heart disease

¢ Deep vein thrombosis and pulmonary
embolism
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Stroke mortality rates
(per 100000)
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Age-adjusted and sex-adjusted stroke mortality rates Rates
are highest in eastern Europe, north Asia, central Africa, and

. the south Pacific.

Johnston, Lancet Neurology, 8, 345-354 Cl | n ICO | Key

"o Copyright © 2009 Elsevier Ltd




Ranking of 10 selected risk factor

causes of death in world (wHo, 2009)

Deaths (Millions) % of Total

1. High blood pressure 7.5 12.8
2. Tobacco use 5.1 8.7
3. High blood glucose 3.4 5.8
4. Physical inactivity 3.2 5.5
5. Overweight and obesity 2.8 4.8
6. High cholesterol 2.6 4.5
7. Unsafe sex 2.4 4.0
8. Alcohol use 2.3 3.8
9. Childhood underweight 2.2 3.8
10. Indoor smoke from

solid fuels 2.0 3.3
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Psychological Physiological Cardiac Pathological Cardiac
Factors Response Effects Result Event
Catecholam/iﬁles N Electrical instability |--%» Arrhythmia
HR and BP >
Increased demand Sudden Death
Acute --» Ischemia
Anger plasma volume \/ --p} Decreased supply
ivi coronary constriction . s
Mecabertvicy o Myocardial Infarction
platelet activity/\ Plaque rupture
coagulation/\ Thrombus formation
inflammation/\
*
Sympatho/vagal - ﬁ
" . imbalance !
Episodic Neurohormonal :
Depression changes Severe c?ronary
Exhaustion artery disease
Pro-coagulant state A
A i
i S thetic activit )
Chronic ympathetic activity »| Early coronary
Hostility .
Low SES Elevated Lipids artery disease
A
x |

Background Factors
Adverse health behaviors
Environmental factors
Genetic predisposition

©1999 by Lippincott Williams & Wilkins Kop W J Psychosom Med 1999:61:476-487



Association of risk factors with acute myocardial infarction
In men and women after adjustment for age, sex, and
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Risk if acute myocardial infarction associated
with exposure to multiple risk factors:
INTERHEART
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Region i Controd (%) Cade (%) Odds ratio(99% C1)  PAR (99% CI)
Orverall 11408 20-0 445 JEF(339-441) G4-1% (49-b-58-0]
W Eur 1047 138 294  376(210-674) 44-6% (23.5-67-8) .-
CEEur 2618 20:3 294 2-M1(1.52-318) 35-0% (159.2-54-9)
MEC 3191 9.9 496  533(348-818) 70.5% (57.8-80.7) _._
Afr 1037 180 390 793(432-1458)  741%(59-7-84-6) i
5 hysia 2820 277 427  3B1(249-583) 58.7% (42.7-731) —
China/HE 5400 73 143 343(261-451) 438% (36:7-51-2) '
SE Asia 1858 227 480  B622(371-1041)  67.7%(52.0-80.3) _._
ANZ 487 138 B8 397(171-922) 43-4% (16-0-75-6) :
S Am 2644 271 406  279(185-423) 47-6% (29.6-66.2) +
M Am 206 12.4 28.8 475 (1-34-16-86) oo (18.2-82.4) L
| | 1 1 [ |

025 05 1 7 4 B 16

Ordlds raitio (99% CI)

Figure 6. Risk of acute myocardial infarction associated with
ApoB/ApoAl ratio (top vs lowest quintile), overall and by
region after adjustment for age, sex, and smoking PAR is for
the top four quintiles versus the lowest quintile.

Yusuf et al., Lancet, 2004, 364, 937-52
http://dx.doi.org/10.1016/S0140-6736(04)17018-9



Region n Control (%) Case (%) Oddsratio (99%Cl)  PAR (99% CI) .
Orverall 26916 123 386 .48 (2.30-2.68) 73:4% (21.7-251) i
W Eur 1425 164 330 222(1-62-3-08) 21-9% (15-6-30.0) ———
(E Eur %36 327 460 211{176-253)  245%(192-306) —
MEC 404 202 59 184 {1-45-2:33) §-2% (57-14-4) —- :
Afr 135 216 434 334 {2-40-4.65) 20.6% (22.8-373) E—
5 Asia 1881 138 311 289 (2-31-3-60) 19-3% (15-7-23-4) ——
China/HE 6075 211 373 2.41(2.06-2-80) 22.1% (18.7-26.0) _.'_
SE Asia 41 153 468  563(426-745) 38-4% (333-436) I —
ANE 1260 120 378 194 {1-40-2-68) 22-0% (15-6-31.6) _._E
5 Am oo 377 493 .48 (2.03-3.04) 32.7% (27.2-38.8) —.—
N Am 630 286 388 158{101-247) 10.0% (92-35-2) .-

.

.;.._':;5 0.5 1 ) 4 B 16
Cidds ratio (99% CI)

Figure 7. Risk of acute myocardial infarction associated with
self-reported hypertension, overall and by region after
adjustment for age, sex, and smoking

Yusuf et al., Lancet, 2004, 364, 937-52
http://dx.doi.org/10.1016/S0140-6736(04)17018-9



Region n Control (%) Case (%) Oddsratio (99%C1) PAR (%9% CI) .
Cnperall 2H4903 76 183 FOB{277-342) 12.3%{11-2-13-5) *
W Eur 1422 47 17.7 429({261-7-05) 150% (11.0-20:1) !
CE Eur %36 6B 138 261(1.95-3-49) 91% (5:6-12-4) —
MEC 3401 116 a6 292 {226-3.79) 15-5% {12-2-18.4) _dl_
A 1355 80 250 369(238-573) 16 7% {11-8-23-1) _:_._
% Asia WAz 106 114 248 (193-318) 11-8% {£.9-15.5) — -
China/HK. 6075 29 116 507 (3-72-690)  100%(83-11.49) E — -
SE Asia 2140 g2 274 419 {301-583) 210% {16-5-25-9) —
AMZ 1260 4B 11.8 237 (1:34-4-19) 7-2%(39-12.8) _._E_
5 Am 3093 g0 202 2.45({1-86-3.24) 12-7% (9-4-17-0) ——
M Am 630 47 166  175(004-329)  80%(29-201) - :
M T 1 | )
025 o5 1 2 4 B 16
Odds ratio {99% CI)

Figure 8. Risk of acute myocardial infarction associated with
self-reported diabetes, overall and by region after adjusting
for age, sex, and smoking

Yusuf et al., Lancet, 2004, 364, 937-52
http://dx.doi.org/10.1016/S0140-6736(04)17018-9



Region  n Control (%) Case(s) Oddsratio(99%CI) PAR(99%C)) !
Onerall 25136 34-2 47-3 2-24 (3-06-2-45) 33 7% (30-2-37-4) *
W Eur 1306 341 625 450(298-678)  624%(513-741) | —.—
|
CE Eur 3538 410 493 174{139-217)  280%(183-403) _u._m:
MEC 3309 451 582  185(143-241)  259%(137-435) ——
[ A 1265 388 611 375(244-574)  584%(441-713) o
| sasia 311 312 442 243(193-306)  377%(288-47.9) _E|_
ChinalHE 6018 211 253 1.32({1-11-1.58) Lo% (1-4-19-4) i
SE Asia 2101 214 444  571(413-7-83)  57.9%(491-56:2) E B —
ANZ 1224 392 638 4-40(2-82-6-88) 61-3% (456-74-9) : ——
SAm 25959 486 b48 2-41(1-79-3-25) 45-5% (32-3-55-2) _i._
M Am 595 313 637 468(257-B50)  595%(40-3-76-2) : =
| ] r ] T 1
025 o5 1 7 i B 16

Chlels ratio (99% L)

Figure 9. Risk of acute myocardial infarction associated with
abdominal obesity measured as waist/hip ratio (upper tertile
vs lowest tertile), overall and by region after adjusting for
age, sex, and smoking PARs are for top two tertiles vs lowest

tertile.
Yusuf et al., Lancet, 2004, 364, 937-52

http://dx.doi.org/10.1016/S0140-6736(04)17018-9




Region n Odds ratio (99%C1) PAR (99% C1)
Crverall 24767 7.51({215-2.93} 28.8% (22-6-358) I.
W Eur 1375 392 (195-7-91) 38-9% (20-2-61.5) : -
CE Eur 1473 1-14(0-73-1.78) 4-9% (0-0-96-0) T E
MEC 2892 277 (1.78-429) 41.6% (25.2-60-1) ———
Africa 1259 317 (1-59-6-33) 40-0% (17-3-67.9) . &
S Asia 1300 215 [145-317) 159% (4-0-46-3) _"'_.
China/HK S804 6-00 (4-05-8-89) 35-4% (24-6-47-9) ! —a—
SE Asia 1921 1.85 {1.02-3.37) 76.7% (17.8-381) = i
ANZ 1255 199 (1.02-3.87) 28:9% (10-0-59.7) -—
5 Am 2783 2.08(1.29-3.36) 356% {17:2-595) ———
M Am 615 416(1-50-11-53) 51-4% (24.0-78.0) 'r -
| | — l |
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Figure 10. Risk of acute myocardial infarction associated
with the composite psychosocial index, overall and by region

Yusuf et al., Lancet, 2004, 364, 937-52
http://dx.doi.org/10.1016/S0140-6736(04)17018-9



Comparison of the population-attributable risk (99% CI) for common risk
factors in the INTERSTROKE and INTERHEART studies

INTERSTROKE INTERHEART
{all stroke; 3000 cases, {acute myocardial infarction;
3000 controlsyp* 15152 cases, 14 820 controls)*t

—I'\
Hypertension > 34-6% (30-4-39-1) 17-9% (15-7-20-4)
Smoking 18.9% (15-3-23-1) 357% (32:5-39-1) -
Waist-to-hip ratio (abdominal ~ 26:5% (18-8-36-0) 20:1% (15-3-26-0)
:l/,\ obesity)

Diet
Diet risk score 18-8% (11.2-29-7) -
Fruits and vegetables dai - 13.7% (9-9-18-6)
Regular physin:§ 28-5% (14-5-48-5) 12:2% (5:5-25-1)
Diabetes 5-0% (2-6-9-5) 9-9% (8-5-11-5)
Alcohol intake 3-8% (0-9-14-4) 6:7% (2.0-20-2)
Psychosocial factors
All psychosocial factors . 32:5% (251-40.8) -
Psychosocial stress 4.6% (2-1-9.6)
Depression 52% (2.7-9-8) -
Cardiac causes 6. 7% (4-8-9-1) "
Ratio of apolipoproteins Bto Al  24-9% (157-37-1) 49:2% (43-8-54.5) -

90% 90% men
0
Tu. (2010). The Lancet, 376:74-5. 94% women
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GROUP A STREPTOCOCCAL THROAT INFECTION IS
THE PREDISPOSING INFECTION LEADING TO
RHEUMATIC FEVER & RHEUMATIC HEART DISEASE

“Rheumatic heart disease is
a marker of inequity, of
social injustice, and of

HALLMARK FEATURES OF A HALLMARK FEATURES OF A

STREPTOCOCCAL SORE THROAT VIRAL SORE THROAT
n e g e C t O V aS t Tender lymph nodes Coryza: runny nose or mouth ulcer
Close contact with an infected person Other family member with cold
- - - - Scarlet fever rash symptoms.
Excoriated nares (crusted lesions) in Evidence of another viral infection
opulations living In
Tensillar exudates in older children Hoarseness and cough: non specific

Abdominal pain Fever: not specific
Gold Standard: Positive Throat Culture Red throat: not specific

poverty’...”

Srinath Reddy, President of the
World Heart Federation LR ey i
RHEMATIC FEVER

GROUP A N ACUTE ~ RHEUMATIC
Streptococcal —_—> RHEUMATIC —_— > HEART
throatinfection - FEVER DISEASE

Maurice, Lancet, 2013, 382:1085-6

www.RHDafrica.org




Enwironmental factors,
especially overcrowding

Precipitating event:

infection with a strain of
group A streptococcus
carrying specific
virulence factors
‘ Repeated or ongoing infections
v possibly driving the vatvular
Repeated group A ' inflammatory response
streptococcus infections
Sl v N L
Susceptible Firstepisode \ _ _ _ _ _ _ ________ > RHD
host Priming of immune response . of ARF ’ *
A Episodes of recurrent ARF
NMolecular mimicry Exaggerated T-cell
between gmup/\' 9| mediated immune
streptococcus antigens
response
and host tissues
Genetically-
determined
host factors

Pathogenetic pathway for ARF and RHD

Carapetis et al., 2005, 366, 155-168



Awareness and Education in Prevention and

Control RHD

" Case detection of ARD and RHD - all members
aware of presentation & diagnosis
- Highest among HC workers
® Public education into RHD control strategies
- Potential consequences
- School and educational facilities —
= Strategic design
- Collaboratively designed, locally adapted,
Implemented on multiple levels, and
comprehensively evaluated

Zuhlke et al., Global Heart, 2013; 8:235-9




Advocacy, Policy, Public Health and Government

Engagement

“ National level advocacy and notification policy
- Surveillance data
- Politicizing the issue
- Leveraging millennium development goals
- Aligning RHD with issues of child health, maternal
morbidity/mortality and NCD agendas
- Activate community — literacy -
" Health workforce training

" Benzathine penicillin
- Availability, quality and safety (anaphylaxis)
- Dosing
- Rx sore throat

B NvU s Zuhlke et al., Global Heart, 2013; 8:235-9

OOOOOOOOOOOOOOOO




News Projects - | Contacts ~| Resources -~

PREVENTION

(@ jju =

RHD Africa

RHD Africa serves as a platform to bring together researchers, communities and resources to advance
the combat against rheumatic heart disease on the continent. Africa continues to face unacceptably
high rates of rheumatic fever (RF) and rheumatic heart disease (RHD), despite readily available and
inexpensive preventive measures. However, in the past several years, key players from many African
nations have come together to acknowledge the persistent health burden attributable to RF/RHD and
have agreed to a pledge of action to reduce it. The plan of action is a comprehensive RF/RHD
prevention and treatment programme known as the ASAP Programme.

The A.S.A.P. programme focuses on four areas of activity: (i) raising the awareness of the public and
healthcare workers about RHD, (ii) determining the incidence and prevalence of RHD through
epidemiological surveillance, (iii) improving advocacy to influence public policy for the prevention
and treatment of RHD, and (iv) working towards the establishment of primary and secondary
prevention programmes of RHD at the community level.

© 2014




Principles of Risk Reduction

« Population versus individual

 Primary prevention focuses on individuals

Kknown to be at risk

— Screen and treat

 Most events occur in individuals with only
moderate elevation of numerous risk
factors

— Population-based strategies needed

— Developmentally appropriate, culturally
sensitive student-level school-based
Interventions WITH modifications of school

food and physical activity




- = = = Present distribution
Optimal distribution

< Strategies aimed at diet and physical activity
of the population shift the blood pressure
distribution of the whole population to the left

~
~

~ . .
~ High-risk strategy
( = focuses on approximately
b3 2.5% of the population

~
~
~
~
-~

60 80 100 120 140 160 180 200 220 240

Blood pressure (mmHg)

Impact of a combination of population-wide prevention and targeting
high-risk subjects on the effective control of blood pressure.

Pais PS, Journal of Hypertension - Supplement. 24(2):525-30, 2006 Apr.

®u Wolters Kluwer OV|d() P Copyright © 2009 Wolters Kluwer.

Health



CVD Prevention
Opportunities

ARSYAN
ACE
Rehab
Beta-blocker
+ Primary
Lipids
Hypertension
Smoking cessation
Diabetes + Primordial

Secondary

Primary

Activity P . d |
Healthy eating Psycho-social factors rrmordia
ldeal weight Familial predisposition

Benjamin and Smith et al., JACC 2002;40:579-61



Concepts of Prevention

= The power of primordial prevention

« CVD and risk factors develop early in
life

- Balance of population-level approaches for

health promotion and disease prevention and
Individualized high-risk approaches

Lloyd-Jones et al., Circulation, 2010;121:586-613



Early Childhood and
Childhood Adolescence

Avoiding Active and Regular Regular
Passive Smoking Physical Physical
in Pregnancy Activity Activity

Nutrition of Nutrition Healthful Food
Pregnant Women Habits

Lifelong
Heart
Health

Avoiding

Acquiring Knowledge, Motivation,
and Skills That Affect Lifelong

R HENI ESEN TS VIDT S

Youth-Led Efforts:
Peer Networking,
Policy and Media

Advocacy,
Social Mobilization

CONTEXTUAL FACTORS:
Soclal and Infrastructural Environment Conducive to Healthy Living Cholces

FIGURE 6.1 Growing toward heart health: Influences and opportunirties into
adulthood.

National Academy of Sciences. Promoting Cardiovascular Health in
the Developing World, 2010.



Causal Pathway Preventive Measure
Primordial

€=-==== Housing/hygiene
Group A Streptococcal infection
_____ Primary
¢ < Sore throat Rx

Secondary prophylaxis

l P I —— Secondary

G ———— Tertiary
HF meds, valve surgery
anticoagulation
Cardiac Stroke  Death
Failure Endocarditis



Set of 9 voluntary global NCD targets for 2025

Premature

mortality

from NCDs
25% reduction

. Mortality and Morbidity
. Risk Factors for NCDs

77X\, World Health ;
@ Organization @ etional Systems Response




World Heart Federation Vision

" Coalitions & partnerships across health
disciplines, non- & medical organizations &
governments for NCD control

" Develop reliable health-information systems to
monitor mortality, morbidity & health behaviors

" Enforce tobacco control, implement HTN
detection and control, & secondary prevention

= Develop efficient systems of integrated care
with trained non-physician healthworkers for
HTN, secondary prevention in uncomplicated
and to counsel lifestyle modification

Yusuf, Lancet, 2015, 399-402




World Heart Federation Vision

" Improve access and affordability of proven drugs with
facilitation of low-cost combination pills

" Develop expertise in knowledge translation and
Implementation

" Engage civil society and community organizations in
CVD control

® Build partnerships between hi- and low-resource
countries for CVD & control of NCD with use of
transfer of expertise and modest funding

" Establish |large population studies in different regions
of the world (diet, PA, ETOH, tobacco)




10 Best Buys to combat heart disease,

diabetes and stroke in Africa

1. Provide multidrug regimens and adopt
absolute risk approach to prevent

2. Food control legislation with public
education for reducing salt and saturated fat

3. Promotion of physical activity in schools,
workplaces and built environment

4. Maintain and extend tobacco control
activities especially in young, and encourage
quitting (counseling, nicotine replacement)

5. Syndromic treatment of sore throat with

penicillin in children to prevent RF
Mayosi, Heart, 2013,

-



10 Best Buys to combat heart disease,

diabetes and stroke in Africa

6. Establish register-based secondary RF and
RHD prevention

/. Needs-driven modular training of health
professionals to meet needs of the
population

8. Strengthen district-based primary health -
systems, and integration of care of
communicable and NCD

9. Creation of regional centers of excellence for
specialist medical and surgical care

10. Develop surveillance and quality assurance

RAsystems.for CVD, DM, and stroke 2
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High and stable capacity

Decreasing capacity Substantial loss

7N
Functional ability "
Intrinsic capacity I

of capacity

Prevent chronic conditions

Health services [RSSUISUCREIH L) Reverse or slow M d d
and control dodlinesi it digascal -

eclinesin capacity chronic conditions

Support capacity-enhancing
behaviours
Long-term care

Promote capacity-enhancing behaviours

Environments
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Ensuring a strong nursi
voice in all health and
soclal system policy,
development and planni
dialogues

Shamian et al., Can J Nursing
Leadership
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