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There is a rapid increase in the morbidity and
mortality associated with cardiovascular diseases
(CVD) in the developing world'. This cardiovascular
disease epidemic has largely remained unnoticed.

As the life expectancy increases in countries
like ours? individuals are being exposed to CV risk
factors longer. The morbidity and mortality due to
CVD have increased substantially during the last
decade and has become the most important cause
for hospital admission and death in 1995 in Sri
Lanka®. To overcome this problem community based
preventive measures need to be adopted.

Cardiovascular disease prevalence is modu-
lated mainly by environmental factors®. Countries
such as Germany, France and Japan have shown
dramatic reduction in CVD mortality by combining
community based preventive strategies and
individualised therapeutic modalities’.

A recent study comparing the long term survival
of elderly US and Canadian patients after acute
myocardial infarction showed similar outcome
inspite of strikingly higher rates of use of cardiac
procedures in the US. This was partly attributed to
the rigorous preventive measures adopted in
Canada®. The importance of population based
approach to reduce morbidity from CVD are
increasingly being emphasised®.

This editorial expounds the need to adopt
community based strategies to reduce the morbidity
and mortality from CVD in this country.

In preventive medicine 2 types of strategies are
employed. One is the community based ‘population
strategy’ the other is an individual based ‘high risk
strategy’. These are complimentary to each other’.

These preventive measures can be introduced
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at various stages of risk factor exposure and at
various stages of disease process.

Primodial prevention

Primodial prevention aims to prevent the
development of risk behaviour in a group which has
not been exposed to the risk factors and is unlikely
to develop the disease in the near future. Young
school children are such a target group.

In some countries a Heart Health Teaching
Programme is initiated from the first year of
schooling®. By this method children are given an

opportunity to learn healthy life styles.

This is important as experimenting with
smoking, one of the impotant risk behaviour starts
usually between the ages of 6-11 years. The habit
formation is also rapid leading to a prevalence rate
of 40% among 15 years old boys in some countries®.
The eating habits are also learnt during childhood.

In Sri Lanka children are exposed to various
behavioural practices through mass media and
entertainment programmes. Thus creating a
conducive envicrnment to acquire unhealthy life
style. Hence introduction of primodial prevention is
recommended and steps should be taken by
intersectoral action between Health and Educational
sectors.

Primary prevention

Primary prevention is a method adoptedto avert
occurance of disease in a population which is
exposed to risk factors. The risk factors which are
determined by life style and some physiological
factors are the main targets of action in primary
prevention.

Diet and Salt: In the 1950's Ancel Keys observed
the association between diet and heart disease'.
This lead to detailed research into this area. Major
observational studies like the Seven Countries Study
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and the Framingham Heart Study'' showed clear
association between blood cholestrol level and diet.
This was confirmed by trials like the Oslo Heart
Study'?,

With the recentincrease in fastfood restaurants
in our country people are tending to change their
food habits. Changes in food habits have been
associated with increased CV risk'. We need
epidemiological studies on food consumption
pattern and monitoring of changes to institute proper
preventive measures.

Diet also supplies antioxidants and Folate which
are also associated with CV risk'¢. Though there are
no concrete evidence of benefit of these factors
from controled trials the available evidence from
observational studies suggest benefit'®. These
components are found in abundance in fresh fruits
and vegetables. The change in our diet habits may
reduce their intake'®,

According to available data the average salt
intake is high amongst Sri Lankans'. This is
disturbing in the light of growing concern about the
role of salt in Hypertension'”. With the change of
food habits with increased processed meat and
salted foods the intake may increase further.

At present there is a need for a National
Nutritional Policy to encourage use of fresh fruits and
vegetables and to reduce meat, dairy products and
salt consumption,

Smoking : Smoking is a major health problem in the
developing countries. In the near future tobacco will
become the single most important cause of death
accounting for 12.3% of global deaths'®. Many
countries have introduced tough measures to curtail
its spread. Recently the US government banned
advertising and forced companies to restrict sales
to adults'®. Many countries have shown impressive
reduction in tobacco consumption by legislative and
restrictive measures?®. With increasing restriction of
sales in the west US tobacco companies have
started to target Asian countries?'.

. In Sri Lanka the prevalence of smoking among
adult males is about 50%22. The need for legislative
measures to restrict sales and promotion has
previously been stessed?’. However little has been
done so far. :
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Hypertension: Hypertension is an imporiant
problem in our country. Studies have shown 40%
prevalence rate'®. The majority have mild
Hypertension. Treatment of mild Hypertension is a
grey area in Hypertension management. However
analysis of the Multiple Risk Factor Intervention Trial
has shown increased number of deaths in the mild
Hypertension group as compared to the severe
Hypertension group®*. This fact needs to be taken
into serious consideration in our context.

Though Hypertension is mainly treated on an
individualised approach, behavioral modification can
help to reduce blood pressure in the population at
large. The role of stress and increased sympathetic
activity has been well known to be associated with
CVD mortality and Hypertension. This area has not
been studied well in human subjects?. Meditation
may have a placein reducing stress and sympathetic
over activity.

Consumption of alcohol is known to increase
blood pressure. Studies have shown that reducing
the intake of alcohol helps in reducing the blood
pressure®, Diet also affects the blood pressure. A
well conducted recent study has shown that diet rich
in fruits and vegetables can reduce the blood
pressure significantly®’.

Exercise and Obesity: Central obesity is an
important CV risk factor. The Gothenberg study
cleady demonstrated that central obesity is an
independant risk factor for CVD?, The risk factors
for the development of central obesity includes
sedentary life style and male sex. The prevalence
of obesity is increasing amongst Asians and is a
growing problem in developing countries®.

These facts highlights the need for promotion
of exercise programmes and to buildup awareness
of body image to reduce the prevalence of obesity
in our country.

Secondary prevention

Secondary prevention is targetted at a group
which has already developed the disease. All
primary preventive measures are applicable to this

group.

There are two main areas where community
based approaches have shown much benefit. One
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is the time delay in the treatment of acute myocardial
infarction and the other is the treatment of cardiac
arrest.

Early treatment of myocardial infarction has
consistantly shown functional and survival
advantages®. Community based education
programmes and education of target groups have
shown significant reduction in the time delay to
treatment®'.

Community based cardiopulmonary resus-
citation programmes have shown benefit. Many
countries have introduced such programmes. In
acute myocardial infarction one third of the patients
die before reaching the hospital. Many of them die
due to primary ventricular fibrillation which responds
well to CPR without any sequale®?. Thus the
community is considered as the ultimate coronary
care unit®,

The Presidential Task Force report of 1992 has
given due prominence to the establishment of CPR
programme®. However progress has not been
made since then.

Implementation

There is a great need for epidemiological
studies to identify the prevalence of risk factors in
various communties. Without these basic data
preventive measures cannot be planned.

The proper implementation of prevention
" require clear policy statements and commitment on
the part of the government and the health
professionals.

Sri Lanka has made much progress inthe health

care situation. Our infant mortality and maternal
mortality rates are lowest in the region. We have
a high life expectancy at birth?. These factors have
contributed to move to the third stage of health
transition®%. Further movement towards full
transformation can be augmented by reducing the
mortality and morbidity from CVD by community
based approaches.
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