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| Pﬁmbrdhl Pyévention of Cardiovascular Diseases in Sri Lanka

TilnkMumanghe

'II The disease pattern has altered conside-

rably in recent decades as a consequence of
a variety of socio-economic changesi that
have taken place in the country. An illustra-
tive example js heart disease which has
emerged as a major cause of death, as dis-
cussed by Dr. Tilak Munasinghe MBBS; PH:
M.D. Health Education Bureau, in this
paper.

The rising' incidence of Cardiovas-
cular Diseases in Sri Lanka is due to a
variety of reasons. Diagnostic facilities

by way of equipment such as E.C.G.

Machines and services of specialists,
earlier limited to the Gene»ral Hospital,
‘Colombo have been extended to other
"provincial hospitals and as a result
more such patients are being diagnosed
- from different parts of the country.
‘Along with the expansion of the servi-
ces there is the. natural increase in
awareness of ‘the symptoms of these
disorders in the. community, promp-
ting people to seek hospital care. On
_ the other hand some other related fac-
tors too are identifible which may
have a bearing on the incidence of this
group of diseases, the influence of
‘which are more likely to be in combi-
_ nation rather than singly. Some of the.
- important ones among them are ciga-
rette smoking, food habits, life styles
and stress. Also, poor housing and li-
-ving conditions continues to be an
.important contributory factor in the’
causation of Acute Rheumatic Fever,
‘leading. to chronic Rheumatlc heart
disease. '
~ The "hospitalisatior statistics main-
tained by the Ministry of Health indi-
cate . clearly that hypertensive and
ischaemic heart diseases ({HD) and ma-
lignancies have been on the increase.
The statistics for 1985 in the Minis-
try’s ‘Annual Health Bulletin, which
lists the 10 leading causes of hospitali-
sation and hospital deaths, show that
ischaemic heart disease was the leading
cause of death, accountmg for 9.6 per-
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cent of all hospital deaths. The trends
in hospitalisation and. hospital deaths

~ over the 15 year period 1970-1985

also illustrate. the follewing upward
movement in IHD‘ :

Cunent Sltuatlon and Scope for
Prevention

The common cardiovascular disor-
ders in the country could be grouped
under the following:

(a) Acute Rheumatic Fever

{b) Chronic Rheumatic Heart Disease
(c) Hypertehsive Heart Diseases

(d) Essential Hypertension (e) Other
Hypertensive Diseases (f} AcuteMyo-

cardial Infarction (g) Other Ischaemic

Heart Diseases.
* It is observed that there is a signifi-

cant drop in the incidence of Rheuma-
- ‘tic fever from 52.4/100,000 in 1980

to 45.8/100,000-in 1985,

Prevention of rheumatic heart di-
sease is related to early diagnosis and
proper management of acute rheuma-
tic fever. There is a very significant re-

duction in the incidence of this condi- .
" tion. The rate per 100,000 has drop-

- ped from 39.7 in 1970 in 27.2 in
.1986. This is partly due to the overall

reduction in the incidence of Rheuma- -

tic fever and partly due to expansion
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and utilisation of the health. care ser-
vices. The reasonably well organised
patient care and community health
services with its home visiting pro- .
gramme for maternal and child health
could contnbn!te more to provide the
necessary follow up care to children
suffering from rheumatic fever, to en-

‘sure the continued long term therapy
so very essential for the prevention of
chlldren with Rheumatic fever going:
into rheumatlc heéart disease. It would
be thus observed that with the availa-

- ble health resources the scope for pre-

vention of both acute rheumatic fever
and rheumatic heart disease is conside-
rable in the country.

In the present context of (a) the re-
latively high incidence of these two
diseases (b) the high cost of treatment
specially rheumatic "heart disease
(c) available health resources for their’
prevention, it seems most rat?on,al to
pursue an active policy of prevention

TARLE. T HOSPITAL DISCHARGES AND DEATHS DUE TO LOMMON
CARDIOVASCLLAR DISEASES
Name of Dissase 1970 1880 1885
i No. Rate00,000 Mo,  Rate/100,000
. m mw&%’:m uﬂm: w.l

Acute Rheunatic Fover 4,58  38.4 - 7,29 524 | 7,432 45.8 : i )
Chronic Rheumstic . . i
Heart Dissasas ' 4,930 38,7 4,746 32,3 | 4,423 1.2
Hypertensive Heart Distase .
Easential Hypertenaion K - L t
Dther Hypertensiva bisseses| 15,321 12.4 17,608 . 18%.7 ;jn.as.’i: 188.9 !
fcute dycordial Infarction T
Other Ischeenic i
tigart Diseasss 10,140 81.0 19,145  129.8 (28,483 175.8

Sources; Division of Redicai® Stefistice,Mintstry of Health
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-specially so in the present status of our
economy.,

The present housing programme is
likely to have a favourable impact on
these two diseases. '

Hypertensive Heart. Diseases and
Essential Hypertension

Hypertensive Heart Disease, Essen-
tial Hypertension and other hyperten-
sive diseases taken together have
shown an appreciable increase during
the period 1970 - 1980. The rate/
100,000 population has increased

from 122.4 to 187.7 and has remained’

constant in the next 5 years-with a
rate of 186.9 in 1985,

vidual/group patient eoucation .pro-
grammes. Unfortunately in the present
clinical management of patients these
two components do not séem to re-
ceive the emphasis they deserve.
Though most of the hypertension pa-
tients do receive adequate clinical care
during their stay in the hospitals and
some degree of follow .up care imme-
diately after discharge, through the
clinics, the latter tends to wear off
over a period of time. Sooner or later

- clinic attendance becomes’ irregualr

and treatmient is disgontinued. The fre-
quent readmissions of these patients
to hospitals reflect to some extent the
incompleteness of the. management of
these patients. '

HYPERTENSIVE DISEASES (1985)

TABLE II
Total number Hospital .
discharges and = - L] Deaths .
deaths . .
‘Hypertensive Heart
Diseasas 9,437 3.2 . 35 © 4847
Essential
Hypertension 13,752 45.4 116 16.4
Other hypertensive
diseasas ° ' 7,104 23.5 47 . 348
30,293 100 708 . 100

Source:Division of Medical Statistics Ministry of Health

In 1985 out of a total of 30293
(20585 hospital discharges and 708
hospital deaths) 31.2% (9437) were
due to hypertensive- heart disease;
45.4%-11375) to essential hyperten-

sion; and 23.5% (7104) to .other hy- -

pertensive diseases. Of the deaths in
this group the highest percentage
48.7% was amogst those with Hyper-
tensive Heart Disease.

It is possible to prevent at least a
part of these hypertensive patients
going into the heart disease stage if
more attention is paid to follow up
—care after discharge from the hospi-
tals, and through more organised indi-
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So far no systematic effort has been
made to screen susceptible segments
of the population to detect hyperten-

sives, in the early stages of the disease..
With the available health care structure

it seems quite feasible to detect and

_ treat more patients in the early stages

of the illness. The total number of pa:
tients.seeking, treatment in our institu-
tions annually out-door and indoor are
considerable. (In 1984 nearly 32 mil-
lion out-patients and 2.5 million in-
door—=Annual Health Bulletin 1984
Ministry of Health). It seems possible
to’ subject a proportion of these pa-
tients, at least those in susceptible age
groups and or those with suggestive

symptoms amongst them,to blood
pressure measurement. Assistant Regis-
tered Medical Practitioners and Medi-
cal Graduates (M.B.B.S) working .in
the~medical care institutions could be
encouraged to identify the hyperten-
sive patients early and take suitable
action;

In the Primary Health Care pro-
gramme currently under implementa-
tion the Public Health Midwife (Fami-
ly Health Workers) with a manageable
population of less than 3000 (about
500 families) could extend her activi-
tiés to cover these other important
health problems in the community.

_ She would be in a position to educate

and refer those that may need proper
éxamiantion and treatment and assist
in the follow up of patients after dis-

charge from hospital.

'lschaemic Heart Disease

The morbidity and moitality due to,
lschaemic Heart Disease (IHD) is. cau-

. sing considerable concern. In 1984 of

the 6,192 hospital deaths due to di-
seases of the circulatory system 38.3%
were due to IHD (Annual Health Bul-
letin Sri Lanka 19843 Ministry of
Health). Of the total number of pa-
tients treated in the 500 hospitals for
diseases of the circulatory system

-{24.6%) one quarter was for IHD. Be-

sides the relatively high incidence a
significant proportion of the fatalities

-seem to occur among the relatively

young and middle age groups.

The possible risk factors besides
genetics, associated -with |HD in the
country in general are (a) Tobacco
Smoking; (b) Hypertension; (c) Diet;
(d) Sedeatary Life Styles (e) Obesity;

_and (f) Stress.” Which of these factors

contributes the major share is not
known. It is most likely that they ope-
rate in a complimentary manner.

Treatment of Ischaemic Heart Di-
seases is more complex, very expensive
and sometimes. even disappointing.
Provision of stich facilities even at very
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_IME I ~TEN.LEADING CAUSES OF HOSPITAL DEAWHS-1885-
Serial | - _ Disease Deaths X of Total
. : . - deaths
1 Ischaenic heart disease 2,521 9.6
2 Slov fetal grovth & fetsl 1,860 7.0
malnutrition & immaturity .
3 Symptoms, Signs and 111 defined 1,801 6.8 -
conditions - . .
) " Pesticide Poisoning 1,439]. 5.5
] Paeunonis & Bronchoprieumonia 1,353 5.1
6 Diseases of other parts of the 1,328 ‘5.0
duuuve systea .
T Other diseases of the respiratory |
. :system excluding Pgpeumonia, Broncho-
_ puneumonis and influenza ] " 1,268 4.8
8 Diseases of the pulwonsry.circulati-
on and other forms of heirt diseases| 1,226 8,6
9 cuebtogueul.u Disease 1,222 4.6
10 ‘Intestinal infectious diseases 1,158 8.4 -

Source: Medical Stitistics Division

high ‘cost becomes inescapable as the
incidence of the disease rises. Invest-
ments by way of Intensive Coronary
Care. Units with expensive equipment,
and complete surgical progedures such.

as coronary by-pass surgery services

"highly trained professionals etc., are
beyond the means of many developing
- countries. On_the other hand appro-
" priate preventive measures in relation
to identified risk factors are not only
simple they are also cheap and afforda:
ble in the poorer countries. According-
Iy .in the present context it becomes

far. more rational for Sri Lanka to ini- -

tiate action on a more comprehensive
prevention programme for the preven-
tion of -Ischaemic :- Heart Diseases’

before the limited resources get ft;_lly
absorbed into, complex and - costly
treatment facilities.

Diet

By and large the traditional foods
of the people consisting mainly of rice
as the staple food, vegetable and fish
(dried or fresh) are astiologically un-
related to cardiovascular disorders,
Animal fat consumption by way of
meat and other animal products by the
large majority of the people,specially
in rural sector,is still marginal. How-

* .ever, the majority. of the people con-
‘sume coconut in one form or the’

other, which is a common food item

in- a variety~of forms. Extract of the
kernel is-used dajly in the preparation
of vegetables and fish and the oil for
the frying.of-food and preparation:of
many traditional sweets,etc. The con-
sumption of meats and other animal
products such as eggs and milk have
shown some increase over the years,
among the urban well to do groups.
The meats are also generally prepared
with coconut extract or oil.

When allowance is ‘made for num-
ber of tourists during the period which
has increased from 85011 in 1974 to
321780 in 1980 and if one assumes -
that a sngmflcant proportion’ of the
meat produced is consumed by visitors
and the urban middle and upper social
classes then the effect of animal fat,if
any, as an aetiological factor in I.H.D.
is only marginal for the population as
‘a whole in the country. The larger pro-
portion of the rural people do not eat
meat regularly. In the urban sector the
relatively high price of meat prevents

. if from being eaten in any significant

quantity by the poor. Consequently”

. there may be some degree of concen-

tration among the urban middle and
upper social classes. More data would
‘be needed before any valid conclusions
could be drawn regards the relation-
ship between consumption of meat
and 1.H.D.s in the country. Protein
mainutrition specially among children,
calls for higher levels of animal food
‘consumption by the younger segments
of the population. At present the per-
entage shares spent on fish and meat

. by poor, middle and upper income

TAQLE TV )
“ndmals . - : -
sleughtered 1970 1972" 197 1978 1978 {1980 | 1982 |1sma
Cattle and . . ‘o
Buffaloe 238,000 | = 244,000° 222,400 [189,030. 178,000 [183,000 237,000
Goats 130,000 14,000 | 138,000 | 133,000 "-p2esuod ua.tm 63,000
Plgs 18,000 | 21,000 15,00 | 13,000 | 18,000 22;000
‘Produced - 43,315,000 saz.‘vzz.tm 408,263,000 Jss.ssz.mo 360,240, smajm
Swt.:evstuustm w:tumt ,Central Bark of Caylon,
Economt af- Statistica-of-Sri-Lanks.
16 =

groups are 3-4, 4-6, and 6-8 respective-
ty. (Table V). '

" In absolute terms due to low in-
‘come levels the actual quantities con-~
sumed bv the poor would be very
little, since their incomes are extreme-
iy low. Accordingly both animal pro-
tein production and consumption are
to be promoted to a much greater. ex-
tent if nutritional levels of the majori-
ty of the people are to be improved
to any appreciable extent. Of the ani-
mal proteins fish is the more pooular-
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IMLE ¥ -PAORORTION-OF FOOD EXPENDITURE SPEMT ON SELECTED FOOD ITENS

I _ IFFERENT INCIVE GRoup
Income Cereals Fish and _ Milk Su';ar ang * Alcohol and Total

fleat © Jaggery Tobacco
Poar 33-31 4 23 6-3 ' 810, © 52-60
Middls %3 45 B g8 g " 46-59
Upper " 18-20 68 . 6B 58" B4 42-55
ALl 32.7 " a3 2.1 2.2 8.9 '
1

Sourca:Very provisional rate basad on Food and ﬁutrltlm Policy

Plamning Division-Survey-in-1280

item: in the rural sector specially the-
dried varieties.. The total amount of

fish sold in the years 1979 to 1984
shows a steady mcrease
Sri Lanka is an island and its seas

-afound afé' relatively rich in fish al-

though its  current harvestmg
methods are poor and therefore yields
low. As a result demand seems to ex-

ceed supply ‘and fish prices tend to.

keep high, thereby being beyond the
means of many in adequate quantities.
Since of late inland fresh water fish
breeding has been increasing in popu-
larity and is actively promoted by the
Ministry of Fisheries. Culturally too,

fish is a more acceptable form of food_

than meat. If the country’s require-
‘'ments of animal proteins can be met
from fish it may serve as one of the

means of preventing over consumption -
. of :meat fat in the future. If brought

within the means of the majority of
people through suitable pricing, fish
has the potential of meeting country’s
protein requirements without the im-
plications of increased animal fat con-

sumption there-by eliminating one of
the risk factors of LLH.D. Such argu-
ments may seem far fetched. Yet if
one were to plan shead for the future
to aviod situations that are likely to
arise, it seems opportune to initiate
action now so that suitable trends in
food habits could be promoted. One
of the important steps in primordial

prevention of [.H.D. is to follow an .

active policy for increasing. fish pro-
duction and a suitable educational pro-
gramme specially directed towards
younger age groups to promote fish ‘as
their main source of animal protein.
[Such a step could help towards wea-

_ ‘ning people away from excess animal-

fat consumption and could be achie-
ved with comparatively less invest-
ment.

Stress

Stress of ‘modern living too may
have a relationship to the incidence of
heart disease. To what extent and how

" this factor’ operates is not known
- clearly.

TOTAL FISH SUPPLY TO THE MARKET

TABLE VI

('000 tons)

The urban.workers, majority
of whom are white and blue_ collar
workers,are perhaps subject to stress

-ofimodern living more than the rural

farmers. With the rapid expansion of
the industrial sector and the increasing
‘numbers of women engaged in long
hours out side their home away from
their families. The high cost of living.
and problems of meeting daily needs

| have risen sharply in the last few years.

Their inability to cope with the de-

mand of the work place on the one

hand and those of the traditionel
mother and house wife could put her
undér considerable stress.

Anbther contributory factor
towards stress is possibly the high level
of competition in the many forms of

‘life activities related :to school, pre

employment and employment. Formal
education and academic qualifications

" have. an important bearing on social

status and employment. Stress on the
individual seem to’commence early in
school life. Of the large number of
children annually enrolled (364552 in
1980 - Central Bank Vol. No. 1.1981)
to the school system the number pro-
ceeding to higher grades begin towane
gradually. from about Grade 6 on-
wards.- Besides economic reasons, the
performance level.: at school, has a
bearing on leaving school prematuraly,
Some degree of competition seems to
operate from the early grades and as
the child reaches grade 9 and 10, they
begin to operate with greater magni-
tyde in their attempts to s¢ek admis-
sion to the more popular streams such
as science, mathematics etc. The per-
formance at the first public examina-
tion at the end of grade 10 determines '
‘he Yuture academic career of the
chi%_The greatest stress seems to be
of those children who pass the first

.1975. 1976 1977 1978

1979 1980 1981 1882

158 147 143~ 158

185 2150 211 . 228

) hurdle and proceed to Grade 11 and

12 and ,‘fmally seek admission to the
Upiyérsities’. The number of school
chjldren| attending private tutgries

after]_nofmal school hours, in their

" Sources 'Economic_Review', June 1983
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- additional learning effort, is increasing.
‘Theif recreation and play time is res

tricted as a consequence. Inspite of the
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recent increase in the number of places
in the universities, the maximum num-
ber ‘that can be accomodated is limi-
ted. (to about 5000 new admissions
annually. Central -Bank Vol. IV No. 1
1981). Admissions to the more presti-
gious professional courses in the Uni-
‘'versities such as Medicine, Engineering
etc., are still more limited. The very
_hugh ‘competetive nature of educatlon
may be exposing the child to a series
- of stresses from his early childhood.
Besides the indirect - social influence
on the child, well-meaning parents,
teachers etc., may be directly pushing
the child towards higher performance
levels which the child finds difficult
to cope with. University life too has
become .or is becoming lncreaslngly

competmve Posltlons in subsequent'

employment are determlned by the
performance fevel and merit, -at the
final. examinations. The child.is under
continued stress beginning from his
early years, and gradually reaching a
peak around grade 9 -12-and through
‘University life and employment. This
may result in the child living under
prblonged: stréss for long periods, This
at least to some extent may relate to
the higehr incidence of these diseases
among the professional and educated
groups. With the increasing avenues
of employment, social values attached

to jobs are: Hikely to change and the

accute competition based only on aca-
demic_achievements may decline. The
stress on the vast majority of the
children who .cannot reach academic
standards required of the profess|onal

courses could be reduced by dlvertmg .

their interests to other avenues of em-
ployment which become adequately
remuneratlve and socnally recogmsed
A recent example in the country of
‘such employment is* the- expanding
otel -and travel industry ‘which has
attracted significant numbers ‘of edu-
cated youths. _
Reasonable modifications to the
formal school " curriculum to build-in
: vo'catlonal subjects and edequate op-
portunmes for." subsequent employ
ment level training,; :could perhaps help
consnderably to ease the present stug-

181

gle by a large number of school child-
ren for the few places in University
level academic and professiondl cour-
ses. This aspect of formal education
may need adequate consideration, so
that necessary changes could be intro-
duced. Such measures are already un-
der active consideration by the govern-
ment. Educational reforms which

- would directly benefit the children as

well as help to eleminate undue stress

. would in the long run have beneficial
.pay offs in respect. of stress. related

diseases.

Another possible approach woula
be to explore ways and means to pro-
mote some of the culturé related tra-
ditional value systems. Developin®
countries are rich in such values. Ac-

" tion could be taken to build in strate-
_gles specially to preserve and promote

those values and practices to result in a
more balanced form of development.
mlmmlsng the stress due to competi-
tive consumerism, based on “the wes-
tern model. In Sri Lanka such an app-
roach seems possible. The majority of
the people have still not reached that
stage of economic levels at the cost of

all other life values. Traditional life.

styles associated with the religions
of the country, are still very much
prevalent amongst a fair proportion of
the population who are satisfied with
‘more simple and moderate life styles.
Promotion of such life styles that have

a sobering effect, should be built into .

the ‘development process. Here the
greater responsibility lies with econo-
mic planners to take suitable action in
consultation with Ministries/Agencies
of culture and education. Some reli-

_gionshave laid down more specific pro-
“cedures such as meditation that could

help considerably in, withstanding
stress. They -could be part of health

‘care and be actively promoted.

Tobacco Smoking

Thestormy association'between to-’

bacco _smoking andnschaemlc heart di-
ses has been well established.
Cigarettes produced in the country

"have shown a steady increase over the

years. Tobacco smoking has become a
common habit and may have some re-
lationship to the incidence of cardio-
vascular diseases in the country.

Data available on smoking habits of
the population are meagre. A survey
done in 1969 gave the following fi-
gures.In a random sample survey of
over 155, where about 1000 (1121)
subjects were interviewed,48.2% of the
males and 1.6% of the females were

. found to be smokers. {Uragoda and

Seneviratne). The total number of ci-
garettes produced in the last few'years
has gone up by 53% from 3424 million
in 1972 to 5225.5 million ih 1980 and
based on the data from a 1969 survey
the estimated total nuriber of male
smokers (i.e. 48'% of the over 15 male
population) in 1980 was 2,246,602
miiles arid 69,328 females respectively.
If the females are ignored the per capi-
ta consumption per day had increased.

. from 5.3 in 1974 10.6.4 in 1982. Ina

1972/73 survey of smoking "habits
among school children (1 186 children
age 5 - 20 years) the mean. age of
commencement of smoking was’ 14. 4
years (the earliest being 5). Of the.
smokers 12% were regular smokers anr'
27% occassional. 45% had never
smoked. The regular smokers were ob-
served to smoke 12 cigarettes per cay
(Dr. Mendis 1972/73). Of the many
ways tobacco is used in the country,
smoking as cigarettes- is the comme-
nest. Among the less -educated and
lower income groups a- preparation
named ‘Beedi’ (smaller than cigarette,
tobacco wrapped in a natural leaf and
not paper) is commonly used.

The relationship beteween tobacco
smoking and heart diseases has not.
been investigated in Sri Lanka, nor is
thereany up to date information availa-
ble in the smoking behaviour of the
community. There appears to be a dec-
line in the habit among the prof"es-_
sional classes such as doctors. In 1972
Dr. Mendis observed that 70.43% doc-
tors in the co_untry were-not smokers.
In 1980 the author found that among
215 Medical Specialists only 40 were
smokers (18.6%). In this group out of
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187 males only 40 were smokers
(21.3%) andtherewerenone among the
waomen medical specialists. There

appears to be a decline among the pro- -

fessional students too. ‘Eg: Medical
Students. The smoking habit appears
to be very uncommon among the fe-
males in general in the country even
among the middle and upper socio-
economic groups. Very rarely does one
see women smoking in public. Cultural
non-acceptance of the cigarette smo-
king habit seems to operate to some
extent even today inspite of rapid mo-
. ddnisation -influences. If: the habit
-falls into disrepute among the higher,
social classes it could be expected to'
have - a considerable restraining in-
fiuence on the rest of the people spe-
cially on the youth. The proof of such
influence is evident in the fact that
young women have not taken to the
habit to any significant extent most

probably due to the non-smoking
* exaimple set by the women in the
higher social strata. With the apparent-

ly declining trends in smoking among

thei professionals and other influential
social groups it seems possible to take
some positive action to counteract the
effect of advertising by the tobacco
industry. If the habit could be de-
valyed in our society this together
With the restraining etfect ot cultura!
values it may seem possible to keep
the future ‘generations eway from the
.evil habit before it assumes alarming
epidemic praportions as in developed
countries.

The contributory element from

.cigarette smoking towards heart di-.

sease could be reduced. to a significant
extent by such an approach. Respon-
sibility for prevention of the related
heart diseases should therefore come
from those in society who influecne
the social valug system,

Sedentary Life Styles and Obesity -
The above are teatures more com-

monly seen,. among the urban well to
do groups in whom the 1.H.D.s can be

presumed to be commoner, (in the-ah- .

sence of any data from special studies
and surveys). Besides any genetically
_rqla‘ted {actors perhaps the imp_ortant
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causes of obesity are over consump-
tion of sugar and fat, and inadequate
physipal exercise.

SUGAR CQNSU‘!PTIGN
" Per Capita 1975-85

Year Per Capita
(Kgms)
11975, . 5.5
1976. 5.0
1977 8.8 i
1978 . 13.6
| 1979 18.4
' 1980 - 16.0
| 1981 17.8
1982 10.3 |
1983 21.8
. 1984 16,4
1985 2644

SpurcesSri’Lanka Sugax'-" Copporation,
Per capita sugar consumption has

shown a fivefold increase from 5.5kg, -
in 1876 to 24.4 kg. in 1985(Table
V11). The proportion of expenditure
on sugar and jaggery is a constant

- value for all income groups(Table V1).
This may be specially significant for -

the growing generation consequent to
infant and child feeding practices in
urban middle and upper class families.
Nutrition education directed towards
selective groups such as young parents

may have to include consequerices of -
over feeding specially sugar and. fats, - .

resulting obesity and the risk of asso-
cisted :illenesses such as |.H.D. Suita-
ble physical exercise programmes have
to be built into the school system

. .where all chjidren are’ promoted to

participate as opposed to the present
system where ‘only a few (limited to
team members) .over-participate and
the vast majority are only engaged in

. cheering and jeering. Health has to be

accepted by the school children as an

integral part of their- overall develop-

ment along with:the academic compo-
nent. Co
Conclusion

In Sri Lanka, socia! develo'pmcn{
has to an extent preceded ‘economic

development resulting in a compara-
tively literate and well informed popu-
lation (specially the young) among
whom rapid value changes are taking
palce. These social values are of crucial /
importance for they wiil determine the
future life styles of our people. I car-
diovascular diseases are related to life,
styles then measures towards the pro-

" motion of the more desirable’ health

ful practices--at least in the younger
age groups would be of major impor-
tance in the primordial prevention of

‘cardiovascular diseases in Sri Lanka,

In such a context.the economic deve-
lopment which is receiving priority
attention in the country should be
taken together with the associated
consequences, so that timely action
could be initiated. The economic de-.
velopment model being adopted seems
to be similar to that of the western in-
dustrialized countries. The resulting
rise in per capita income could lead to
a direct adoption of the western model
of life. Indeed trends appear to indj-
cate that the population is graduallk/
shifting towards such a way .of life,
specially in the urban areas.. The coun-

- try being small with rapid communica-
-tion and now>with the total coverage

of the country by mass media, inclu-
ding T.V,infiltaration of these values
even to the rural sectors; specially to

-the young, could happeq much sooner.

than expected.

The morbidity pattern has already
‘begun to change from that of a develo-
ping country where poverty associated
-diseases predominate to a mixed one
where disease associated with econo-
mic "development such as accidents,
suicides, cardiovascualr diseases and
the poverty related diseases are occup-
ying equal positions. In terms of mor-

- . ‘tality the latter has even begun to

ovetake the former.” Kt seems oppor-
tune that the country’s health sector
be examined more carefully and criti-
cally, and in relation to the other deve-
lopment sectors. Sri Lanka has a very
rich cultural heritage dating back to

"over 2500 years. Some of the .life
. styles related to such traditional cul-

tural values have come.down the ages
though inevitahle modifications have
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staken place in the process. Some of

them have had a bearing on the health'

status of the people. The ma)or reli-
glons of the ‘country contlnue Jo have
conslderable influence on the way of
llfe of the Iarge majorltyaof the pe0ple‘

hls close linkage with religlon "has
enabled the people to lead lives of mo-

deretlon and reasonable simplicity

without over mdulgence in extreme
materialistic life styles. This perhaps

hes helped at least some people to .

wnhstaml the stres$ of change -and
-take & more balanced position jn life.
On the other hand similar "culture
bound traditional values also have
some restraining effect on disease re-
lated habits such as over consumptlon
of .meats (specially beef" and pork)
c:garette smoking, alcohol consump
tion etc. Other Healthfui practlces such
as adequate rest and early rising, out-
door agricultural activities are  still
common ways of life in the rural sec-
-tor At this particular moment in our
h,lstory we are at cross roads of deve-
lopmenit and the road we take'can
h ve a significant bearing 'on the health

d well being of the generations pre-
sehtly growing- to adulthood and those
yet to come. We could either blindly

copy and follow the medel of the'in- -

dustrialized western world and strive
towards a similar position with all-the
~associated' advantages and problems.

These ‘countries have'achieved econo-
mlc growth which to an extent: can-.

cope up with such problems In the
present world economic order such a
: rapid and adequate’ economic develop-
ment may not be a reality for many
“years t© come for.most of the develo-

- ping countries including Sri Lanka. On
‘the other hand now that the resulting ;

" problems of such a one-sided approach

-to developm_ent areclearly visible by
the many social, health @nd other avai-

Iable indices.it would be worthwhile to
/'examine the possibility of alternatives.
4n our countries we could evalve a

ore suitable peth and take a more ba:
fanced and ratiorial approach in kee-
ping with - our cultural values, well

‘sulted to our own aspnratlons and

goals. We could thereby enable our fu-
ture generatlons to avoid some of the
major pro_blems faced by the deve-
loped countries, such as cardiovascular
disorders, accldents »alcoholism,drugs

etc, which we may not be in a postion .

to cope with adequately due to re-
source llmltatlons

The most productive and feasible
interventions in the primordial preven-
tion of Cardiovascular Diseasés in Sri
Lanka would be .those dirgcted to-
wards children. Among the advantages
and reasons for such an approach the
following would Be important

* 1) Behaviour and practices associa-
ted with life styles are more amena-

. ble to change in the early years of
life.

"2) Sri Lank4 is more fortunate than
most developing countries in that
almost all children born-have to go
through the. formal school system
‘gt least for 5-6 years.. The numbers
continuing at.school for longer pe-
. riods and into the higher grades are
steadily rising. Consequent to this
formal learning, their levels of lite-
racy and comprehension are higher
and therefore a_greater voluntary
response ‘could . be expected to.
change oriented interventions.

3) Educated youth groups tend to
- wield considerarable mfluenee over
social value systems.

.4) The ready and easy access to
ch_ildren- enhances the operational
feasibility of such a programme..

"5) Youth could be reached at a
sunt'vble pomt in their development
before ‘habits dangerous to their

. health get: firmly - establlshed for
example, during 'pre-: adolescence
period when experimentation tends

to begin,

e 1

6) Reasonebly well organiséd health

end education infrastructure pre- -

sently workmg in partnership with
the school health programme.

7). Availability of a comprehensive
. multisectoral primary-health care

team at the implementation level:

consisting of. teachers? health wor-.
. kers and other extension workers. .

7) “tatiuence'of well organised:re”

ligious activities in the formal'and
" non formal education systems, """’

From the point of view of the’
country’s present economic develop-
ment,:the time seems-most appropriate
to “inititate action towards primordial*
prevention of the diseases such as car-
diovascular diseases, accidents,alcohol
and drugs related probiems etc. which
are amenable to such prevention, '

The country has the potential for
such action. The initiative has to come'
from the health and other related so--
cial, religious and political leaders and.
professionals (a) in focussing attention
to the-problem; (b) recognising the po-:

" tential in the country of prevention of

the problem; (c) changing the present
emphasis- of the health care system
from treatméent to prevention:

{d) identifying ways and me'ens for

_ effective prevention by 'collecting the

necessary data through scientific'inves:-
tigations; {e) providing the leadership
and guidance for planning, implemen-
ting- and evaluating prevention pro-
grammes; {f) influencing - the policy -
makers and political leadershlo for
necessary commitment’ and resource
allocation for prevention ‘programmes.

_ -Our health care system for the most
part in_mainly designed to operate at
the ill-health end of the spectrum, and:
investments are disproportionally high
as we move towards this end. The de-
velopment of health services in terms
of institutions, technology, drugs and
professionals'have all got concentrated
towards this aspect of health caré. The
trend” seems to continue as evidenced

ECONOMIC REVIL + MARCH 1987.
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by the expansion of these costly insti-
tutions in the developing countries.

“The major constraint for such an

unwholesome , expansion fortunately
has come by way of the high cost
which most countries including the
rich are finding difficult to bear. The

_ sheer non-availability of adequate re-

sources are forcing many countries
of the world today to take a closer
look at their health care systems and
approaches with a view to identifying
more suitable alternatives. Most of the
developing countires which thus far
have copied the health care model of
the rich industrialized countries are
now forced to re-examine their present
diséase centred approaches more
critically and in relation to thier own
circumstances, The World Health Or-

- ganization has given valuable leader-

ship in order to initiate action in these
member countries. Health for All, Pri-
mary Health Care strategy and now
primordial prevention are some of the
stricking concepts that have emerged
in this regard. Considering cardiovas-

- cular djseases as a specific example it

seems possible to take some meaning-
ful steps right now in order to mini-
mise the problems in the years to
come, Improvement in the physical en-

“vironment by way of better housing |

and living conditions would pave the

“way towards reduction in.rheumatic

fever and consequent rheumatic heart
disease. We could- therefore expect a
decline in the incidence of this group
of heart diseases brovided the benefits
of economic growth and development
reach the large masses of poor people
in whom these diseases are prevalent.
On the other hand with economic de-

velopment the incidence of the overall -

group of ischaemic heart diseases is
likely to show an increase. The trend
seems to have already begun as seen in

the present morbidity pattern of this

group of diseases. It is important to
examine the risk factors that are

-amenable to modification in the socio-
' economic mileav and in terms of ope-

rational feasibility in order to plan a
suitable course of action,
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