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Cardiovascular health situation
in the Region of the Americas
Cardiovascular disease, cancer, diabetes, and chronic respiratory diseases combined are the leading causes of death and disability in the world (responsible for 60% of all deaths and 44%
of premature deaths). Cardiovascular disease accounts for 30%
of the total annual deaths worldwide. An estimated 18.1 million
people died from these causes in 2010, 80% of whom lived in
low- and middle-income countries. Stroke, the second leading
cause of death and the leading cause of acquired disability in
the world, was responsible for 5.7 million deaths, 85% of them
in developing countries.
An aging population, tobacco use, unhealthy diet, and physical inactivity, primarily, in the context of globalization and
often unplanned urban growth, explain the high prevalence of
hypertension, hypercholesterolemia, diabetes, and obesity that
makes cardiovascular disease the leading cause of death. The
number of smokers has reached 1.3 billion worldwide, while
600 million people suffer from hypertension, and 220 million
are living with diabetes. This means that 2 billion people are at
risk of heart disease, cerebrovascular disease, or a health problem related to these conditions.

For e wor d

In 2007, 1.5 million people died of cardiovascular disease in
this Region (30% of deaths from all causes), 662,011 people
had ischemic heart disease (299,415 women and 362,596 men),
and 336,809 had cerebrovascular disease (183,689 women and
153,120 men). This is a highly complex issue in Latin America
and the Caribbean, where approximately 40% of the deaths
occur prematurely at the most productive stage of life when
the economic and social impact is considerably higher, and the
resulting disability rate imposes an inordinately heavy burden
on individuals, families, and health systems.
While hypertension, hypercholesterolemia, and smoking together account for over 80% of cardiovascular disease, hypertension is the greatest risk factor and is associated with 62% of
strokes and 49% of ischemic heart disease. High blood pressure
is uncommon in societies where salt intake does not exceed 50
mmol/day, and there is scientific evidence that total salt intake
is the principal factor in high blood pressure in populations.
The epidemic of obesity, a condition that often begins in early
childhood, has intensified throughout the world. The Region
had 176 million obese people (103 million women and 73 million men) in 2005, and this number could reach 289 million
(164 million women and 125 million men) by 2015. If more
data were available, it would likely show that the situation is

even worse than it appears. Additionally, the situation is more
complicated in certain social strata. Living in poor neighborhoods can increase the risk of obesity, since residents usually
have little access to nutritious food sources and safe places for
physical activity, and may lack social attitudes that place a high
value on a healthy diet and physical activity.
According to recent data, 18% of the adult population in seven
Latin American countries suffers from hypertension, 14% has
high cholesterol, 7% is living with diabetes, 23% is obese, and
30% smokes. Based on the Region’s epidemiological profile,
a high percentage of the adult population under 70 years of
age is at risk of suffering a cardiovascular event in the next 10
years: as much as 41% of men and 18% of women in countries
with very low infant and adult mortality rates (for example,
Canada, Cuba, and the United States), up to 25% of men and
17% of women in countries with low infant and adult mortality
rates (Argentina, Barbados, and Chile), and up to 8% of men
and 6% of women in countries with very high infant and adult
mortality rates (Bolivia and Ecuador).
Women that experience acute myocardial infarction (ami) delay
longer than men in seeking emergency services, and physicians take longer to diagnose the disease in them. Women are
less likely than men to be diagnosed and treated appropriately
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following an ami and therefore have a higher rate of complications and death. The survival gap one year after a cardiovascular episode is widening, and this has been detrimental to
women, who are less represented than men in clinical trials to
evaluate new treatments. Cardiovascular disease is also more
common and serious among blacks compared to their white
counterparts, and this is particularly true among young adults.
The discrepancy narrows with each passing decade and becomes very slight among people 65-74 years of age. Premature
mortality is twice as high among blacks as whites.
Cardiovascular disease is unevenly distributed, is found more
often among the poor, and has a catastrophic impact on government and household economies due to treatment costs and the
loss of potential years of life and productivity caused by premature death and disability. These diseases undercut poverty reduction efforts and contribute to widening health disparities.
The regional consultation
In 2006, the Directing Council of the Pan American Health
Organization (paho) adopted the resolution Regional Strategy
and Plan of Action on an Integrated Approach to the Prevention and Control of Chronic Diseases, including Diet, Physical
Activity, and Health (henceforth, Regional Strategy). In 2010,

that same body examined the progress made in implementing
the Regional Strategy and requested PAHO and the Member
States to continue collaborating on an integrated approach to
the prevention and control of chronic diseases.
In light of the situation described above and realizing that
there were many opportunities for improvement, paho
launched a regional consultation process in mid-2010 at the
request of its Member States. The purpose of the consultation
was to identify cardiovascular health priorities in this Region
based on the best available scientific evidence and the criteria
of cost-effectiveness, social value, and equity, which would enable Member States to prioritize activities for the prevention
and control of cardiovascular disease in their national health
plans and galvanize implementation of the Regional Strategy.
This document, which summarizes cardiovascular health priorities, is the result of a far-reaching consultation process focused
on prevention at the population level, integrated risk and disease control, and health services organization. The priorities
were grouped around the Regional Strategy’s four lines of action: a) public policy and advocacy, b) surveillance, c) health
promotion and disease prevention, and d) integrated control of
chronic diseases and risk factors. These priorities are also consistent with the Health Agenda for the Americas and the who Plan
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of Action for the Global Strategy for the Prevention and Control
of Noncommunicable Diseases, approved in 2008.
A wide array of experts, professional and academic institutions,
civil society organizations, and ministries of health of the
Region participated in the consultation. A number of PAHO
advisors representing different technical areas focused on the
Health Agenda for the Americas and agreed on the definition
of these priorities.
This document was prepared primarily with health policymakers in mind. For this reason, it is very important to reiterate
one of the critical messages that came out of this consultation:
since cardiovascular diseases (ischemic heart and cerebrovascular diseases) are the leading cause of mortality and premature
mortality in most countries of the Region and share determinants, risk factors, and service needs with other chronic diseases, prioritizing the cardiovascular health actions identified here
will directly benefit the prevention and control of diabetes,
chronic respiratory disease, and cancer, as well as other cardiovascular diseases and obesity.
The main focus of both the consultation and this report were
cardiovascular diseases (CVDs) due to atherosclerosis and their
major risk factors. However, there are four groups of other

important cardiovascular diseases for prevention and control
purposes that deserve special attention in some countries.
First, cardiac arrhythmias, such as atrial fibrillation, which increases with age, and accounts for about on fifth of all strokes
in the elderly. Second, congenital heart disease, which can be
prevented by public health measures such as rubella vaccination, promotion of universal use of salt fortified with iodine,
and promotion of staple food fortified with folic acid. In addition, two neglected diseases of the poor such as rheumatic
heart disease, which continues to disproportionately impact on
children and young adults living in low-income countries, and
Chagas disease, which has a high potential for elimination in
the Americas through alleviation of poverty and improvement
of living conditions.
A checklist organized on the basis of the four lines of action
and priorities is included at the end of this report to facilitate
monitoring of the action taken in each country within the
framework of the Strategy and to view their implementation
status at a glance.
Finally, this report should by no means be construed as a prescription, but rather as a menu of policy options that should
be evaluated prior to their application and tailored to the economic, political, and social context in each country.
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i

Public policy
and advocacy

Public policy and advocacy

Multisectoral action and social determinants
1. Establish a high-level multisectoral mechanism at
the national and subnational levels to coordinate
population-based activities for the prevention of Cardiovascular Disease (CVDs) and other noncommunicable
diseases from the standpoint of the social determinants
of health.

Effective public policy-making for the prevention and control of noncommunicable diseases has been directly associated with scientific
and technical advances, critical thinking about public health, the maturity of governments, the effectiveness of their regulatory systems,
and the ability to transcend those areas and place themselves in a
dynamic and participatory way at the heart of the public debate.

The prevention and control of CVDs requires political will on the
part of governments, a harmonious and systematic effort by broad
sectors of society (civil society, private enterprise, and academia), and
high-level regional, subregional, and national mechanisms to coordinate a comprehensive and sustainable response.

In light of the overlap among activities for the prevention and control of CVDs and among their determinants, the ability of countries
to fulfill this mission is contingent on their ability to vigorously and
efficiently coordinate not only their public health and health services
systems, but other relevant sectors of government and society.

i
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2. Ensure that one of the specific objectives of a plan
for the prevention and control of CVDs is to reduce
inequalities in the distribution of risks, and the burden
of disease.
The risk of having a CVD is highly and inversely correlated with socioeconomic status. Reducing inequalities and the burden of CVDs is
largely dependent on addressing the factors associated with widening
socioeconomic disparities in the population. CVDs and their risk factors are at once a cause and a consequence of poverty.

3. Strengthen the work of regional and subregional
networks and share best practices derived from CVD
prevention and control policies.
Working through networks, whether in the framework of the country’s national economic and political integration mechanisms, specialized agencies, or academic and research institutes at the international, regional, subregional, national, or subnational levels, fosters
the sharing of the cumulative experience acquired in the prevention
and control of CVDs and other noncommunicable diseases. It also
helps to improve communication and coordination among countries,
standardize evaluation, select best practices, allocate resources more
effectively, encourage innovation, disseminate knowledge, establish
and strengthen ties between the various agents, and coordinate food,
trade, fiscal, and health policies.

Public policy and advocacy

Universal coverage and equitable access to health services
4. Progress in the direction of universal coverage and
equitable access to health services, recognizing that
promotion, prevention, and skilled and efficient treatment of patients with CVDs are an integral part of the
right to health.
Significant disparities in the burden of disease, the prevalence of
risk factors, and health services coverage and access are observed in
every country.
Health systems that organize their services around the principle of
universal coverage, promote actions at the primary care level that
target the entire spectrum of social determinants, balance prevention
and promotion with curative interventions, and emphasize the first
level of care with appropriate coordination mechanisms have proven
most effective in improving population health and equity.

5. Integrate evidence-based interventions for the prevention and control of risk factors and CVDs into
existing social health protection systems.
Evidence-based interventions for the prevention and control of risk
factors and CVDs are still not integrated into the existing social
health protection systems of many countries of the Region.
Universal social health protection systems are associated with a
healthier population and lower mortality among older people and
the most disadvantaged social groups.
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Integration and sustainability of interventions
6. Ensure the availability and accessibility of medicines
and other essential technologies, including laboratory tests, paying particular attention to disadvantaged
populations.

7. An essential strategic element of this type of Plan
should be to connect all of the recommended actions
in a coherent set of interwoven interventions revolving
around a single focus and avoid their disaggregation.

In some countries of the Region, out-of-pocket expenditures account
for up to 78% of spending on medicines, and this can be catastrophic
for low-income families and populations.

A plan aimed at the prevention and control of this group of ailments
would directly benefit the prevention and control of other CVDs,
diabetes, chronic respiratory diseases, cancer, and obesity.

CVDs have the heaviest impact on middle- and low-income populations and countries. They are largely the result of social inequities
and at the same time, a powerful perpetuator of such disparities.
Their catastrophic consequences undercut poverty reduction efforts.

Scientific evidence suggests that it is the cumulative and synergistic
effect of coordinated interventions, rather than the individual effect
of each of them, that explains the impact that a plan of action with
these characteristics can have. If they are to be effective, cardiovascular health policies must address a number of different areas at once
(funding, trade, legislation, promotion, prevention, management of
the supply and demand for services, regulation of prices and medical
technologies, information management, education, etc.).
The best results have been obtained in countries where health
services financing reforms have been linked to the strengthening of
prevention and self-care and to improving integration and coordination among the different levels of care, community participation, and
appropriate use of information technology.

Public policy and advocacy

8. Prioritize the implementation of population-wide and
high-risk policies to create environments that eliminate
smoking and promote a healthy diet, physical activity, and control of body weight, blood pressure, blood
sugar, and cholesterol levels.
Up to 75% of ischemic heart disease and strokes can be prevented
through management of the available scientific knowledge about
the prevention and control of their risk factors (tobacco use, physical inactivity, unhealthy diet, overweight and obesity, hypertension,
diabetes, high cholesterol).
Cardiovascular risk reduction entails combining population-wide
and high-risk strategies with the strengthening and reorientation of
health systems and services delivery.

9. Ensure institutional support and long-term funding
for a CVD plan by allocating a specific budget based on
the burden and impact of CVDs, the cost-effectiveness
of technologies and interventions relative to their social value, their budgetary impact, and the principle of
equity. Periodically adjust the health services portfolio
on the basis of these criteria.
The expenditures required for the care of CVDs can reach catastrophic levels for individuals, families, communities, and health systems
and can become such an enormous social and economic burden that
they jeopardize the sustainability of care.
There are affordable cost-effective preventive interventions that
reduce the burden of cardio- and cerebrovascular diseases, even in
low-income populations.
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10. Provide technical resources and adopt measures to
project, monitor, evaluate, and oversee resource utilization and health expenditures specifically for people
with CVDs and other chronic diseases.
The subgroup of people who suffer from more than two chronic diseases and take more than two medicines already accounts for 10% of
all patients in some countries, nearly 45% of hospital stays, and 30%
of visits to primary health care facilities. Health expenditures for this
subgroup account for nearly 50% of overall health expenditure and
5% of GDP. The savings derived from replacing existing acute care
models with a chronic care model are substantial.

Pr ior ities for car diovascular healt h in t he Amer icas

ii

Surveillance
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S u rv e i l l a n c e

Integration of information systems
11. Integrate CVD surveillance into existing health information systems, make sure that it remains operational, and include its functions in regular health system
budgets.

that it is standardized and integrated into the health information
system. The indicators should facilitate feedback among levels of care
and make it possible to draw comparisons between different time
periods in a single country and between countries.

Numerous experiences from countries that have good CVD surveillance systems in place indicate that the first decisive steps in developing a comprehensive and reliable surveillance system—one that elicits
pertinent and timely information and provides de facto support for
the proper coordination of the activities of subcenters or subnational
surveillance units—are to prioritize the surveillance component, provide the necessary technical resources and, just as importantly, ensure

Active and sustained technical and financial support for CVD surveillance systems has been shown to be critical in improving cardiovascular health in countries with the most experience with surveillance.
In particular, it supports the collection, analysis, and dissemination
of information on the causes, prevention, detection, and treatment of
CVDs, intervention outcomes, and the evaluation of disparities.

Surv eillance

Mortality data and risk factor surveillance
12. Improve the coverage and quality
of CVD mortality data.
Comprehensive mortality records that contain reliable data, are constantly updated, and include basic public health and health services
information must be available to ensure adequate planning, monitoring, and evaluation of the effectiveness and efficiency of the plans,
strategies, programs, and activities undertaken to improve the care of
people at risk for, or suffering from CVDs.

13. Improve the quality of surveillance of the selected
protective factors, risk factors and factors in cardiovascular morbidity, using insofar as possible the available instruments developed by PAHO/WHO.
Improvements in knowledge about CVD risk factors and their determinants; health systems and services planning; the appropriateness,
effectiveness, safety, and efficiency of interventions for their prevention and control; and about the degree to which good management
has been achieved and policies designed and applied, are largely contingent on the rigorousness and scope of research and evaluations
conducted in the context of the surveillance of these diseases.
Surveillance of risk factors, protective factors, and cardiovascular
morbidity and mortality, disaggregated by sex, age, ethnicity, geographical distribution, and socioeconomic profile, not only elicits
information on the trends and evolution of cardiovascular risk and
the burden of disease attributable to CVDs, but provides information
that is essential for monitoring and evaluating the effectiveness and
efficiency of actions, introducing improvements, and disseminating
the information to all agents (regulators, financiers, suppliers) as well
as the general public.

ii
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Health services performance and economic assessments
14. Create a basic set of indicators on health services coverage, access, and performance, quality of care, cost and
efficiency of interventions, appropriate use of medicines
and other medical technologies, post-marketing safety
of medicines and devices, and progress in the application
of national plans that elicits sufficient information for
planning, implementing, and evaluating policies, strategies, services, technologies, and interventions.
In order to obtain the basic information necessary for ascertaining
the progress of national CVD plans, a small set of basic, valid, reliable, and consensus-based indicators must be available for all of the
areas mentioned, based on the systematized compilation of predetermined standardized data that are integrated into health information
systems and subject to periodic quality reviews using the guidelines
established for purging records. Before designing a new system, it is
useful to study sets of indicators with proven high performance levels
that are being used in other countries.

15. Invest in research, including economic assessments,
on the effectiveness of intersectoral models for the
prevention of CVDs.
Many of the activities vital to reducing the burden of CVDs fall
outside the control and purview of the ministries of health. The
ability to reach the priority targets set for CVDs is influenced in
large measure by decision-making and action taken through close
intersectoral collaboration, rather than the exclusive regulation of
the health sector.

Surv eillance

Information-sharing

Technical capability

16. Periodically disseminate surveillance information
in a timely manner and support local initiatives to
strengthen their capacity. Share the responsibilities of
information gathering and analysis by disseminating reports that include policy recommendations for improvements and innovations in this area.

17. Strengthen the technical and managerial capabilities
of human resources for CVD surveillance.

An ongoing system for information dissemination and feedback between financiers and providers, based on the principles of good governance, is critical for reducing asymmetries in the information held
by different agents in the health system and contributes to achieving
the desired levels of effectiveness and efficiency of activities, interventions, and technologies.
Meeting the targets and goals set in plans and programs for the
prevention and control of CVDs is largely contingent first, on having
reliable and timely information from surveillance programs available,
and second, on making sure that the information is accompanied
by accurate analyses and interpretations and evidence-based policy
recommendations.

Due to the complexity of surveillance information systems, it is important to have multidisciplinary technical assistance on hand that
includes, at a minimum, highly trained professionals in clinical areas,
computer sciences, demographics, statistics, epidemiology, services
management, and health economics.
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iii

Health promotion
and disease prevention

Healt h promo tion and disease pr e v ention

Tobacco
18. Ratify the WHO Framework Convention on Tobacco
Control (FCTC).

20. Raise taxes on tobacco and the retail price
of cigarettes.

The FCTC includes a series of evidence-based, high-impact, and
extremely cost-effective measures (some of which actually lower costs)
for reducing tobacco use and discouraging first-time smoking and
provides a legal framework and tools for international cooperation to
control smoking.

Scientific evidence suggests that, when sustained over time, this is the
most cost-effective independent measure for reducing tobacco use,
encouraging smoking cessation, and discouraging first-time smoking. It also reduces health expenditure and is easily implemented.

19. Create 100% smoke-free environments in all enclosed
public spaces and private spaces with public access.
The reduction of tobacco use is more pronounced when 100% smokefree environments are established, as opposed to partial restrictions
on such environments. This measure is cost-effective and inexpensive
and improves health indicators related to smoking.

21. Impose a complete ban on the advertising, promotion,
and sponsorship of products containing tobacco.
Numerous scientific studies have shown that a total (not partial) ban
on these activities is a cost-effective way of reducing tobacco use and
discouraging first-time smoking.
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22. Include health warnings on the packaging of all tobacco products with images of the harm caused by smoking and exposure to smoke, following FCTC guidelines.

24. Set up surveillance systems to monitor the trend in
the smoking epidemic and evaluate the efficiency of the
measures implemented.

In addition to being easily implemented, this measure has proven very
cost-effective in raising awareness about the risks of smoking, encouraging smoking cessation, and discouraging first-time smoking.

Active surveillance systems on smoking prevalence and the scope of
tobacco control activities are the main source of data for ascertaining
the degree to which the established objectives have been met and the
effectiveness of tobacco control policies. This system should be an
integral part of surveillance systems for noncommunicable diseases.

23. Make treatment for smoking cessation available to
anyone who seeks it.
Highly effective smoking cessation treatments are cost-effective when
they are offered free of charge, and with universal coverage, and the
social and health impact of quitting is very high.

Healt h promo tion and disease pr e v ention

Salt intake
25. Set up sustainable, well-funded, evidence-based
salt intake reduction programs that are integrated
with other dietary, nutrition, and health education
programs and target the entire population, especially
children.

27. Expand Codex Alimentarius backing for the mandatory labeling of food products containing salt or
sodium. In addition, adopt regulations on the public
declaration and regular, standardized updating of the
nutritional content of all manufactured foods.

Reducing salt intake in the population is one of the most cost-effective (and expenditure-cutting) measures available to improve health
and is associated with reductions in the incidence and mortality of
illnesses caused by high salt intake.

When well-designed to inform the lay public, the information on
food labels and the warnings that should accompany it are a critical
additional piece of public health education campaigns.

26. Regulate fiscal policies and economic incentives,
closely supervise the establishment of gradual targets
and timetables for reducing the salt content of all
foods by local food industries, and develop a policy
mandating that all government-funded food purchases
comply with recommended salt levels.
A population-wide decrease in systolic blood pressure has been
observed in countries that have reduced the salt content of foods
through agreements with the industry or legislation.

28. Inform the general public about the health risks
associated with a high-salt diet and ways to reduce salt
intake, and encourage the role of civil society, particularly consumer groups, in promoting compliance with
commitments and regulations.
Public education about these risks and how to reduce them are two
cornerstones of effective policies to reduce salt intake and the risks
associated with high intake levels.

iii
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Healthy diet
29. Implement a national surveillance system to identify
the salt content of foods and its main sources; assess
the degree to which contractual commitments, the
internationally recommended salt intake target (WHO:
< 5g/day/person), and targets set by national salt reduction policies are being met; and estimate the health and
economic impact of a diet high in salt content.
Active surveillance systems on the development and scope of actions
to reduce salt intake are the main source of data for ascertaining the
degree to which established objectives have been met and the effectiveness of salt intake reduction policies.

30. Monitor the potential adverse effects of reducing
the sodium content of foods.

A reduction in the sodium content of foods is sometimes accompanied by its substitution with fatty additives and other harmful compounds. A poorly planned intervention can reduce iodine intake.

31. Promote a sustainable agricultural policy to boost
the production, supply, accessibility, and acceptance of
healthy foods.
Ascertain whether the domestic market supply and over-consumption of fats, calories, and foods detrimental to health are influenced
by agricultural policies and the supply chain as a whole, and estimate
the potential for boosting the production, supply, accessibility, and
acceptance of healthy foods.
Certain agricultural policies have been shown to be associated with
changes in the prices and availability of foods that, together with the
regulation of their nutritional content, influence food production
models. The experiences of several countries have shown that agricultural promotion, production, and research policies can be interwoven
in ways that improve the cardiovascular health of the population.

Healt h promo tion and disease pr e v ention

32. Promote and consolidate environments in the community that facilitate access to a healthy diet, with an
emphasis on the promotion of exclusive breast-feeding,
optimal diets for infants and children, and the availability of healthy foods and beverages in schools.
Access to fresh, healthy foods is associated with behaviors in the
population that reduce the risk and improve control of CVDs.
Governments have efficient mechanisms available to them to regulate
the supply and sale of healthy foods and compliance with regulations
governing all food products, and most importantly, to increase the
availability of healthy foods in schools where children and adolescents spend most of their time.

33. Strengthen efficient evidence-based policies on
commercial transactions, price‑setting, and financial
incentives for the production, marketing, and sale of
healthy foods.
Some public interventions suggest that governments can adopt fiscal
and financial incentives for the production, marketing, and sale of
healthy foods that are consistent with evidence-based strategies for
the prevention of overweight and obesity.
Diets can be improved by increasing and diversifying local food
production and exports, reducing their prices, and introducing tax
incentives for the consumption of healthy foods through agriculture
and food policies.
To be effective, such interventions must complement recommendations on the availability and sale of foods and include contingency
plans to counteract any opposition that they might trigger.
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34. Form a working group to identify policies to regulate the promotion and marketing of food to children
and adolescents; set targets for reducing their exposure to it; decide which foods, communication channels,
and marketing techniques should be regulated; and
identify ways of implementing and assessing compliance
with those policies.
Numerous scientific studies have shown that marketing and advertising to promote the consumption of unhealthy foods clearly influence
preferences, demands, and harmful food consumption patterns in
children and adolescents, who are particularly susceptible to it, especially in countries with limited regulatory mechanisms in place.
The effect of television advertising on children’s diets is independent
of other influences. Children exposed to such advertising are at significantly higher risk of harmful food consumption and, ultimately,
of the attendant cardiovascular risk factors.

35. Decide whether voluntary self-regulation proposals and commitments on the part of national and multinational food corporations are sufficient to ensure
compliance with health promotion policies or whether
mandatory regulatory measures are necessary.
Working through their national regulatory agencies, several countries
have successfully boosted compliance with agricultural, production,
distribution, marketing, and food advertising policies by corporations that fail to keep their self-regulation commitments.

Healt h promo tion and disease pr e v ention

36. Improve compliance with the WHO Code of Marketing of Breast-Milk Substitutes. In addition, ban the
advertising of sugary beverages and foods with low nutritional value, particularly when it targets children
and adolescents; strengthen regulations mandating
the public declaration and regular updating of nutrient levels for all manufactured food products; and
ensure that the regulations adopted include penalties
for noncompliance and are tied to consumer and child
protection laws.
Numerous scientific studies have shown the association between advertising and food consumption, the greater vulnerability of children
and adolescents in countries with little capacity to regulate exposure
to misleading advertising, and the effectiveness of different regulatory mechanisms in helping to prevent childhood obesity.

37. Prohibit the marketing and the sale of sugary beverages and foods with high fat and sodium content and
low nutritional value in schools.
Various studies and interventions have clearly demonstrated the
association between the consumption of these harmful foods,
overweight, and obesity; market competitiveness and the effects of
substituting these food products with healthy ones; the feasibility
of prohibiting the supply of the former and creating incentives for
promoting the latter; and the viability of activating government
regulatory mechanisms when corporations fail to fulfill their selfregulation commitments.

38. Raise taxes on sugary beverages
and energy-dense foods.
Price increases for these food products are associated with lower consumption and reductions in the incidence of the diseases whose risk
they increase and the negative externalities of obesity. The income
generated by these tax increases can be invested in the adoption of
other complementary measures that have been proven to be effective.
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Physical activity
39. Adopt sustainable urban planning, transportation,
and safety policies to create an environment conducive
to the enjoyment of a physically healthy, active, and
safe lifestyle.
The provision of community resources that enable citizens to engage
in physical activities such as walking, exercising, and bike-riding has
a beneficial effect in terms of the prevention and control of hypertension, obesity, and diabetes.
The creation of spaces such as parks and green and recreational areas,
accompanied by appropriate promotional campaigns, has been associated with an increase in physical exercise among the population
in many cities around the world.
The construction and gradual expansion of pedestrian areas and
safe bicycle paths and the public supply of low-cost bicycle rentals in
cities have also been associated with an increase in physical activity
among the population.

40. Promote comprehensive, effective interventions
that reduce sedentary lifestyles and encourage physical
activity among all age groups, and are tailored to urban
settings, workplace conditions, and the sociocultural
characteristics of the population.
Regular physical activity (120 minutes a week of moderate to vigorous physical activity) is an independent factor that reduces the risk
of several chronic diseases as well as a sedentary lifestyle, which is an
independent risk factor for heart disease.

41. Include 50 minutes a day of moderate physical activity in the school curriculum.
The obesity epidemic, which often begins in early childhood, has
intensified throughout the world. In some countries, as many as onefifth of the children are obese or overweight.
Schools—which the vast majority of children attend and where they
spend a good part of their day—are usually safe places for physical
activity. Schools and teachers can help to instill social attitudes that
value a healthy diet and physical activity.

Healt h promo tion and disease pr e v ention

Alcohol
42. Collaborate closely with the media to promote the
dissemination of accurate, evidence-based information
to the general public about the benefits of physical activity in the prevention and control of CVDs.
Providing the general public with accurate, clear, evidence-based
information about the benefits of appropriate, periodic, guided
physical activity is a critical factor in the effectiveness of policies for
the prevention and control of CVDs.

43. Encourage the education of professionals
and research on the promotion of physical activity.
The proposed interventions can be diversified and improved by the
findings of well-thought-out implementation and impact studies,
when they are accompanied by evidence-based promotion activities
carried out by properly trained personnel.

44. Implement the WHO Global Strategy to reduce the
harmful use of alcohol adopted by the World Health
Assembly in 2010.
The harmful use of alcohol has a serious effect on public health and
is considered one of the main risk factors at the global level.
The harmful use of alcohol contributes significantly to the global
burden of diseases, and, specifically, to hypertension, and it is one of
the main risk factors for premature mortality and of disability.
Numerous scientific evidences on the effectiveness and the efficiency of strategies and interventions are available in order to prevent
and reduce the harmful use of alcohol. However, these actions are
often fragmented and do not always correspond with the magnitude of the impact that the harmful use of alcohol has on health
and social development.
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Integrated control
of chronic diseases
and their risk factors

Int egr at ed control of c hronic diseases and t heir r isk factor s

Competencies of health personnel
45. Ensure that the health system, and particularly the
first level of care, has a sufficient number of competent, motivated, and stable human resources in place; operates through multidisciplinary teams; clearly defines
the roles of physicians and nursing staff at all levels of
care; and evaluates its performance.
Having the right number of properly trained human resources and
the right amount of material resources is necessary to ensure that the
supply of services is equipped to efficiently and sustainably meet the
real care needs posed by this enormous challenge.
The quality of medical care is largely contingent on educating
health personnel (especially at the primary care level) to provide
continuous comprehensive care that is rooted in the concepts of the
chronic care model and promotes self-management, adherence to
clinical practice guidelines, and the reduction of unwarranted variability in medical practice.

46. Develop comprehensive, sustainable continuing
education strategies geared especially to primary care
workers, reinforce the CVD prevention and control
component, and, where necessary, modify academic programs to meet this objective.
Given the incidence of social, demographic, epidemiological, and
technological changes in CVDs, undergraduate and graduate curricula must be periodically reoriented in keeping with the educational
needs of each country.
In order to ensure proper implementation of comprehensive models
for the prevention and control of risks and chronic diseases, the current curricula must be revised and must include continuing education and accreditation, the basic coursework, information and communications technology, evidence-based medicine, planning, services
management, and clinical management.
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Primary care, population risk stratification, and integrated health services networks
47. Strengthen health systems based on primary care and
organized as integrated services networks, paying special attention to the three basic functions of the first
level of care in regard to CVDs: act as the gatekeeper
to the system, ensure coordination and continuity of
care, and integrate user information.
CVD prevention and control will improve if health systems are geared
to full implementation of the primary care strategy and if care is
organized around integrated health services networks.
Access to clinical prevention provided through comprehensive health
care services yields significant economic, social, and health benefits
since CVDs share risk factors with other chronic diseases.
The fragmentation of care leads to a lack of adherence to international standards that leads to suboptimal treatment and an increase
in recurrences and complications.

48. Identify the health care needs of patients with CVDs
and other chronic diseases in general, and those with
the most delicate or complicated cases in particular,
by stratifying these patients based on their risk and
chronic morbidity, hospitalization, and resource utilization profile, so that resources and care circuits can be
better tailored to each group.
The chronic patient population can be stratified by different types
of risk, such as death, severe complications, hospital admissions and
re-admissions, reduced function, resource utilization, and health care
costs. The burden of disease has consistently been shown to be a key
factor in population risk stratification.
Cost is a useful variable in determining the complexity of chronic
patients and identifying those with a high risk of health resources
utilization.
Health costs are highly concentrated and persistent in a small subgroup of patients with CVDs and other chronic diseases.

Int egr at ed control of c hronic diseases and t heir r isk factor s

49. Increase health system effectiveness and efficiency
by tailoring health interventions and resources to
the complexity levels of the diseases requiring care
and to the resource utilization risk stratification
of the population of patients with CVDs and other
chronic diseases.
Various models have been developed to predict health resource
utilization based on the chronic illness requiring care and previous
use of general health resources (hospitalization, pharmacy expenditure, outpatient prescription for outpatient dispensing) or particular
services (emergency re-hospitalization). Some examples are the model
developed by Kaiser Permanente or the PARR (Patients at Risk of Rehospitalization) model developed by the King’s Fund.

Some models are useful for the service provider (predictive models)
inasmuch as they predict which patients are at high risk for disease
and for very high health resource utilization (frequentation, hospitalization, readmissions, and medicines). Others are useful for the
financier (risk-adjustment models), since they are used to adjust
estimates of service quality and efficiency and payments to providers
based on risk.
More advanced and complex predictive models, such as the Archimedes model, predict the risk of morbidity and health resource
utilization with a high degree of validity based on physiological and
biological variables, risk factors, signs and symptoms, diagnostic
tests, treatments, complications, death, medical care processes, and
the type and volume of health system resources.
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50. Ensure that the primary care level has the necessary
technology, tools, and services it requires for efficient
assessment and control of cardiovascular risk.
The proper integration of network services and the system’s overall
efficiency and quality are achieved in part by ensuring that primary
care is equipped with the most cost-effective technology that improves treatment outcomes at that level of care.
These technologies include standards and protocols, referral and
transfer criteria, risk prediction tables, basic laboratory tests, essential medicines, simplified clinical records or histories, patient self-care
support programs, and family and community education.

51. Apply criteria for patient referral from the first
level of care to other care environments in the health
system that address coordination problems between
levels of care and are based on the effectiveness of the
services provided at each level and the system’s overall
efficiency.
Providing care at the appropriate level for people with risk factors
and CVDs is a prerequisite for quality in the system. It reduces delays
in diagnosis and treatment, duplicate or inappropriate diagnostic
testing, and induced prescription, and, in short, maximizes treatment
outcomes and efficiency at each level.

Int egr at ed control of c hronic diseases and t heir r isk factor s

Chronic care model
52. Accelerate implementation of the integrated
chronic care model in health services. In this regard, it
is critical to promote self-care and redefine the roles
and responsibilities of physicians, nursing staff, and
community workers.

53. Strengthen the active role, accountability, and
autonomy of people with risk factors or CVDs, and especially those with diabetes and hypertension, by developing the skills and resources they need to maximize their
self-care capabilities.

The fragmentation of services, including preventive services, reduces
treatment effectiveness and increases the incidence of complications
and preventable deaths, as well as the inefficiency of primary and
specialized care services.

The risk of CVDs is reduced and their control improved when the affected individuals are informed about healthy lifestyles, risk factors,
and the behavioral changes necessary to reduce them, as well as the
specific steps for self-care.

Implementation of the integrated chronic care model can lead to
more comprehensive and sustainable cardiovascular care, strengthen
patient self-care, and improve coordination between levels of care.

Self-care implies the active participation of patients and their caregivers in their health care and informed and shared decision-making
among the professional, the patient, and the caregiver. It also entails
the active participation of citizens in promoting their health and preventing the emergence and development of chronic diseases. People
who self-manage their illness after receiving support to do so obtain
better outcomes in controlling it than those who do not.

Studies have shown that better clinical outcomes can be obtained
in patients with CVDs and other noncommunicable diseases by a
change in the interconnected elements of the service delivery model
as a whole than by any single component of the chronic care model.
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Hypertension and individual total cardiovascular disease risk
54. Strengthen activities to improve proficiency levels,
treatment, and control of hypertension (HT), with emphasis on early detection, the appropriate selection and
use of medicines, and therapeutic compliance.

55. Promote individual total cardiovascular risk assessment in preventive clinical services, with emphasis on
the treatment of patients at high risk of cardiovascular
disease.

While hypertension, hypercholesterolemia, and smoking together
account for over 80% of CVDs, hypertension is the biggest risk factor and is associated with 62% of strokes and 49% of ischemic heart
disease. HT treatment and control is therefore a core strategy in the
care of CVDs.

The best evidence-based clinical approach for CVDs in low-income
and middle-income countries is a multidrug combination (aspirin,
two types of antihypertensive drugs, and statins) for people identified
opportunistically in primary care as being at high risk of cardiovascular disease, or for patients who have already had a clinical event.

Many of those who suffer from hypertension do not realize they are
hypertensive, and a significant proportion of those treated do not
reach the control target (< 140/90 mmHg).

WHO has produced risk assessment charts that can be further simplified by removal of the need for a blood sample.

Detection intervention coverage is enhanced through the promotion of screening performed by non-physician health personnel,
especially trained certified nurses, and in nontraditional locations
such as the workplace.
HT is relatively easy to diagnose and the treatment is inexpensive.

Scale-up of this intervention would, over 10 years, avert 18 million
deaths from cardiovascular disease in 23 high-burden low-income
and middle-income countries at a cost of about US$1.08 per person
per year.

Int egr at ed control of c hronic diseases and t heir r isk factor s

56. Strengthen early detection and treatment of chronic kidney disease in people with hypertension
and diabetes.

57. Monitor hypertension control in the population on
the national and local levels, especially among vulnerable groups.

The combination of HT and diabetes markedly increases the risk of
cardiovascular events and chronic kidney disease, which means that
in diabetic patients should be treated aggressively until it has been
controlled. The high prevalence of HT and signs that diabetes is
reaching epidemic proportions reinforce the need to be prepared to
confront this public health challenge.

Cases of uncontrolled hypertension are common even though many
patients visit their doctors regularly.

Significant gaps in the diagnosis and treatment of hypertension and
diabetes hamper efforts to reduce the incidence of chronic kidney
disease as far as possible, and it is therefore advisable to detect kidney
disease early in the primary health care setting (by measuring levels
of albuminuria and creatinine), particularly in at-risk populations,
paying particular attention to people with hypertension and diabetes.

The rate of hypertension control in the population is a component of
program effectiveness and a sentinel indicator of health inequalities.
As such, it can be used to evaluate those inequalities and the effectiveness of the interventions designed to reduce them.
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Quality and efficiency of clinical services
58. Implement policies conducive to a health care system
that operates with high standards of clinical efficiency
and safety. In this context, implement certification
systems and clinical audits.
The accreditation and certification of health facilities and providers,
as well as other auditing procedures, are useful tools for improving
the quality of health services and patient safety. While legislation
plays an important role in this undertaking, its success is contingent
on the ability to enforce laws and respect the formal and informal
rules of the game.

59. Establish comprehensive continuous quality improvement programs in order to assess services related to the
care of CVDs in health services units.
Efforts to improve the quality of plans, strategies, and programs
for the prevention of CVDs and for the diagnosis, treatment, and
rehabilitation of affected individuals, must include assessments
of their effectiveness and efficiency, the detection of barriers and
limitations to their progress, and the design, implementation, and
reassessment of improvement measures, based on a continuous information feedback system in the framework of continuous quality
assessment models.

Int egr at ed control of c hronic diseases and t heir r isk factor s

60. Apply clinical practice guidelines tailored to the
requirements, resources, and local culture, and define
and harmonize the roles and responsibilities of all levels of the service network.
Appropriate implementation and observance of properly designed
and strongly evidence-based clinical practice guidelines is a prerequisite for delivering quality care, reducing unwarranted variability,
and ultimately reducing preventable morbidity and mortality, as
well as costs.

61. Implement policies that regulate medicines and other
technologies based on their high quality, relative effectiveness, diagnostic and therapeutic value added, social
value, and safety. Ensure that service coverage is consistent with these principles and that the prescription of
generic medicines is promoted.
Higher spending on technologies for CVDs is not always associated
with an increase in effective diagnosis and treatment and better
clinical outcomes. The sustainability of these technologies could be
jeopardized unless incremental cost-effectiveness and social value
criteria are used in the selection, adoption, and dissemination of new
technologies and phase-out of obsolete or less cost-effective ones.
The accessibility and availability of essential medicines and technologies and comprehensive pharmacy service delivery improve when
policies are implemented that reinforce the rational use of medicines,
promote the prescription of generic drugs, and include appropriate
measures for price-setting and streamlining expenditures.
Cost-effective, accessible, and viable interventions and technologies
are available to manage these illnesses, even in low-income settings.
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Acute coronary syndrome and stroke
62. Prioritize a series of key interventions to improve
the quality of care of patients with acute coronary syndrome (ACS) and stroke:
62 a. Implement a communications and education strategy
directed at the general public on the efficient use of
emergency systems and early detection of signs and symptoms of ACS, or heart attack, and stroke; proper cardiopulmonary resuscitation techniques; and the correct use
of automatic external defibrillators; in order to treat
patients in a timely, effective manner.

The general public lacks the knowledge it needs for early recognition of the signs and symptoms of ACS and stroke and the need to
administer emergency treatment, and this contributes to poorer
clinical outcomes.
Public education for early and accurate identification of the signs
and symptoms of ACS and stroke to react appropriately is critical.
The general public and a segment of the medical community continue to view stroke as an untreatable, irreversible disease, which
explains the passive approach to diagnosis, treatment, and rehabilitation in some areas.
Training in cardiopulmonary resuscitation should be based on current internationally recognized recommendations (ILCOR).

Int egr at ed control of c hronic diseases and t heir r isk factor s

62 b. Develop local emergency medical service (EMS)
networks in defined geoadministrative and populational
spaces and synchronize them with other service delivery
network components to facilitate coordinated action and
help improve the efficiency of interventions.
In light of the strong association between morbidity and mortality
from ACS and stroke and the time it takes to make an accurate diagnosis and administer effective revascularization treatment, the four
links in the survival chain must be permanently coordinated and
integrated in the emergency network: rapid access, early cardiopulmonary resuscitation, early defibrillation, and advanced life support.
Emergency medical systems play a critical role in the identification,
classification, and transportation of patients during the acute phase.

The efficient organization of comprehensive health services networks is contingent in part on establishing local networks for
ordinary, preferential, and urgent patient referral and emergency
medical services, connecting these services to the different levels of
care and tailoring them to the needs of the populations living in
predefined territories.
The quality and safety of EMS are enhanced when their actions are
based on rapid patient access protocols, algorithms, and prenotification systems, in keeping with the recommendations set out in current clinical practice guidelines.
Every country should have a single emergency telephone number
and should conduct periodic mapping exercises to fill in any gaps in
services to properly coordinate its response.
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62 c. Set up mechanisms to expand access to and coverage
of early reperfusion therapy for ACS patients with STsegment elevation and stroke who meet the criteria for
it, emphasizing the urgency of the interventions (the time
lapse between the onset of symptoms and treatment) and
the availability of basic technologies (drugs, electrocardiogram, heart rate monitor, and defibrillator) necessary
for an early and safe intervention.
Morbidity and mortality associated with ACS and stroke, the incidence of subsequent events, and the quality of life of these patients
are directly and closely related to the time lapse between the onset of
symptoms and the administration of revascularization treatment.

Thrombolysis in ACS with ST-segment elevation has been shown to
be effective in reducing mortality and improving the quality of life
when it is administered early and safely. Pre-hospital thrombolysis is
an extremely cost-effective procedure in the context of a structured
pre-hospital emergency care network.
The treatment of choice for ACS patients with ST-segment elevation
is percutaneous coronary intervention (PCI). Designated units and
facilities should be created for this purpose.
PCI is more effective and cost-effective than thrombolysis among
high-risk patients with post-infarction complications. Its superior
performance is contingent on how quickly it is done following the
patient’s admission to the hospital.

Int egr at ed control of c hronic diseases and t heir r isk factor s

62 d. Establish coronary and stroke units in the health
services network whose number, organization, coordination, technologies, and complexity are tailored to the
treatment needs of patients and prioritize patients at
high risk for complications and death.
The clinical efficacy, safety, and efficiency of care rely in part on
ensuring that the location of health facilities is determined by
regionalization criteria, based on their high structural and maintenance costs, ethical considerations, complexity, the volume of the
services provided, and the experience and expertise of the professionals involved.

The development of specific health care systems for stroke has improved the early identification, transport, and treatment of patients.
Designated treatment centers, stroke units, and protocols improve
the process and quality of care, including diagnosis, access, and
administration of thrombolytic treatment, and reduce hospital stays,
disability, and mortality.
Patient transitions between clinical services and care centers during
the various phases of stroke care are often associated with poor coordination and disoriented patients and relatives in the health system,
resulting in poorer clinical outcomes.
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62 e. Implement far-reaching programs of demonstrated
effectiveness for the early rehabilitation and social reintegration of ACS and stroke patients.
Early, coordinated rehabilitation of ACS or stroke patients by a multidisciplinary team reduces the burden of disability, mortality, and
socioeconomic impact (direct and indirect costs), facilitates reintegration into society, and improves quality of life.
In addition to improving function and reintegration into society,
rehabilitation programs that include the effective control of risk factors and physical, psychological, and social reintegration are associated with a significant reduction in morbidity and mortality postacute event, as well as a better quality of life.

62 f. Expand coverage of and access to secondary prevention interventions for ACS and stroke.
The risk of ACS and stroke recurrence is much greater after the first
episode and is influenced by the presence of risk factors and concomitant vascular disease.
The effectiveness of secondary ACS and stroke prevention depends
largely on whether patients have equitable access to prevention
services, eat a healthy diet, exercise regularly, quit smoking, control
hypertension and diabetes, and maintain a high level of compliance
with pharmacological treatments of demonstrated effectiveness (aspirin, beta-blockers, ACE inhibitor, and statins).
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Implementation status
No.

Priorities

I

Policy and Advocacy
Multisectoral action and social determinants

1

A high-level multisectoral committee is in place to coordinate population-level prevention activities.

2

One of the CVD plan’s specific objectives is to reduce inequalities in the distribution of risk, the
burden of disease, and prevention and control activities.

3

Networks are in place to share best practices derived from CVD prevention and control policies.

Universal coverage and equitable access to health services
4

Progress is being made toward universal coverage and equitable access to health services.

5

Evidence-based prevention and control interventions have been integrated into existing social health
protection systems.

6

The most economically disadvantaged population groups have access to essential medicines and
technologies.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Integration and sustainability of interventions

7

An essential strategic element of this type of plan should be to connect all of the recommended
actions in a coherent set of interwoven interventions revolving around a single focus and avoid their
disaggregation.

8

Population-wide and high-risk policies are prioritized to create environments that facilitate healthy
choices.

9

A guaranteed budget is in place, based on the burden of CVDs, the cost-effectiveness of technologies
and interventions relative to their social value, their budgetary impact, and the principle of equity.
The health services portfolio is periodically adjusted in accordance with these criteria.

10

Mechanisms are in place to predict, monitor, evaluate, and control resource utilization and health
expenditures for people with CVDs and other chronic diseases.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities

II

Surveillance
Integration of information systems

11

CVD surveillance has been integrated into the existing health information system and there is a
regular budget for it.
Mortality data and risk factor surveillance

12

Mortality data with good coverage and quality are available.

13

Up-to-date information on prevalence and trends of the principal risk factors is available and disaggregated by age, sex, ethnicity, geographical distribution, and socioeconomic profile.
Health services performance and economic assessments

14

A basic set of indicators is in place for health services coverage, access, performance, quality of care,
intervention costs, and efficiency.

15

Economic assessments of the impact of these diseases and the interventions undertaken are being
conducted.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Information sharing

16

A system for information dissemination and feedback is in place to facilitate regular informationsharing between the general public, providers, and financiers.
Technical capability

17

Sufficient human and technology resources are available.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities

III

Health promotion and disease prevention
Tobacco

18

The WHO Framework Convention on Tobacco Control has been ratified by the country.

19

Legal instruments are available that prohibit smoking in all enclosed public spaces and in private
ones with public access.

20

Taxes have been raised on tobacco and the retail price of cigarettes.

21

Legal instruments that impose a total ban on the advertising, promotion, and sponsorship of
products that contain tobacco are in place.

22

Legal instruments are in place that mandate warning labels on packaging that comply with FCTC
guidelines and include images of the harm caused by tobacco use and exposure to smoke.

23

Smoking cessation treatment is available to anyone who seeks it.

24

Surveillance systems are in place to monitor the trend in the tobacco epidemic and evaluate the
efficiency of the measures implemented.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Salt intake

25

A program is in place that includes goals and indicators aimed at reducing salt intake.

26

A regulation is in place for a gradual, sustained reduction in the salt content of all foods by the food
industry and for ensuring that all government-funded food purchases comply with recommended
salt levels.

27

Instruments requiring the labeling of food products that contain salt or sodium are in place, as are
regulations on the public declaration and regular, standardized updating of the nutritional content
of all manufactured foods.

28

The general public is informed about the health hazards associated with a high-salt diet and ways
to reduce salt intake, and consumer associations are involved in ensuring compliance with commitments and regulations.

29

A surveillance system is in place to identify the salt content of food products and its principal sources,
and to evaluate the degree to which contracted commitments are being fulfilled.

30

The potential adverse effects of reducing the sodium content of foods are monitored.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Healthy diet

31

An agricultural policy is in place to boost the production, supply, accessibility, and acceptance of
healthy foods.

32

Mechanisms are in place to regulate the supply and sale of healthy foods and harmful ones and to
increase the availability.

33

Financial incentives are available for the production, marketing, and sale of healthy foods.

34

Regulations on promotion and marketing of food to children and adolescents are in place.

35

The adoption of voluntary self-regulation commitments by food companies is encouraged, but
mechanisms to implement mandatory regulatory measures are available, if needed.

36

Mechanisms are in place to strengthen compliance with the WHO Code on Marketing of BreastMilk Substitutes, as are regulations to prohibit advertising of sugary beverages and food products
with low nutritional value, especially to children and adolescents.

37

There are prohibitions on the marketing and sale of sugary beverages and foods with high fat and
sodium content and low nutritional value in schools.

38

Taxes have been raised on sugary beverages and high energy-dense foods.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Physical activity

39

A sustainable planning, transportation, and urban safety policy is in place to create environments
that facilitate the enjoyment of a physically healthy, active, and safe lifestyle.

40

Comprehensive interventions are being implemented to reduce sedentary lifestyles and promote
physical activity in all age groups tailored to urban settings, workplace conditions, and the
sociocultural characteristics of the population.

41

The school curriculum includes a mandatory 50 minutes a day, five days a week, of moderate
physical activity.

42

The communications media regularly disseminate accurate, evidence-based information on the
benefits of physical activity.

43

Incentives have been created for the education of professionals and research on the promotion of
physical activity.
Alcohol

44

“The WHO Global Strategy to Reduce Harmful Consumption of Alcohol (2010) has been
implemented and activities are in place.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities

IV

Integrated management of chronic diseases and their risk factors
Competencies of health personnel

45

The first level of care is equipped with sufficient competent, motivated, and stable human resources
that work in multidisciplinary teams.

46

Comprehensive and sustainable continuing education strategies targeting primary care workers are
in place, and academic programs are designed to meet current needs.

Primary care, population risk stratification, integrated health services networks
47

The health system is based on a primary care strategy, and its services are organized in integrated
networks.

48

The care needs of patients with CVDs and other chronic diseases, and particularly the most delicate
among them, have been identified, and these patients have been stratified on the basis of on their
risk level and their morbidity, hospitalization, and resource utilization profile.

49

Health interventions and the attendant resources have been tailored to the complexity of the
diseases requiring care and to the resource utilization risk stratification of the population of
patients with CVDs and other chronic diseases.

50

The primary care level has the technology, tools, and services it requires for the efficient control of
cardiovascular risk.

51

Criteria for patient referral from the first level of care to other areas in the health system have been
established and there is close coordination among these levels.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Chronic care model

52

The integrated chronic care model has been implemented in health services, with emphasis on the
promotion of self-care and multidisciplinary approaches.

53

Health services are responsible for developing the skills and resources to maximize the self-care
capacity of people with risk factors or CVDs, especially diabetes and hypertension.

Hypertension and individual total cardiovascular disease risk
54

Specific activities are being carried out to improve knowledge about hypertension and its treatment
and control.

55

Individual total cardiovascular risk assessment has been adopted in preventive clinical services, with
emphasis on the treatment (a multidrug combination: aspirin, two types of antihypertensive drugs,
and statins) of patients at high risk of cardiovascular disease.

56

Health services are emphasizing the early detection and treatment of chronic kidney disease in
people with hypertension and diabetes.

57

The levels of populational control of hypertension on the national and local scale, and especially in
vulnerable groups, have been ascertained.

In
progress

Pending

Deemed
unnecessary

83

84

Appendix
S u m m a ry o f p r i o r i t i e s a n d c hec klis t

Implementation status
No.

Priorities
Quality and efficiency of clinical services

58

A quality control policy and a clinical certification and audit system are in place.

59

Health services units have comprehensive continuous quality improvement programs in place to
assess clinical benefits.

60

Clinical practice guidelines that define and harmonize the roles and responsibilities of all levels of
the services network are being used to manage acute coronary syndrome and stroke.

61

A policy is in place that regulates the use of medicines and other technologies and promotes the use
of generic medicines.

In
progress

Pending

Deemed
unnecessary
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Implementation status
No.

Priorities
Acute coronary syndrome (ACS) and stroke

62 a

A communication and education strategy is being implemented to promote efficient public use of
emergency systems and early detection of premonitory signs and symptoms of these diseases.

62 b

A local emergency medical services (EMS) network is in place and synchronized with the other components of the services network and it facilitates coordinated action.

62 c

Mechanisms and resources are in place, with the relevant criteria, to expand access to and coverage
of early reperfusion therapy for ACS patients with ST segment elevation and stroke patients.

62 d

Coronary and stroke units are integrated into the health services network and their facilities and
complexity are tailored to care needs.

62 e

Far-reaching programs of demonstrated effectiveness are in place for early rehabilitation and social
reintegration.

62 f

Coverage of and access to secondary prevention interventions are being expanded.

In
progress

Pending

Deemed
unnecessary
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