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Policy & Practice

Cardiovascular Health in the Americas: Facts, Priorities and
the UN High-Level Meeting on Non-Communicable Diseases

Pedro Ordunez MD PhD

SUMMARY

Population aging, smoking, unhealthy diet and physical in-
activity, in the context of globalization and unregulated ur-
banization, explain the high prevalences of hypertension,
hypercholesterolemia and diabetes in the Americas, making
cardiovascular diseases the main cause of death. Moreover,
cardiovascular diseases and their risk factors disproportion-
ately affect the poorest people, obstructing antipoverty efforts
and further deepening health and other inequities. The global
crisis of chronic non-communicable diseases has reached
such proportions that the UN General Assembly called a high-
level meeting in September 2011 to address the issue as one
of human development, aiming to stimulate political commit-
ment to a concerted global effort to stem the pandemic. In
reference to the Americas, this article reviews the burden of
cardiovascular diseases and describes priorities for strategies
and action in the region and their relation to the results of the
UN meeting.

Cardiovascular Diseases in the Americas

As elsewhere in the world, chronic non-communicable diseases
(NCD) are rampant in the Americas. Population aging,
smoking, unhealthy diet and physical inactivity, in the context
of globalization and unregulated urbanization, explain the high
prevalences of hypertension, hypercholesterolemia and diabetes
in the region, making cardiovascular diseases (CVD) the main
cause of death.[1,2] Recent studies in seven Latin American
countries found prevalences in adults of 18% for hypertension,
14% for high cholesterol, 7% for diabetes, 23% for obesity and
30% for smoking.[3] Given the region’s epidemiologic profile,
risk of a cardiovascular event in the next ten years is high in the
adult population aged <70 years: up to 41% in men and 18%
in women in countries with very low infant and adult mortality
(such as Canada, Cuba and the United States); up to 25% and
17% in men and women respectively, in countries with low infant
and adult mortality (such as Argentina, Barbados and Chile) and
up to 8% and 6% in men and women respectively, in countries
with very high infant and adult mortality (such as Bolivia and
Ecuador).[4]

In the Americas in 2007, circulatory diseases (ICD-10,
100-199) were responsible for approximately 30% of deaths
from all causes: 1,498,645 deaths. Four conditions were
responsible for 87% of these: ischemic heart disease (IHD)
(ICD-10, 120-125), cerebrovascular disease (ICD-10, 160-169),
cardiac insufficiency (ICD-10, 150) and hypertension (ICD-10,
110-115).[5]

IHD was the leading cause of death for both sexes, with 662,011
deaths (362,596 men and 299,415 women), making up 13% of
all deaths in the Americas; and it was the first or second cause
of death in 30 countries, with mortality rates substantially higher
in men than women. There were notable differences among
countries, with age- and sex-adjusted mortality rates from 34

to 129 per 100,000 population. Cuba reported IHD mortality
rates of 112 and 86 per 100,000 population in men and women
respectively.[5]

In Latin America and the Caribbean, a substantial proportion of
IHD deaths occur prematurely—more so in men than women—
at the time of their greatest economic and social contribution.
Cuba’s IHD mortality rates in the population aged <70 years are
1.5 to 2.5 times those of Canada, which had rates of 32 and 9 per
100,000 population in men and women respectively.[5]

In the Americas, cerebrovascular disease was responsible
for 336,809 deaths (153,120 men and 183,689 women) in
2007, making it the second cause of death in both sexes, with
nearly 7% of all deaths in the region. It was between the first
and third cause of death in at least 12 countries. Panama,
Venezuela, Cuba and Paraguay reported the highest mortality
rates: 49—61 per 100,000 population in both sexes. Canada
reported the lowest at 9 and 10 per 100,000 population in men
and women, respectively, contrasting especially with countries
having a similar overall mortality profile.[5] In connection with
this phenomenon, a non-linear inverse relationship has been
observed between the proportion of premature mortality due
to cerebrovascular diseases and purchasing-power adjusted
Gross National Product.[6] CVDs and their risk factors
disproportionately affect the poorest population sectors,[7] plus
family and government budgets because of treatment costs
and potential years of life and productivity lost to premature
death and disability.[8,9] These diseases obstruct antipoverty
efforts and further deepen health and other inequities.[7]

CVD Priorities for the Americas

Accordingly, in 2010 PAHO sponsored a regional consultation
to marshal the best available scientific evidence to prioritize
CVD control actions in the Americas, applying criteria of cost-
effectiveness, social value and equity.[10] The consultation
involved a wide range of experts, institutions, civil society
organizations and ministries of health, as well as PAHO technical
personnel. Experts presented their recommendations based on
assembled evidence to panels assigned four specific arenas
for action: public policy and population-level prevention; risk
reduction and high-risk management strategies; management
of acute coronary syndrome and stroke; and organization of
health system response, including emergency services. Each
panel refined its draft document through reiterative exchanges,
then met to collectively assess their recommendations, evidence
and rationales and write a draft consensus statement with
recommendations for health decision makers. This was circulated
among participants until final consensus was reached on each
priority’s formulation and justification.

The consultation focused its activities on CVDs of atheroscle-
rotic origin and their major risk factors. Priorities were aligned
with the four action areas of the Regional Strategy and Plan of
Action on an Integrated Approach to the Prevention and Con-
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trol of Chronic Diseases, adopted by PAHO member states in
2006: public policy and advocacy, health promotion and dis-
ease prevention, integrated control of NCDs and their risk fac-
tors, and surveillance.[11]

Public policy and advocacy There is evidence that lack of
coordination in CVD prevention and control leads to both gaps
and overlaps; hence, addressing these diseases and their risk
factors demands involvement by all government agencies and
society, not just the health system.[12] In view of this, and for
health to be considered in all policies,[13,14] top priority was
given to high-level multisectoral coordination mechanisms for
population-level prevention, not only for CVDs but for all NCDs.

Similarly, since CVDs and their risk factors are both causes and
consequences of poverty, the consultation urged that an explicit
goal of prevention and control plans be reducing inequitable distri-
bution of risk and disease burden, as well as ensuring more equi-
table implementation of prevention and control activities. There is
a strong inverse relationship between socioeconomic status and
CVD risk, so reducing disparities in CVD burden also requires
action to limit factors that increase population inequalities.[15]

Networking was also identified as a priority. Networks help dis-
seminate lessons learned, improve communication and coordi-
nation between countries, standardize evaluation approaches,
support adoption of best practices and better resource allocation,
stimulate innovation, strengthen relationships, and promote coor-
dination of nutrition, trade, fiscal and health policies.

Throughout the Americas, noticeable differences by population
group were observed in both risk factor and disease prevalence,
as well as in access to health services.[16] The health systems
that best support improvements in population health have
universal coverage, coordinate primary health care appropriately
with the rest of the health system, mobilize primary health care
to act on a range of social determinants, and balance prevention
and promotion activities with curative ones.[17,18] Hence, the
consultation emphasized the need to move toward universal
health coverage and equitable access to health services. Health
promotion, disease prevention and efficient and high-quality
treatment are integral to the right to health, and countries were
urged to include all these in existing publicly-funded programs.

CVDs have a greater impact on low- and middle-income
populations, and in some countries patients pay up to 78% of
medication costs out of pocket.[19] These realities hinder efforts
to fight poverty, so the consultation identified as a priority ensuring
access to medications and other essential technologies, including
laboratory tests, particularly for disadvantaged groups.

Health promotion and disease prevention In this action area,
the regional strategy defined five priorities related to tobacco, salt,
healthy eating, physical activity and alcohol (Table 1).

Integrated control of NCDs and their risk factors Provision
of efficient and sustainable health services requires sufficient
numbers of well-trained health workers. Implementation
of integrated risk and NCD prevention and control models
requires priority attention in such areas as: revised and updated
health sciences curricula, including continuing education and
accreditation; information and communications technologies;

evidence-based medicine; planning; health services
administration; and clinical management.[29] Accordingly, the
consultation gave priority to developing comprehensive and
sustainable strategies for continuing education, especially for
primary health care workers, to strengthen NCD prevention and
control—if necessary, transforming academic programs in order
to do so.

It is well established that fragmentation of clinical care leads to
non-compliance with international standards and hence, subop-
timal care and more relapses and complications.[30] This factor
prompted the consultation to prioritize strengthening health sys-
tems based on primary health care organized in integrated ser-
vice networks, with special attention to the three basic primary
care functions in relation to NCDs: system gatekeeping, coordi-
nation and continuity of care, and integration of user information.

Appropriate network integration and overall system quality and
efficiency are also, in part, products of providing the primary
health care system with the most cost-effective technologies and
the resources needed to address problems at that level.[31] In
view of this, the consultation encouraged development of criteria
for patient referral from primary care settings to other levels and
system-wide coordination to optimize efficiency.

Improvements in CVD and other NCD clinical outcomes are not
due to isolated elements of care but to their reorganization into
effective service delivery models.[32] We also know that CVD
risk falls and CVDs themselves are better controlled when
people are knowledgeable about healthy lifestyles, behavioral
changes to avoid risk, and self-care measures.[33] Hence, the
consultation affirmed the importance of an integrated chronic
care model that promotes active participation and autonomy
of persons with risk factors or NCDs, especially diabetes and
hypertension, providing skill development and resources to
enable health-promoting behaviors and self management.

Hypertension, high cholesterol and smoking together explain
more than 80% of CVDs, but hypertension is the most powerful
risk factor, associated with 62% of strokes and 49% of IHD cas-
es.[34] Consequently, the consultation placed vital importance
on strengthening actions to improve knowledge, treatment and
control of hypertension, emphasizing early detection, appropri-
ate choice and use of medications, and therapeutic adherence.
It also encouraged CVD risk evaluation as part of preventive
clinical services for all individuals, with treatment of patients at
high risk, and in persons with hypertension and diabetes, called
for greater efforts at early detection (and treatment) of chronic
kidney disease.

It also recommended policies supporting high standards of
efficiency and clinical safety by adoption of comprehensive
continuous quality improvement programs to evaluate NCD
services, certification and clinical audit systems, and the use of
clinical guidelines adapted to needs, resources and local culture
at all levels of the service network.[35]

Policies reinforcing rational medication use, promoting use of
generic drugs, managing pricing and rationalizing spending bring
about improvements in access to and availability of medications
and essential technologies, as well as provision of comprehensive
pharmacy services.[36,37] It is necessary then to develop policies
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regulating medications and other technologies on the basis of
quality, relative efficacy, added diagnostic and therapeutic value,

social value and safety.

With respect to acute coronary syndrome and stroke, the
consultation considered there was sufficient evidence[38—40] to
prioritize six interventions directed at improving quality of care:
1) population communication and education strategies promoting
efficientemergency system use, as well as recognition of symptoms
and warning signs; 2) emergency medical services organized by
geographically-defined populations, coordinated with the rest of
the health system for greater efficiency; 3) broadened access to
early reperfusion therapy, emphasizing shortening time between
symptom onset and treatment initiation and on availability of
basic technologies for early and safe intervention; 4) coronary
and stroke units integrated with the health service system, giving

Surveillance Active and sustained technical and financial
support for CVD surveillance systems is critical for improving
heart health,[41] so CVD surveillance must be integrated into the
overall health information system, its operations guaranteed and
its resources included in health system budgets. The consultation
stressed the urgency of improving CVD mortality registry coverage
and quality, as well as surveillance of risk and protective factors
and morbidity. It also urged creation of a core minimum set of
indicators for coverage, access and system performance; quality
of care; costs and effectiveness of interventions; appropriateness
of medication and technology use; and progress in applying
national plans. These indicators should be sufficiently detailed
to plan, implement and evaluate policies, strategies, services,
technologies and interventions, and support research on
effectiveness—including economic evaluations—and models of
intersectoral prevention.

priority to those patients at highest risk of complications and death;

5) early rehabilitation programs, broad in scope and of proven
effectiveness, for social reintegration of patients; and 6) increased

coverage of and access to secondary prevention.

Permanent information diffusion and feedback between financers
and providers, respecting principles of good governance,[42] is
key to reducing uneven information and to meeting expectations

Table 1: Priorities for health promotion and disease prevention in the Americas

Tobacco
Accelerated implementation of the WHO Framework Convention
on Tobacco Control (FCTC)

Salt

Programs to reduce intake that are sustainable; adequately
financed by governments; evidence-based; integrated with other
food, nutrition and health education programs; and available to all

Legislation, fiscal policy, and economic incentives to regulate
salt content in all foods, compelling industry to set targets, and
timelines for reducing salt content

Healthy eating
Sustainable agricultural policies to increase production, supply,
access and acceptance of healthy foods and to reduce those of
unhealthy foods

Effective, evidence-based policies on pricing, production
incentives, marketing and sale of healthy foods

Policies to regulate promotion and marketing of foods to children
and youth

Physical activity

Sustainable policies for urban planning, transportation and
safety to create environments enabling people to live healthy,
active, safe lives

Healthy diets and 50 minutes of moderate daily exercise
provided in schools

Alcohol
Implementation of the WHO Global Strategy to Reduce the
Harmful Use of Alcohol[28]

Source: PAHO regional consultation 2010-2011.

FCTC contains evidence-based, high impact, cost-effective—even cost-saving—
measures to reduce tobacco use and prevent smoking initiation.[20]

FCTC provides a legal framework and tools for international cooperation on
tobacco control.

Salt intake in almost all countries in the region is 22 times recommended limit
(5 g/day/person).

Reducing population salt intake is among the most cost-effective and cost-saving
measures available.[21]

Results of voluntary industry commitments have been poor (lessons from to-
bacco control).[22]

Market availability and excess consumption of high-fat, high-calorie and
unhealthy foods are influenced by agricultural policies and the entire supply
chain.[23]

Agricultural polices associated with changes in pricing and availability of
foods—together with nutrient content regulation—influence food production
models.[23]

Food marketing and advertising influence preferences and diet.[24]

Children and youth are particularly vulnerable, especially where marketing to
them is unregulated.[25]

Physical activity increases with presence of parks, recreational areas, pedestrian-
friendly policies, amenities to support cycling.[26]

In some countries, up to 20% of children are obese or overweight.[27]

Most children spend most of day in schools, usually safe places for physical
exercise.

Schools and teachers can help establish social norms valuing healthy diet and
physical activity.

Harmful use of alcohol is a major risk factor globally.[28]
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of effectiveness and efficiency in health system activities,
interventions and technologies.

Finally, with a view to integrating the proposed interventions and
making them sustainable, the consultation suggested linking all
the recommended actions in a coherent package pivoting on a
common axis, avoiding fragmentation and ensuring institutional
support and long-term financing of a concrete plan with budget
allocation based on the burden and impact of CVDs, cost-
effectiveness of interventions and their social value and budgetary
impact, and the principle of equity, periodically adjusting health
services packages according to these criteria.

NCDs on the Global Political Adenda

On September 19 and 20, 2011, heads of state and government
representatives met at UN headquarters in New York City to
discuss NCD prevention and control. It was an historic opportunity
to frame NCDs on the global political agenda as one of the main
obstacles to development in the 21st century, undermining
social and economic progress and threatening achievement of
internationally agreed-upon development goals. The resulting
Political Declaration recognized that NCDs are a threat to the
economies of many countries, that they can widen inequalities
among countries and populations, that governments have
ultimate responsibility for addressing these challenges, and that
participation and commitment from all society’s segments will
be essential for effective responses to ensure the right of every
person to optimal physical and mental health.[43]

Declaration followup will require close collaboration between the
UN Secretary General and WHO'’s Director General, as well as

consultation with UN member states and other organizations.
In 2012, they are asked to bring to the Assembly options for
strengthening and facilitating multisectoral actions for NCD
prevention and control. The Declaration further requests a report
from the UN Secretary General to the 68th General Assembly in
2013 on progress toward agreed-upon commitments—particularly
multisectoral actions and their effects on meeting international
development objectives, including the Millennium Development
Goals—as a basis for comprehensive review and progress
evaluation in 2014.[43]

From Policy to Practice

Health priorities defined for the Americas are well aligned with
both the letter and spirit of the Political Declaration of the UN High-
Level Meeting on Non-Communicable Diseases. The Declaration
will serve as a compass and platform from which these priorities—
understood as policy options—can be incorporated into countries’
goals, objectives and interventions to fulfill commitments
contracted before the UN General Assembly, adapted to the
particular public health, economic, political and social context of
each member state.

Given the scope of the NCD crisis, many observers hoped to
see more concrete objectives, tangible financial commitments,
transparent accountability mechanisms, more comprehensive
coordinated actions, more emphatic language, less questioning of
conflicts of interest and more substantial measures. Nevertheless,
there has been undeniable progress. The Declaration is a new
element connecting the health agenda with other global agendas,
sounding the alarm, pointing the way, defining strategies and,
most importantly, pledging action. -}
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