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Expert Committee. W.H.O. Technical Report Series 678. World Health
Organization, Geneva, 1982 (Reprinted by permission of W.H.O. Geneva)

Conclusions and recommendations

(1) Despite medical advances, coronary heart
disease (CHD) remains a major worldwide public
health problem affecting both sexes.

(2) Rates differ widely from country to country;
they are rising in some countries and falling in others.
These differences and changes demonstrate the
important potential role of prevention.

(3) Individual differences in CHD risk within high-
incidence populations and the ability to modify the
risk-factor levels also demonstrate Lhe preventive
potential.

(4) With regard to several key preventive measures,
the balance of evidence indicates sufficient assurance
of safety and a sufficient probability ofmajor benefits
to warrant action at the population level. The
evidence is similar in nature and strength to that
governing past policy decisions on air pollution
control, sanitary improvements, and the formulation
of dietary requirements.

(5) Preventive strategies include: (a) altering the
mass characteristics of life-style and environment
which are the underlying causes of mass disease
(prevention in whole populations); (b) in low-incidence
countries, preventing the development of these pre-
cursors (primordial prevention in whole populations);
(c) within a population, identifying and helping
individuals at special risk; and (d) preventing recur-
rences and progression of disease (secondary preven-
tion).

(6) In high-incidence countries the levels of major
risk factors are too high in the majority of people.
Most cases ofCHD occur among the large number in
whom risk factors are moderately elevated, not
among the small number with high values. Only a
mass (population) approach can help this larger
group.

(7) CHD risk is significantly influenced by a
number of personal and population characteristics
and their combination. These, in turn, are largely
determined by sociocultural factors and are therefore
modifiable. Such characteristics include elevated
blood pressure and blood cholesterol and the associ-
ated eating and activity patterns, and smoking.

(8) The relationships between habitual diet, blood
cholesterol-lipoprotein levels and CHD are well
established and are judged to be causal. In high-

incidence countries a lowering of the population
distribution of blood-cholesterol levels is recom-
mended through progressive changes in eating pat-
terns. As a guideline, a population average value of
under 5 17 mmol/litre (200 mg/dl) is likely to be
associated with no more than a moderate frequency
of CHD. To achieve such a level, the consumption of
saturated fats must be limited to less than 10% of
energy intake, that of dietary cholesterol to an
average of under 300 mg per day and obesity must be
avoided. These limitations are consistent with attrac-
tive and widely found eating patterns. Some of the
reduction in saturated fat may be made up by mono-
and polyunsaturated fats. Present evidence regarding
effectiveness and safety does not justify the giving of
general advice to increase the intake ofany particular
fatty acid.

(9) Even a small reduction in the average blood
pressure of the population could bring about a large
reduction in CHD. On the basis of the evidence as a
whole, it is recommended that populations should be
encouraged to reduce the consumption of salt in the
direction of 5 g daily or less. The importance of
controlling obesity and excess alcohol consumption
in the population is stressed.

(10) Smoking, especially of cigarettes, contributes
significantly to the occurrence of CHD. The first
objective is that non-smoking should come to be
regarded as normal behaviour, and strategies for
achieving this are available. As far as CHD is
concerned, present evidence does not support promo-
tion of the so-called 'safer cigarette'.

(11) Lack of physical activity relates to increased
population levels of the major CHD risk factors,
primarily through the high prevalence of obesity.
Population levels of obesity are greatly influenced by
average energy expenditure. Regular exercise may
help to reduce high blood pressure and blood
cholesterol. A higher priority is therefore given to
physical activity in CHD prevention than is justifia-
ble simply by its association with CHD. Regular
physical activity should be a part ofnormal daily life.

(12) Diabetes mellitus contributes to the occur-
rence of CHD. Cases of onset in adults (non-insulin-
dependent diabetes) might be averted to an impor-
tant extent by preventing obesity.

(13) High alcohol intake is associated with an
increased risk of CHD and high blood pressure, as
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oped countries, that are associated with high rates of
CHD. This involves the maintenance of a healthy
life-style and active surveillance in countries in which
the incidence is rising.

(19) Physicians and other health personnel have an
important role to play in identifying and helping
individuals at special risk of CHD, as well as in
spreading an understanding of the causes and pre-
vention of heart disease and in forming public
opinion and policies. Their personal example is also
important. Educational efforts should be mounted
for the effective orientation of physicians and allied
personnel to the systematic practice of prevention
and health promotion.

(20) Many CHD events occur in persons already
known to have the disease. This gives an opportunity
for preventing recurrences and progression (secon-
dary prevention). Preventive efforts should follow the
same principles as in primary prevention, taking
account of patients' individual circumstances.

(21) An international working group should design
approaches to curricula for training responsible
medical officers in the strategies and methods of
community prevention ofCHD, within the context of
comprehensive preventive efforts. These medical
officers should initiate national courses for appropri-
ate health personnel.

(22) Special attention should be paid to the
establishment of appropriate information systems,
including those dealing with mortality and incidence,
case-fatality and treatment trends, population risk-
factor levels and their trends, as well as sociocultural
influences on population characteristics relevant to
prevention. The newWHO projection on Monitoring
Trends and Determinants in Cardiovascular Diseases
(MONICA project) is a promising initiative which
deserves the strong and full support of governments.

(23) The promotion of CHD prevention activities
would be facilitated by the regular collection of
information on their progress in different countries
and by the giving of wide publicity to such reports.
The WHO International Clearinghouse on Smoking
and Health is an example of a suitable approach.

(24) The implementation ofprojects on the primor-
dial prevention of CHD should be promoted in
developing countries in collaboration with WHO.
The newly established pilot areas for primary health
care in several countries might be invited to co-
operate in such an effort.

(25) For optimum implementation of national
CHD prevention programmes, more knowledge is
needed on the health attitudes and behaviour both of
individuals and of entire populations, on the influ-
ences and constraints governing changes of behav-
iour, and on the degree of compliance with preven-
tive recommendations.

(26) There is an urgent need for research into the

well as with other profound physical and social harm.
Increased alcohol intake is not recommended as a
preventive measure in CHD, either in populations or
in individuals. Moderate intake may be associated
with a somewhat lower risk of CHD, but causality
has not been established.

(14) Community water supplies should not be
softened without first considering the association
with cardiovascular mortality.

(15) In countries with a high CHD incidence, oral
contraceptives should, where possible, be prescribed
under medical supervision so as to discourage their
use by women at a higher risk ofCHD. In particular,
oral contraceptive users should not smoke.

(16) The underlying atherosclerotic process leading
to mass CHD begins in youth, along with the
appearance of its major risk characteristics-elevated
blood pressure and blood cholesterol-and associ-
ated risky behaviour, including smoking. Preventive
measures should be introduced in childhood, in order
to avert the development of these CHD precursors.

National programme planning should be initiated
for youth, as part of a comprehensive disease
prevention and health promotion effort. Effective
educational programmes, including those aimed at
the prevention of smoking, are now available; they
should be adapted for local needs, implemented, and
then evaluated. Well-informed young people may act
as agents promoting improved health behaviour in
the community.

(17) The heavy social burden of CHD in high-
incidence countries, as well as the threat of a future
burden in developing countries, influenced as it is by
sociocultural factors, requires commitment to long-
term national strategies for effective prevention.

National governments should challenge their
health leaders and their legislators to prepare action
plans, with time-based goals, for analyses of the local
situation, and to initiate and evaluate such plans.
They should prepare estimates of the requisite
community resources and funding. This calls for
specific programmes for the control and prevention
of high blood pressure and for improving national
patterns of eating, physical activity and smoking.
These must be coordinated in a comprehensive
national disease surveillance, prevention and health
promotion strategy involving the medical profession,
the health services, schools, community organiza-
tions, the agricultural sector, the tobacco and food
industries, and the mass media.

(18) In some developing countries CHD is already
a serious problem, which threatens to become more
widespread as socioeconomic development pro-
gresses. Policies on eating patterns and nutrition, the
control of smoking and avoidance of obesity and
sedentary living are essential to prevent the develop-
ment of the risk-factor patterns, familiar in devel-
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46 Abstract

primary prevention of arterial hypertension along
several promising lines, including eating and activity
patterns in populations.

(27) Innovative epidemiological investigations are
needed on simultaneous trends, and lags in trends, of
CHD incidence, treatment, risk-factor distributions
and behaviour. The WHO MONICA project (see
paragraph 22) and several pilot investigations spon-

sored by the United States National Institutes of
Health are examples.

(28) Research and demonstrations in specific areas
that are not yet well developed-particularly in
respect of eating patterns and physical activity
programmes-should be promoted and the findings
tested.
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