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Diabetes and cardiovascular disease

Clive Cockram

Department of Medicine, Chinese
University of Hong Kong;

Chairman, Cardiovascular Disease Task

Force, International Diabetes Federation

Diabetes is closely associated with car-
diovascular disease (CVD). People with
diabetes have a 2-4-fold increased risk of
death from coronary heart disease, heart
failure and stroke and a 15-40-fold
increased risk of lower limb amputation.
The increase results from early and
severe generalized atherosclerosis, with
contributions —especially in the longer
term- from other pathological processes,
such as microangiopathy, autonomic
neuropathy and median sclerosis, which
produce additional insults to the cardio-
vascular system.

Cardiovascular diseases are the major
complications, the major cause of death,
and the most expensive factor in eco-
nomic analyses in people with type 2 dia-
betes, and diabetes is becoming increas-

ingly important as a contributor to the
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global burden of cardiovascular disease.
This is exacerbated still further by the epi-
demic rises in type 2 diabetes prevalence
rates globally (now estimated by the
International Diabetes Federation (IDF)' at
200 million people), and by the decreas-
ing age at onset which is being noted in
many parts of the world, particularly in
less-developed countries.

In countries with predominantly non-
Caucasian populations, type 2 diabetes
now greatly outnumbers type 1 diabetes
as the cause of diabetes in childhood and
adolescence, and there is major concern
as to the impact of this upon future
CVD rates in very young adults. Also,
while in some developed countries
CVD rates have declined overall, no such
decline is seen in people with diabetes,
and the relative protection from cardio-
vascular disease enjoyed by younger
women is lost when diabetes is present.
Patterns of cardiovascular disease may
vary in different countries and areas, for
example the relative prevalence rates of
coronary heart disease and stroke.
However, the presence of diabetes ampli-

fies that pattern.

Diabetes and cardiovascular disease
interact at many levels. Diabetes not only
interacts with other risk factors, both tra-
ditional and novel, it also predisposes
people to develop many of them, for
example hypertension, albuminuria (and

hence renal dysfunction), low HDL-cho-

Contents

Diabetes and CVD

—_

Diabetes in developing countries
Integrated Management of CVD risk
Helping yourself, helping others

WHD 2003: a good vintage!

WHD 2004 focuses on children

WHO publishes MONICA study on WHD
Join the WHF

Leadership for Change

O 00 N N N o0 o0 M oW»

—_

National congresses

—_
—_

Forthcoming meetings



December 2003

HeO! T IBeell

lesterol and novel factors such as com-
plement-reactive protein (CRP) and plas-
minogen activation inhibitor-1 (PAI-1).
The interaction goes deeper still, with
common antecedents, for example obesi-
ty, physical inactivity, diet, lifestyle and
low birthweight. The recognition of meta-
bolic syndrome as a discrete entity
emphasizes this. However the metabolic
syndrome remains an entity whose pre-
cise definition is controversial, especially
with respect to definitions of obesity and
central obesity in non-Caucasian popula-
tions.

It is well known that CVD risk, associated
with abnormalities in glucose metabolism
and insulin action, commences well
before the development of diabetes and
that impaired glucose tolerance (IGT)
conveys almost as much CVD risk as
type 2 diabetes.

IDF estimates of the numbers of people

newly-diagnosed

with IGT have now reached 300 million
globally. In some less-developed areas
IGT:diabetes ratios may approach 5:1,
indicating the potential for steep rises in
future diabetes and CVD prevalence
rates.

Recent studies emphasize the importance
of a multifactorial approach to manage-
ment of CVD risk in people with diabetes
—i.e. not merely considering glucose in
isolation. Each individual risk factor must

be managed to closely-defined targets

(which may be more stringent than those
applied outside the context of diabetes),
by the use of appropriate antihyperten-
sive therapy and lipid-lowering agents
(particularly statins), and allied to the evi-
dence-based use of “global” strategies
including smoking cessation, dietary
modification, increased physical activity,
low-dose aspirin and angiotensin-con-
verting enzyme inhibitors.

The issue of primary prevention also
highlights the multiple-level link between
diabetes and cardiovascular disease.
Several diabetes primary prevention trials
have now been published, the first being
from China, and these show a 40-60%
reduction of progression of IGT to dia-
betes over approximately 6-7 years as a
result of lifestyle modification. Success,
although to a lesser extent, has also been
shown with pharmacological interven-
tions such as metformin and acarbose.
Prevention programmes, particularly
those based on lifestyle, are likely to ben-
efit CVD risk as well, and may also link up
with other chronic disease prevention
programmes (smoking, cancer, nutrition,
mental health and even HIV/AIDS). This
broad approach is strongly encouraged
by the World Health Organization and has
obvious advantages in low-resource set-
tings, assuming that programmes are tai-
circumstances.

lored to meet local

Secondary prevention of cardiovascular

disease in established diabetes also now
has a secure evidence base, which
strongly emphasizes the multifactorial
approach discussed above.

The last decade has seen an acceleration
of the search for new therapeutic agents
which can simultaneously target dia-
betes, other components of CVD risk and
atherosclerosis itself. A good example of
such targets are the nuclear peroxisome
proliferator-activated receptors (PPARS)
which regulate various metabolic
processes by controlling specific sets of
genes. Fibrate drugs, commonly used in
diabetic dyslipidaemias (raised triglyc-
eride and low HDL-cholesterol) activate
PPAR-alpha. Thiazolidinediones, which
bind to PPAR-gamma, act as insulin-sen-
sitizing agents, improve glycaemic con-
trol, reduce free fatty acid concentrations
and exert potentially favourable effects
on novel CVD risk factors such as CRP
and PAI-1. In addition, PPAR-delta is a
possible target for treating atherosclero-
sis by mediation of the inflammatory
response.

However, while such research continues,
the greatest challenge is to put the above
recommendations into practice so that
prevention can become a reality, and mul-

tifactorial disease management an inte-

gral part of health care systems.

References available from WHF Headquarters.
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Diabetes in developing countries. A "real world" view

Shifalika Goenka MBBS PhD; Arima
Mishra PhD; K.S. Reddy MD, DM(Card.),
M.Sc, FAMS

Initiative for Cardiovascular Health

Research in the Developing Countries’

It is projected that, by the year 2025, two-
thirds of deaths due to cardiovascular dis-
ease will be in the developing countries.
Similarly, by 2025, two-thirds of people
with diabetes will also be in the develop-
ing countries, and India will have the
largest number of diabetes patients in the
world at 57.2 million. Until recently,
although we had epidemiological esti-
mates and projections on diabetes and
cardiovascular disease in developing
countries, we lacked formative research
in the area. Two in-depth studies,
described below, are moving towards fill-
ing this gap.

In India, 60-80% of ambulatory health
care delivery takes place through private
general practitioners. We wanted to
acquire meaningful data that would help
in providing explanations and planning
and implementing interventions. Through
the use of ethnographic methods such as
direct, nonthreatening observation and
free-flowing interviews, we were able to
discern sensitive key issues that frame
the practicesof the private general practi-
tioners and patients and from it acquired
cues for planninginterventions.

This gave us a real-world view of how dia-
betes was being managed at grass-roots

level in ordinary people. Walk-in patients

T www.ichealth.org

constituted the general practitioners’
clientele. They came in to obtain a service
and paid across the counter for it,
whether it was a blood pressure check, a
blood glucose check or treatment for
fever, urinary infection, etc. Tests for dia-
betes, its complications and co-morbidi-
ties were either rarely prescribed or pre-
scribed much later than clinically desir-
able. We found that factors other than
knowledge determined the practices of
the private general practitioner.

Certain common findings between this
study and the second study were as fol-
lows. Primary-care physicians felt ill-
equipped in terms of knowledge, skill and
infrastructure to handle diabetes and
related morbidities, including acute emer-
gencies. Poor referral linkages were both
subjectively and objectively felt and
observed. Inexpensive but life-saving
drugs like aspirin were underutilized in
the management of acute coronary
events. Diabetes and tobacco were not
thought to be significantly linked to car-
diovascular disease.

The second study, a large detailed study
of the capacity for prevention and control
of cardiovascular disease and diabetes,
was conducted in 2002-03, in India (Delhi,
Thiruvananthapuram), Cameroon and
Thailand by the

Cardiovascular Health Research in the

Initiative  for

Developing Countries (IC Health). This
study utilized both qualitative and quanti-
tative methods to evaluate the current
capacity, in terms of health policies, pro-
grammes and infrastructure, from the

perspectives of communities, patients,

different categories of health care
providers and policy-makers. While car-
diovascular disease was widely recog-
nized as a major public health problem,
knowledge of risk factors and their rela-
tion to cardiovascular disease was inade-
guate among many community groups.
Diabetes, smoking and physical inactivity
were not among the well recognized
causes of cardiovascular disease, espe-
cially in the lower socioeconomic groups.
While early diagnosis and management
of diabetes and its co-morbidities are crit-
ical to prevention of the macrovascular
and the microvascular complications of
diabetes, the disease often goes unde-
tected for many years. In 44.5% of per-
sons with diabetes, the diagnosis of dia-
betes had been made during a check-up
in response to symptoms, and in
over 40% it was made “by chance”. This
suggests a considerable level of delayed
diagnosis. Multipurpose health workers
and nurses saw great potential for their
role in CVD prevention, but said that they
were limited by lack of appropriate train-
ing. Diabetes self-care is very limited in
the community, owing to inadequate
patient education. Non-physician health
care providers are not utilized, although
many deficiencies exist in the limited care
provided by physicians.

Appropriately designed multi-pronged
health intervention strategies and capaci-
ty-building are urgently needed to fill
these multiple gaps, so that the epi-
demics of diabetes and cardiovascular
disease do not overwhelm countries

which are unprepared to prevent it.
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Integrated Management of Cardiovascular Risk

A public health challenge

Dr Shanti Mendis
Coordinator CVD program,
World Health Organization

Every year, an estimated 17 million peo-
ple die of cardiovascular disease’. In addi-
tion, at least one-third of the world popu-
lation is currently at high risk of major car-
diovascular events; an estimated
1.3 billion because of tobacco use, 1 bil-
lion because of overweight and at least
another 1 billion because of elevated
blood pressure, blood cholesterol or dia-
betes'. Overall, elevated blood pressure
and blood cholesterol alone are estimat-
ed to cause 7.1 million and 4.4 million
deaths respectively, mainly due to strokes
and heart attacks'.

The risk associated with elevated blood
pressure, cholesterol, smoking and body
mass index does not occur across arbi-
trary thresholds, but in a continuum
extending across almost all levels seen in
different populations'. A modest reduc-
tion in these risk factors, through an
appropriate combination of population-
wide and high-risk strategies, has the
potential to reduce cardiovascular dis-

ease incidence by more than half'2,

Absolute-risk approach

Risk factors often cluster together, and the
absolute risk of a major cardiovascular
event (stroke or heart attack) in an individ-
ual depends on the overall risk profile. In
most populations, a cardiovascular event
is more likely in an individual with a rela-
tively small increase in a number of risk
factors, rather than an individual with a
large increase in just one risk factor. Trying
to identify high-risk individuals by focus-
ing on cholesterol or blood pressure alone
is thus of very limited value. A more cost-
effective approach is to base treatment
decisions on an individual’s risk of a car-
diovascular event in the next 10 years'.
The absolute-risk approach enables the
people who are most likely to benefit from
treatment to be selected by means of risk
stratification: this is of particular impor-

tance in settings with scarce resources.

Implementing the absolute-risk approach

There are no epidemiological data avail-
able to show the absolute risk of patients
in various categories in different develop-
ing-country populations. However, given
a certain level of expenditure appropriate

to the current situation, risk stratification

1 World Health Organization. World Health Report 2002: Reducing risks, promoting healthy life. Geneva,

2002.

2 World Health Organization. Reduction of cardiovascular burden through cost-effective integrated
management of comprehensive cardiovascular risk. Geneva, 2002.

3 World Health Organization. Integrated management of cardiovascular risk and WHO CVD risk man-
agement package for low and medium resource settings. Geneva, 2003.
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can help to identify the subset of patients
most in need of treatment.

Health systems in low-income countries
do not have sufficient financial resources
to support resource-intensive risk stratifi-
cation systems. Therefore the World
Health Organization has developed a feasi-
ble risk-assessment package3, using sim-
ple indicators that are measurable in low-
resource settings, e.g. age, sex, smoking
habits, family history of premature cardio-
vascular disease, presence or absence of
diabetes, and presence or absence of
hypertension'2, This pragmatic risk stratifi-
cation system may not be highly accurate,
but it is the only feasible method of ranking
people into low-risk and high-risk groups,
in order to make treatment decisions in

low-resource settings.

The WHO cardiovascular risk manage-
ment package

This package has been designed for the
assessment and management of cardio-
vascular risk in individuals with elevated
blood pressure detected through oppor-
tunistic screening. Diabetes or smoking
may also be used as entry points.

The package is aimed at health care
providers serving in outpatient facilities,
particularly at primary and secondary
health care levels. These include non-
physician health workers, practitioners of

traditional medicine and physicians. A



training manual provides instruction in
the use of the package, where necessary,
as well as simple information and advice
for patients so that they can help to man-
age their own cardiovascular risk.

A basic health care infrastructure is nec-
essary before the risk management pack-
age can be used, so that people at vary-
ing risk levels can be identified and appro-
priate treatment given. There must be

facilities for opportunistic blood pressure

screening, personnel must be trained to
measure blood pressure appropriately,
reliable blood pressure measuring
devices must be available, and a quality
control system must exist. Basic treat-
ment and referral pathways must be
available for those who are diagnosed as
having hypertension and/or diabetes.
Again, this requires adequately trained
personnel and a regular supply of appro-

priate drugs. These requirements may

not be completely fulfilled in all settings,
so a concerted effort must be made to
upgrade the existing facilities, so that the
package can have maximum impact
where it is applied.

The package offers a pragmatic risk strat-
ification approach that can serve as a
starting-point for health systems in low-
resource scenarios, and several countries
have already begun to implement this

approach in practical clinical settings.

Helping yourself, helping others

Teresa Lander

Freelance journalist, Bristol, UK

In diabetes, perhaps more than in many
other chronic conditions, continued good
health depends on knowing about the
condition and being motivated to live
more healthily. The United Kingdom char-
ity for people with diabetes, Diabetes UK,
has introduced a number of low-cost self-
help schemes designed to help diabetic

people to help themselves and others.

“Buddy” scheme befriends

the newly diagnosed

The Scottish branch of the charity has
introduced a “buddy” scheme, in which
volunteers visit people with diabetes in
their homes with support and advice on
practical matters, such as diet, everyday
living, finding their way around local
health care services and dealing with the
attitudes and preconceptions of others.
The service is offered to anyone living
with diabetes and their carers, and is

completely confidential.

Potential “buddies”, often people with
diabetes themselves, receive two days’
training in communication skills and dia-
betes awareness. They are matched to
their partners through a central database
with details of age, gender, area of resi-
dence, language, ethnicity, type of dia-

betes, complications, hobbies, etc.

Sensible snacking starts early.

Photo: Ken Hammond, courtesy of United States
Department of Agriculture, from
http://diabetes.about.com.

This pilot scheme is currently running in
the Scottish regions of Fife, Grampian,
Greater Glasgow, Lothian and Tayside
and it is hoped to expand it after an eval-
uation early in 2004. This is a low-cost,
grass-roots scheme which could usefully
be employed in lower-income countries
as a way of sharing experiences and moti-
vating people with diabetes. It could even
be used for other conditions such as
chronic heart disease. It is important to
remember, though, that visits from “bud-
dies” are no substitute for professional
medical advice: people with diabetes still
need to work closely with their own
health care advisers. Contact:
Diabetes UK Scotland branch: www.dia-

betes.org.uk/scotland.

Right from the start:

children’s summer camps

Children can’t imagine themselves with
heart disease, blindness or kidney prob-
lems —these all lie too far in the future to
have any relevance for them. And the

pressure to do everything the same as
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their friends is difficult to resist. It is par-
ticularly important for children with dia-
betes to learn to eat sensibly and manage
their own diabetes from an early age.
Diabetes UK organizes annual holidays
for around 300 children with diabetes in
nine locations around the UK. The chil-
dren go for a week of sport and fun activ-
ities, with education about diabetes
mixed in in small and unobtrusive doses
(e.g. quizzes or discussions). They learn
to manage away from their families,
sometimes for the first time ever. But the
greatest benefit comes from learning
from other children and staff members
during blood glucose testing, insulin
injections and mealtimes.

Charlotta Weihov, Care Support Holiday
Manager at Diabetes UK, said, “These

camps offer children an opportunity to go

cOrTsEel

What they say

“My son now takes more responsibility for his diabetes, and maintains excellent

blood sugars. It also gave him the opportunity to get away from us for a while, the

first time in 14 years.” Parent’s comment

“It is so positive for a teenager with diabetes to meet adult helpers dealing with their

own diabetes in such a positive way. This has really brightened my daughter’s out-

look for the future.” Parent’s comment

“You will be amazed to notice how much support and confidence children will get

through simply being with other children with diabetes and preparing for and plan-

ning activities and new challenges”. Diabetes UK. Children’s support holidays 2003:

guidelines for volunteer staff.

away with other children who have dia-
betes. They learn that they’re not alone
and are able to have an activity holiday
knowing that full medical support is avail-
able for them 24 hours a day.”

This is not such a low-cost option. Staff-

to-child ratios are necessarily high, owing

to the strict child protection legislation in
the UK. The cost to the family is £320
(approx. US$545 in November 2003) for a

week’s holiday.

Contact: www.diabetes.org.uk

WHD 2003: a good vintage!

enthusiasm among our partners.

Adolescence and Heart Disease".

World Heart Day received more WHO support, receiving a mention on the
front page of all WHO websites. Elsevier Publishing donated advertising
for World Heart Day in its 10 medicine and cardiovascular journals.

It is encouraging to see that World Heart Day is generating more and more

The next World Heart Day, on 26 September 2004, will focus on "Children,

World Heart Day website: www.worldheartday.com

The 2003 World Heart Day was a great success, with 96 country participants from all regions of the world. On 28 September,
"Women, Heart Disease and Stroke" was on the world media agenda. The World Heart Day public relations agency estimates the
total circulation (press, TV, radio and online contact) at 300 million. The media reach was greatly improved over World Heart Day
2002, when the circulation was "only" 133 million, using the same calculation methodology.

The increased interest in World Heart Day is also clear in the number of hits on our website: 150,000 the first year (2000), over one
million last year and over two million this year.

WHF marketing materials (poster and leaflet) were well used, being translated and adapted to local needs by many WHF country
members. The press resources proved useful, since country members
worked more actively with the press this year.

L |




World Heart Day 2004 focuses on children

The next World Heart Day will be held on 26 September
2004. The theme is "Children, Adolescence and Heart
Disease". Two topics, tobacco and obesity, which are
major threats to children's health, will be stressed

throughout the year.

Tobacco is an important issue, particularly in develop-
ing countries where the tobacco industry develops mar-
keting strategies targeting children and adolescents,
and we will emphasize this topic in our material.
Information on obesity, which now affects more and
more children worldwide, will be included in order to in-

crease public awareness and action on this issue.

The printed material (press releases, fact sheets, World

Heart Day leaflet, etc.) will focus on the two key issues.

The first World Heart Day meeting of 2004 will be held
during the American College of Cardiology Congress in
New Orleans on 7 March (12:00-13:30).

The theme for World Heart Day in 2005 will be "Obesity".
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On World Heart Day, 28 September, the World Health
Organization (WHO) published the results of the largest-ever
worldwide collaboration to study heart disease: the MONICA

N\

(MONItoring CArdiovascular disease) Monograph and
Multimedia Sourcebook. The launch of the Monograph is the
culmination of a major research project, conceived in 1979, in
which teams from 38 populations in 21 countries studied
heart disease, stroke and associated risk factors from the mid-
1980s to the mid-1990s -the largest such collaboration ever
undertaken.

MONICA was important in measuring levels and trends over
time in these diseases and their risk in different populations.
It has served to precipitate and monitor prevention policies in
different countries, demonstrating the importance of the new
acute and long-term treatments that have been introduced.

This publication is designed for a wide readership -from the
general public to journalists, students and medical special-
ists- interested in heart disease, stroke, lifestyle, risk factors,
public health policy and epidemiology. It should stimulate
health workers and administrators in different countries to
think like epidemiologists on a global scale and to collaborate
in tackling other similar challenges to world health.

WHO cardiovascular disease programme:
www.who.int/ncd/cvd/index.htm.

Join the World Heart Federation

I.) WORLD HEART
FEDERATION

The World Heart Federation is made up of
173 member societies of cardiology and
heart foundations from 100 countries, as
well as continental members covering the
regions of Asia-Pacific, Europe, the
Americas and Africa.

There are five different categories of
membership: national, national associ-
ate, continental, international associate
and individual. International or national

scientific societies or foundations devot-

ed to specific aspects of prevention and
control of heart disease and stroke, or
other international or national organiza-
tions with aims similar to those of the
World Heart Federation may apply for
membership, or be invited by the WHF
Board to apply.

The World Heart Federation has recently
welcomed seven new members:

* African Heart Network (Continental

Member)

Foundation of Health and Heart,
Republic Srpska, Bosnia and Herzego-
vina (National Member)

Emirates Cardiac Society, United Arab
Emirates (National Member)

Heart Foundation Cardiac Centre,
Mauritius (National Member)
Foundation for Lay Education on Heart
Diseases, Philippines (National Asso-
ciate Member)

Macau Association of Cardiology,

Heart Beal December 2003 I
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Macau (China) (National Associate
Member)

* Dr Vang Chu, Deputy Head, Division of
Medicine, Mahosot Hospital, Vientiane,

Laos (Individual Member)

The World Heart Federation offers mem-

bers:

* the opportunity to join this global, ac-
tive advocacy network

* the latest information on WHF/WHO
partnership and risk factor strategies

* the World Heart Day CD-ROM, includ-
ing extensive marketing materials for
adaptation to local needs

* World Heart Day newsletters

* Heartbeat, a quarterly newsletter in-
forming members of the latest develop-

ments in prevention

cOrTsEel

regular press releases (some translated
into French, Chinese, Russian, Spanish
and Arabic) to be used freely in your lo-

cal press

PD. White research fellowships for

heart foundations

Twin Centres fellowship for cardiac so-

cieties and heart foundations

invitations to foundation training pro-
grammes attached to the World Congress

of Cardiology and other congresses

invitations to open meetings of the
World Heart and Stroke Forum (usually

once a year)

an outlet for details of your forthcoming
the World Heart
Federation stand at congresses of the
the

American College of Cardiology and

congresses at

American Heart Association,

the European Society of Cardiology

information  about the
Framework Convention on Tobacco
Control (FCTC), and WHO's diet, nutri-

tion and physical activity strategies

° regular

* voting rights at the General Assembly
for national and continental members

* membership directory (including ad-
dresses, telephone numbers, email ad-
dresses and names of office-holders)
for easy exchanges of information and

networking.

Adler

(carola.adler@worldheart.org) for further

Please contact Carola
information about World Heart Federation

membership.

Leadership for Change

Judith A. Oulton
Chief Executive Officer,

International Council of Nurses

The International Council of Nurses (ICN)
is a federation of national nurses’ associ-
in over
125 countries. Founded in 1899, ICN is the

world’s first and widest-reaching interna-

ations representing nurses

tional organization for health profession-
als. ICN’s mission is to represent nursing
internationally and influence health policy

worldwide. Operated by nurses and for

nurses, ICN works to ensure quality nurs-
ing care for all, sound health policies
globally, the advancement of nursing
knowledge and the presence worldwide
of a respected nursing profession and a
competent and satisfied nursing work-
force. ICN advances nursing, nurses and
health through its policies, partnerships,
advocacy, networks, congresses, special
projects and leadership development,
and by its work in the arenas of profes-
sional practice, regulation and socioeco-

nomic welfare.
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In 1995, ICN developed the Leadership for
Change (LFC) programme to develop
nurses and other health care profession-
als as effective leaders and managers in a
constantly changing health environment.
The LFC programme is a tested method-
ology based on action learning and
designed to prepare nurses to participate
fully in health planning, policy and man-
agement.

LFC has five interrelated programme
individual

components: workshops,

development planning, team projects,



structured learning activities between
workshops and mentoring. This basic
methodology has proven effective in all
environments and remains the same,
even when programme content and
structure are adapted to meet different
countries’ needs.

Since its inception, the LFC programme
has been offered in more than 50 coun-
tries. Many of these are now implement-
ing LFC by accredited trainers through the
“Training of Trainers” (TOT) programme,
which was launched in 2002. TOT pro-
grammes have been implemented in

15 countries.

History of the LFC programme

The first LFC programmes began in 1996
with sponsorship from the W.K. Kellogg
Foundation, and involved five countries in
the Caribbean and five in Latin America.
W.K. Kellogg also sponsored a second
phase from 1998 to 1999, which extended
the LFC programme to an additional
16 countries in the Caribbean and Latin
America.

In 1998, a number of new programmes
were launched in different regions of the
world: between 1998 and 2001, LFC was

implemented in 14 countries in Eastern,

Central and Southern Africa through the
sponsorship of the East, Central and
Southern African College of Nursing
(ECSACON) and the United States
Agency for International Development
(Nairobi office). And early in 1998, a pro-
gramme was implemented in five coun-
tries in the South Pacific, sponsored by
the New Zealand Government. In 1999,
LFC began in Singapore.

Beginning in 2000, ICN, the World Health
Organization (WHO) and national govern-
ments began collaborating to offer LFC
in Bangladesh. This was followed in 2001
and 2002 with new programmes in
Myanmar, United Arab Emirates and
Nepal. ICN and WHO collaboration is con-
tinuing, with new programmes for Saudi
Arabia and Yemen, which began in
October 2003, and for Vietnam and
Mongolia beginning February 2004.

Evaluation of the LFC programme

ICN conducted an evaluation study of LFC
during 2001 and 2002, focusing on impact
and sustainability. Findings indicate sig-
nificant positive results, especially at the
level of individual development. A final
component of the evaluation, which is

due to commence in 2003, is a longitudi-

nal study of participants who have com-

pleted the programme.

Other LFC products and initiatives

The LFC programme has several commu-
nication products, such as the Leadership
Bulletin, a marketing brochure and a web
page (www.icn.ch/leadchange.htm), dedi-
cated to the LFC programme.

ICN also
Leadership for Change Network. The LFC

recently launched the
Network will provide ongoing support for
LFC graduates and others interested in
implementing the LFC and TOT pro-
grammes.

If you would like to learn more about
these programmes or become a member
of the LFC network, contact: Dr Stephanie
Ferguson, ICN Consultant for Nursing and
Health Policy and LFC Programme
Director, tel. (+41) 22 908 01 00, email:

ferguson@icn.ch.

The International Council of Nurses is a
federation of 125 national nurses’ asso-
ciations representing millions of nurses
worldwide. Operated by nurses for
nurses, ICN is the international voice of
nursing and works to ensure quality
care for all and sound health policies
globally.

Tobacco control - the fight goes on

The World Heart Federation warmly commends the World Health Organization on the unanimous adoption of the Framework
Convention on Tobacco Control by the World Health Assembly in May 2003. As at 3 December 2003, 78 States have signed the
Convention and five (Fiji, Malta, Norway, Seychelles and Sri Lanka) have ratified it. The Convention cannot enter into force until 40
instruments of ratification have been received. It is important that the enormous momentum generated so far should not be lost.

Please help by lobbying your government to sign and ratify the Convention.

The Framework Convention Alliance (FCA@globalink.org), an international grouping of nongovernmental organizations, has pre-
pared a "Ratification Planning Guide" and other advocacy materials for this purpose. The guide tells you how to target key decision-
makers, creating a message which speaks to both the "brain" and the "heart" of your chosen target audience, and how to harness
the power of the media in support of this vital cause. There is also a full list of the officials to contact in each country.

The guide is available online at: http://fctc.org/sign_rat/ratificationguide.shtml
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National Congresses of Societies of Cardiology

Date - 2004

21-24 January
29-31 January
30-31 January
26-28 February
27-31 March
15-17 April

22-23 April

27-30 April

28-29 April

5-7 May

12-15 May

14-15 May

21-22 May

24-27 May

2-4 June

2-5 June

12-13 September
15-18 September
22-25 September
26-29 September
7-9 October

7-12 October
12-14 October
20-23 October
20-23 October
25-29 October
28-30 October
28-30 October
18-20 November

Country

France
Belgium
Finland
Tunisia
Portugal
Germany
Netherlands
Vietnam
Israel
Sweden
Hungary
Denmark
Latvia

UK
Switzerland
Austria
Ireland
Poland
Romania

Brasil

Slovak Republic

Syria

Russia
Spain
Lebanon
Canada
Bulgaria
Netherlands

Greece

Place

Paris
Brussels
Helsinki
Tunis
Vilamoura
Mannheim
Amsterdam
Hanoi

Tel Aviv
Gothenburg
Balatonfiired
Nyborg
Riga
Manchester
Basel
Salzburg
Killarney
Warsaw
Sinai

Rio de Janeiro
Bratislava
Damascus
Tomsk
Madrid
Beirut
Toronto
Sofia
Amsterdam

Athens

Fax number

+33 14322 6361
+32 2 649 2828
+358 97 527 52 33
+216(71) 746 373
+341 21 387 3331
+49 69 9551 283 13
+31 70 335 2826
+94 4 869 1607
+972 3612 25 88
+46 8 616 3040
+36 1 461 0665
+45 339179 64
+3717 613 915
+44 20 7388 0903
+41 31 388 8098
+43 1408 11 48
+353 1668 5896
+48 22 887 1858
+40 1 240 2827
+55 21 286 9128
+421 (2) 5932 02 23
+963 11 212 9437
+7 095 923 9384
+34 91 724 2371
+961 3 89 1300
+1613 569 6574
+358 (2) 954 90 57
+31 302 34 5002
+30 210 722 6139




Forthcoming meetings

2004

Jan 14-17, Singapore: 14th Asian-Pacific
Congress of Cardiology (Singapore
Cardiac Society, Level 3, Mount Elizabeth
Hospital, Singapore 228510, fax: +65 735
3308). admin@14apcc.com
www.14apcc.com
Jan 22-23, Manila, Philippines: 4th
Convention on Preventive Cardiology (fax:
63 2 632 1612; nobello@info.com.ph)

Jan 26-30, Kohala Coast, Big Island, Hawaii:
4th Annual Echo Hawaii 2004 (American
College of Cardiology, www.acc.org)

Feb 15-19, Sao Paulo, Brazil: 20th
Scientific Meeting of the International
Society of Hypertension.
www.hypertension2004.com.br

Feb 23-27, Cancun, Mexico: 9th Annual
Cardiology at Cancuin (American College
of Cardiology, www.acc.org)

Feb 27-29, Katmandu, Nepal: 2nd Biennial
South Asian Cardiac Conference of
SAARC Cardiac Society and Cardiac
Society of Nepal.

(email: csofnepal@hotmail.com,
www.walkersandhikers.com/cardiology)
Mar 3-6, San Francisco, USA: 44th Annual
Conference on Cardiovascular Disease
Epidemiology and Prevention featuring
the L.J. Filer Symposium on Prevention of
Overweight and its Consequences
Beginning in Youth. (email: scientific-
conferences@heart.org)

Mar 6, New Orleans, USA: Heart Disease
in Women - Where are We Now?

(American  College of Cardiology,
Www.acc.org)

Mar 7-10, New Orleans, USA: ACC 53rd
Annual Session 2004 (American College

of Cardiology, www.acc.org)

Mar 7-10, New Orleans, USA: ACC 2004,
Crossing Borders in Cardiovascular
Medicine (American College of Cardiology)
Mar 26-27, Miami, FLA, USA: Current
Evaluation and Management of Extra-
Cranial Carotid Disease: The Status of
Carotid Stenting (ACC - Florida Chapter -
tel: + 1800 253 4636, ext. 694)

Apr 2-4, Nice, France: 3rd European
Conference on Management of Coronary
Heart Disease (tania@makallengroup.com,
www.mahealthcareevents.co.uk)

Apr 4-6, Singapore: Second Asian Pacific
Congress of Heart Failure (Secretariat
email: sandrakoh@mpgroupasia.com)
April 26-30, Melbourne, Australia: 18th
World Conference on Health Promotion
and Health Education .
(www.health2004.com.au)

May 7-10, Antalya, Turkey: VIl World
Congress of Echocardiography and
Vascular Ultrasound, venue to be con-
firmed (Navin C. Nanda, MD, President,
International Society of Cardiovascular
Ultrasound, P.O. Box 323, Gardendale, AL
35071, USA, fax: +1 205 934 6747).
iscu@iscu.org, www.iscu.org

May 15-17, Washington DC, USA: 5th
Scientific Forum on Quality of Care and
Outcomes Research in Cardiovascular
Disease and Stroke (email: scientific-
conferences@heart.org)

May 22-26, Rome, ltaly: 21st World
Congress of the International Union of
Angiology (Dr Salvatore Novo, Via
Sardegna 76, 1-90144 Palermo, ltaly, fax:
+39 091 655 29 62).

May 23-26, Dublin, Ireland: 8th World
Congress of Cardiac Rehabilitation and

Secondary Prevention (ICC Concepts, 3

Kingram Place, Fitzwilliam Place, Dublin 2,
fax: +353-1 676 90 88, e-mail: info@icc-
concepts.com, www.iccconcepts.com)

7-9, River

USA:

June Columbia Gorge,

Stevenson, Washington, 14th
Congenital Heart Disease in the Adult: a
Combined International
(ACC)

June 17-19, Venice, ltaly: 50th Annual

Symposium

Meeting of the Scientific and
Standardization Committee (fax: 1919 929
3935)

July 17-20, Vancouver, Canada: 4th
Congress on Heart Disease - New Trends
in Research, Diagnosis and Treatment of
the International Academy of Cardiology
(www.cardiologyonline.com)

Aug 28-Sept 1, Munich, Germany:
European Society of Cardiology Annual
Congress (www.escardio.org).

Oct 1-3, Hong Kong: 1st Conference on
Cardiovascular Clinical Trials and
Pharmacotherapy (www.cctap.com).

Dec 10-12, New York, NY, USA: 37th
New  York

Annual Cardiovascular

Symposium (ACC)

2005

May 22-25, Iguassu, Brazil: Sixth
International Conference on Preventive
Cardiology (email: prcardio2005@con-
gresosint.com.ar;
www.congresosint.com.ar/prcardio2005)
Aug 5-13, Sydney, Australia: XXth
Congress of the International Society on
Thrombosis and Haemostasis with 51st
Annual SSC Meeting

(http://www.isth2005.com)
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The World Heart Federation Newsletter

World Heart Federation Board 2003-2004

President
Philip POOLE-WILSON, MD, UK

Vice-President
Elinor WILSON, PhD, RN, Canada

President Elect
Valentin FUSTER, MD, PhD, USA

Vice-President Elect
L A HANAFIAH, MS, Indonesia

Past President
Mario F C MARANHAO, MD, Brazl

Past Vice-President
John B NAPIER, Mr, New Zealand

Secretary .
Ayrton BRANDAO, MD, Brazil

Treasurer
Edward F HINES, Mr, USA

Chief Exeguﬁve Officer
Janet VOUTE, Ms, Switzerland

Chairman, Foundations” Aavisory Board
Sania NISHTAR, MD, Pakistan

Chairman, Scientific Advisory Board
José LOPEZ-SENDON, MD, Spain

Chairman, World Heart and Stroke Forum
Sydney SMITH, MD, USA

Member ot Large
Thomas PEARSON, MD, PhD, USA

Continental Representatives
Asia-Pacific

Avenilo P AVENTURA, MD, Philippines
Shigetake SASAYAMA, MD, Japan

Europe
Leslie BUSK, Maijor General, UK
Francisco FERNANDEZ-AVILES, MD, Spain

Interamerica
Bartolomé FINIZOLA CELLI, MD, Venezuela
Bey Mario LOMBANA, MD, Panama

International Headquarters
5, avenue du Mail

CH-1205 Geneva

Switzerland

Telephone: 41 22 / 807 03 20

Telefax: 41 22 /807 03 39

E-mail: admin@worldheart.org

Homepage: hitp://www.worldheart.org
http://www.worldheartday.com

Editorial Board

Danielle Grizeau-Clemens, Switzerland

Sania Nishtar, MD, Pakistan

José Lépez-Senddn, MD, Spain

(address c/o Infemational Headquarters)
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Official Webcast frn::rn the s 7

American Heart
Association' g
Scientific Sasslnns 20(}3

Plenary Sossion |:
Mending Lhe Broken Hearl -
Resident and Non-Reaesident Primitive Cells

W Vascular Progenitars in Adult Tissues
Karen K, Hirschi

Wl Multipotent, Non-Hematopoietic
Adult Stem Cells and Tissue Repair
Sifvit ftescu

m Mvyocyte Regeneration in Myocardial
Hypertrophy in Humans
Fierg Amversa

W The Pluripotont Hematopoictic
Stem Cell for Cardiac Repair
Bodo E. Straucr

W Frogenitor Cells and Cardiac Regoncration
Andreas M. Zeiher

A joint Ameorican Heart Association/
European Sociely of Cardiology Session
wiebhecast under the auspices

of the World Hearl Federalior:.

Farlnarrg wilh FEDUT STIEMCE

= = N e, 1 e 1 am 1 - 1 = 1




