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This issue of Chronic Disease
Notes & Reports, with a special
focus on heart disease and
stroke, underscores many of
the public health challenges and
the important strides we have
made in two of the top leading
causes of death in the United
States. These chronic diseases
and their risk factors will not

be conquered in doctors’ offices,
clinics, and hospitals, or through
individual lifestyle choices;
however, as pointed out in this
special issue, chronic diseases
and their risk factors can be
conquered through the health
policies and environmental
changes we make, effective
communication with the pubilic,
and renewed emphasis on
addressing the social and
environmental determinants

of health.

In talking to our partners
and the people whose health we
are working to protect, we have
learned that chronic diseases, the
aging of the U.S. population, and
rising health care costs are all
top health priorities. The many
successes demonstrated in this
issue of Chronic Disease Notes
& Reports provide a glimpse
of the power and promise of

prevention in addressing these
health concerns.

As the nation’s lead agency
for the prevention and control
of diseases and injuries, CDC
is committed to a public health
agenda that balances prevention
and treatment on one hand, and
individual choices and health-
promoting policies and environ-
mental change on the other. At
the National Center for Chronic
Disease Prevention and Health
Promotion, we are transforming
ourselves through the CDC
Futures Initiative to continue
to excel as an effective public
health center that uses the best
available science to help the
public live longer, happier, high-
quality lives. We look forward
to strengthening our collabora-
tions and building new partner-
ships with the National Center
for Birth Defects and Develop-
mental Disabilities and the
Office of Genomics and Disease
Prevention, who are now our
colleagues in the new Coordin-
ating Center for Health
Promotion.

Our Center and agency lead-
ership will support nationwide
implementation of the Public
Health Action Plan to Prevent
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Our Goal for the 21st Century:

Radically Reduce the Burden of
Heart Disease and Stroke

In the next century, an important
challenge for public health will be to
radically reduce the number of deaths
from heart disease and stroke. These
diseases are the most pressing health
burden of our time.

Over the past 100 years, the story
of heart disease in the United States
has been a sad saga with the appear-
ance of a full-blown and persistent
epidemic, as the figure illustrates.
We have watched as the number of
people dying of heart disease has
risen every year, up until the 1960s.
Since that time, the number of deaths
has remained at or above 700,000
per year.* There has been some
good news: age-standardized rates
of heart disease deaths have declined
sharply over the past 30 years. But
those gains, important as they are in
signaling the potential for preven-
tion, have been offset, especially by

Death from Diseases of the Heart, United States, 1900-2001
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growth of the older population.
Thus, they have failed to reduce
the burden of heart disease from
the level reached back in the 1960s.

The story of stroke in America
bears an important similarity:
although rates of stroke deaths
have declined over the past 100
years, the number of people who
die of stroke each year is no lower
today than it was in 1980.

As discouraging as these num-
bers are, they have not dampened
the public health community’s
determination to rise to the chal-
lenge. Our prevention efforts today
will ensure that 100 years from
now, the story of heart disease and
stroke will be quite different in this
country.

Not Just a U.S. Problem

Heart disease and stroke also have
global importance, ranking as lead-
ing causes of death worldwide in
1990 (World Health Organization).
Future projections show that they
are expected to remain the world’s
leading causes of death over the
next 20 years, with the numbers of
deaths increasing greatly. Calls for
action to prevent these conditions
are becoming widespread around
the globe.

When we look at the projected
age composition of the develop-
ing world, it becomes clear that
we have a brief window of

*American Heart Association. Heart disease and stroke statistics—2004 update. Dallas,

Tex: American Heart Association, 2003:5.



opportunity—only two decades—

in which to avert the full brunt of
this epidemic in the critical 35- to
64-year age range of the labor force.
Our own forecasts for rising U.S.
health care costs attributable to
chronic diseases allow no laxity in
tackling the challenge of heart dis-
ease and stroke prevention to the
fullest of our abilities.

This issue of Chronic Disease
Notes & Reports is devoted to
cardiovascular health, with articles
about recent developments and
works in progress. A Public Health
Action Plan to Prevent Heart Disease
and Stroke, released at the first Steps
to a HealthierUS Summit in April
2003, provides a framework for
such activities. In this issue of the
newsletter, you will find many exam-
ples that address the action plan’s
recommendations regarding effective
communications and leadership,
partnerships, organization, taking
action, strengthening capacity,
advancing knowledge, and engaging
in regional and global partnerships.

We cannot presume that these
exemplary activities alone will do
the job, but our nation’s prospects
for preventing heart disease and
stroke are improving and gaining
momentum. Our recent successes
in bringing the key players together
and adopting a long-range strategy
will take us a good distance toward
eliminating health disparities and
increasing the quality and years of
healthy life that Americans want
to enjoy.

We will meet the challenge by
preventing cardiovascular disease
risk factors from ever developing,
detecting and targeting existing risk

factors, identifying and treating heart
attacks and strokes as early as possi-
ble, and reducing people’s risk for
recurrent heart attacks and strokes.
In the process, we will learn much
about how to strengthen the effec-
tiveness of strategies to prevent
other major chronic diseases, which
have much in common with heart
disease and stroke as public health
challenges. 3?
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Heart Disease and Stroke. We

will develop and implement

a coordinated public health action
plan on physical activity, nutrition,
and healthy weight for all life stages
to stop the epidemic of obesity and
chronic disease. We will find ways to
support the stability and continued
success of the Behavioral Risk Factor
Surveillance System, an essential
public health tool in assessing
chronic disease risk factors at the
state and local levels. We also remain
committed to the Healthy People 2010
overarching goal of eliminating
health disparities.

The challenges we face are enor-
mous, but so are the potential health
benefits and the magnitude of the
expected health impact. I hope this
issue of Chronic Disease Notes &
Reports reflects the kind of progress
and outcomes we can expect if we
are firm in our commitment to
improve the health and quality
of life of all people. 37

George A.Mensah, MD, FACP, FACC, FESC
Acting Director, National Center for Chronic
Disease Prevention and Health Promotion



Signs of heart
disease are
appearing even
among children.
According to a
recent study, one
in eight children
has three or
more risk factors
for metabolic
syndrome,

a cluster of
symptoms that
serves as an early
warning signal
for heart disease
and diabetes.

Heart Disease Burden

America’s leading cause of death, cardiovascular disease, disables
millions of Americans, costs the nation billions each year—

and is on the rise.

Americans are more likely to die
of heart disease or stroke than any
other cause.

Cardiovascular diseases (CVD) are
not only the leading cause of death
in the United States, they are also
disabling, costly, and growing. Ten
million Americans are disabled by
CVD, which includes heart disease and
stroke, as well as other disorders of
the circulatory system. Heart disease
is the leading cause of premature,
permanent disability in the U.S.
workforce. Two-thirds of heart attack
patients fail to recover fully. Stroke
can dramatically diminish the ability of
survivors to function independently—
with severe effects on both survivors
and their families. Twenty percent of
stroke survivors require institutional
care, and many survivors cannot per-
form daily tasks. Younger people may
often return to work after a heart
attack (88% of those under 65), but
most stroke victims do not.

CVD may limit a person’s ability
to work and perform activities of daily
living. Patients and their families feel
this burden in their daily lives. People
with CVD must cope with the cost of
treatment, the side effects of medica-
tions, the need for increased medical
care and access to quality care, and
the possibility of disability and depend-
ency. People who have had a heart
attack or stroke tend to report fewer

healthy days than people who haven’t
had such an event, according to Kurt J.
Greenlund, PhD, a CDC epidemio-
logist specializing in cardiovascular
health.

The financial costs of CVD are enor-
mous. In 2004, these conditions will
cost the nation an estimated $368.4
billion in direct and indirect costs.*

As the numbers of people who need
medication and lifestyle changes
increase, so do the related costs.
Heart disease is the leading diagnosis
for Medicare, for example, costing
the program $26 billion annually.

CVD is a growing problem. CDC
researchers recently reported that
the prevalence of individual CVD risk
factors, including high blood pressure,
high blood cholesterol, smoking,
diabetes, and obesity, is increasing.**
Reducing the burden of CVD depends
on reducing the prevalence of these
risk factors, especially among young
people. Death rates are higher among
people aged 65 and older—a popula-
tion that is rapidly increasing.

CVD also contributes to health
disparities for some racial and ethnic
groups and other disadvantaged popu-
lations. African Americans, Hispanics,
and American Indians have higher
rates of CVD risk factors and mortality
than whites. These same groups tend
to lack access to health care and health
insurance coverage.

*American Heart Association. Heart disease and stroke statistics—2004 update. Dallas, Tex:

American Heart Association, 2003.

**CDC. Declining prevalence of no known major risk factors for heart disease and stroke
among adults—United States, 1991-2001. MMWR 2004;53(1):4-7.



As the impact of CVD continues
to increase, CDC researchers say that
both the public and health care practi-
tioners need to be educated about the
importance of prevention. “We know
how to prevent CVD,” said George A.
Mensah, MD, FACP, FACC, FESC,
Acting Director of NCCDPHP and for-
mer Chief of the CDC’s Cardiovascular
Health Branch. “We have the tools.
Health professionals” awareness of the
CVD epidemic is high. But we need to
increase our investment in prevention
efforts, reach the public with needed
information, and improve treatment
of CVD by improving adherence to
guidelines.”

Risk Factors

Risk factors for CVD are also growing.
It is projected that 90% of today’s
middle-aged Americans will develop
high blood pressure. Meantime, 70%
of those with high blood pressure and
80% of those with high blood choles-
terol levels do not have their condition
controlled. Signs of heart disease

are appearing even among children.
According to a recent study, one in
eight children has three or more

risk factors for metabolic syndrome,

a cluster of symptoms that serves as
an early warning signal for heart dis-
ease and diabetes. More than half of
the children studied had at least one
risk factor, including high blood pres-
sure, inefficient processing of glucose,
elevated insulin levels, low levels of
“good” HDL cholesterol, and elevated
triglycerides.

Recent studies have convinced
researchers that even having the risk
factors for CVD is dangerous. “If we
are going to take care of this epidemic,
we need a broad, comprehensive

attack on cholesterol and other risk
factors—smoking, hypertension, and
obesity,” said Sidney C. Smith,

Jr., MD, Professor of Medicine and
Director of the Center for Cardiovas-
cular Science in Medicine at the
University of North Carolina.

“High cholesterol and hypertension
(high blood pressure) are especially
dangerous risk factors that should
be better monitored and followed up
more thoroughly,” said Dr. Greenlund.
Dr. Mensah agreed, saying, “We need
to get physicians to refocus on these
risk factors and treat patients to target
blood pressure and cholesterol levels
according to the guidelines.”

The findings of a recent study pub-
lished in the April 8 issue of The New
England Journal of Medicine support

Know the Warning Signs of a Heart Attack or Stroke

Adapted from the American Heart Association (http://www.
americanheart.org/presenter.jhtml?identifier=2876).

The following are signs of heart attack:

* Chest discomfort. Most heart attacks involve discomfort in the

away and comes back. It can feel like uncomfortable pressure,
squeezing, fullness, or pain.

» Discomfort in other areas of the upper body. Symptoms can

or stomach.

» Shortness of breath. This feeling often comes along with chest
discomfort, but can occur beforehand.

* Other signs. These may include nausea, lightheadedness, or
breaking out in a cold sweat.

The following may be signs of a stroke:

on one side of the body.
* Sudden confusion, trouble speaking, or understanding.
* Sudden trouble seeing in one or both eyes.

* Sudden trouble walking, dizziness, loss of balance, or
coordination.

» Sudden, severe headache with no known cause.

center of the chest that lasts more than a few minutes or that goes

include pain or discomfort in one or both arms, the back, neck, jaw,

* Sudden numbness or weakness of the face, arm, or leg, especially




this assertion. Researchers reported
that the Pravastatin or Atorvastatin
Evaluation and Infection Therapy
(PROVE IT) study found that reducing
cholesterol and blood pressure in
people with heart disease decreased
their risk of dying of heart disease,
having a nonfatal heart attack, and
needing heart bypass surgery or
angioplasty. “The study suggests that
even people without heart disease can
benefit from having cholesterol and
blood pressure levels lower than those
recommended by the national guide-
lines then in place—results that
prompted changes to the guidelines,”
according to Dr. Smith. The new
guidelines say people at high risk

A National Tragedy

Our Nation’s Leading Killers: Heart disease and stroke are the first
and third leading causes of death for both men and women in the
United States. Nearly 2,600 Americans die of cardiovascular disease
each day, an average of 1 death every 34 seconds.

Disabling: Ten million Americans are disabled by CVD. Heart disease
is a leading cause of premature, permanent disability in the U.S.
workforce. Two-thirds of heart attack patients never fully recover,
and survivors are 4 to 6 times more likely to have another attack

or to die suddenly. Many stroke survivors cannot perform daily tasks,
and 20% will require institutional care.

Costly: CVD cost our nation $368 billion in 2004 (5226 billion in
health care expenditures; $142 billion in lost productivity). Heart
disease is the leading hospital diagnosis for Medicare. CVD
hospitalizations cost Medicare $26 billion annually.

Leading Cause of Disparities: One-third of the black/white life
expectancy gap is due to CVD.In 2001, age-adjusted death rates
for heart disease were 30% higher for African Americans than for
whites and stroke death rates were 41% higher.

A Growing Problem That Affects Americans of All Ages: Total
deaths from CVD are on the rise, even though death rates have
declined. And, tragically, today signs of heart disease are appearing
even among children. The risk factors and conditions that cause
heart disease are largely preventable.

For more information, visit the following Web sites:

CDC- http://www.cdc.gov/cvh

American Heart Association— http://www.americanheart.org
National Heart, Lung, and Blood Institute- http://www.nhlbi.nih.gov

should aim for an LDL (“bad” choles-
terol) level of 70 mg/dL. The previous
recommendation was 100 mg/dL.

“The new recommendations take
into consideration the results of PROVE
IT, which demonstrate benefits from a
more aggressive lowering of choles-
terol,” Dr. Smith said. Evidence from
other studies will be needed to better
inform additional changes to the
guidelines.

Dr. Mensah agreed. “Definitely, more
people will be prescribed statins as a
result of the study,” he said. “The lower
you can get cholesterol levels, the better
off patients are. But most people could
reach lower levels by exercising more
and adopting a diet rich in fruits and
vegetables and low in saturated fats.”

Populations at High Risk

Although many people think CVD
affects only older adults, about 20%

of people who die of heart disease are
under the age of 65. Women also need
to know that CVD is not just a man’s
problem. In fact, CVD is a bigger threat
to women because they often do not
understand their risks or know the
warning signs. Over 40% of all female
deaths in the United States are due to
CVD, according to the American Heart
Association.

Once women are over age 45, a
higher percentage of them than men
have high blood cholesterol. At older
ages, women who have heart attacks
are twice as likely as men to die within
a few weeks. Women typically have
heart attacks later in life than men do:
the average age of a person having a
first heart attack is 65.8 years for men
and 70.4 years for women. Stroke is an
even greater risk for women. Each year,
about 40,000 more women than men



die of stroke. Although men have
higher CVD rates, women have higher
numbers of the diseases because more
women are in the oldest age groups,
making them especially prone to heart
attack and stroke.

Comorbidities also contribute to
a person’s risk for CVD. About one-
quarter of people with diabetes die of
stroke. Having diabetes doubles the
risk for stroke because of the circula-
tory problems associated with the dis-
ease. To make matters worse, diabetes
may mask some heart attack symp-
toms. When doctors instruct patients
on how to manage their diabetes, they
should also emphasize the importance
of preventing CVD risk factors.

Other major factors that influence
a person’s CVD risk are mental illness
and depression, which also can pre-
dict the chances of recurrent heart
attack. “Depression may also be
an outcome of having a stroke,”
Dr. Greenlund said.

Depressed patients are unlikely
to be able to manage self-care routines
that can help prevent future heart
attacks or stroke. The biological mech-
anisms of depression also worsen
the risk for heart attack. “Abnormal
hormone levels and changes in blood
biochemistry seen in the setting of
depression or psychosocial stress may
lead to cardiac arrest,” Dr. Mensah
explained.

Things That Must Change

In addition to preventing and reducing
CVD factors, the public and the

health care community must adhere
more closely to national guidelines.

Dr. Greenlund describes control of
blood pressure in the United States

as “suboptimal.” Only 30% of white

patients, 22% of African American
patients, and 15% of Hispanic patients
have their blood pressure under
control. “Patients may find it difficult
to make the needed lifestyle changes.
Other challenges include not getting
the proper medications and staying
on the medications once they are
prescribed. Patients and practitioners
need to be persistent because the
drugs may sometimes be hard to adapt
to,” Dr. Greenlund said, “and finding
the right combination of medicines
may be difficult for some patients.”

ActinTime

Unfortunately, few people recognize
the signs and symptoms of heart
attack and stroke, even those at higher
risk. Timely access to emergency car-
diac care and survival depends in part
on early recognition of symptoms and
immediate action. For example, if
given within 3 hours of the start of
symptoms, a clot-busting drug can
reduce long-term disability for the
most common type of stroke. Also,
CDC estimates that 400,000-460,000
people die of heart disease in an
emergency room or before reaching

a hospital every year, accounting for
60% of all cardiac deaths.

Educational campaigns to increase
awareness among the general popula-
tion and targeted messages for per-
sons at high risk and their families
may help to improve these statistics.
For example, a new campaign by the
American Heart Association and the
National Heart, Lung, and Blood
Institute, called “Act in Time,” seeks
to increase people’s awareness of
heart attack and the importance of
calling 9-1-1 immediately at the onset
of symptoms. 352



Public Health Action Plan Charts Course for
Preventing Heart Disease and Stroke

Concerned public health officials
facing a growing national epidemic
of heart disease and stroke now
have a strategy to counter expected
increases in death and disability
from cardiovascular illness. A Public
Health Action Plan to Prevent Heart
Disease and Stroke, released in
April 2003 alongside HHS Secretary
Tommy G. Thompson’s Steps to a
HealthierUS initiative, emphasizes
the role of prevention and the need
for urgent action to reduce the bur-
den of heart disease and stroke.

Like the national Steps initiative,
the Action Plan recognizes the need
to put prevention first, move from a

disease care system to a health care
system, and educate policy makers
about the importance of prevention.

The Action Plan charts a course—
for CDC, other public health agen-
cies, partners, and the public at
large—for achieving national goals
to prevent heart disease and stroke
over the next two decades.

“The high rates and costs of heart
disease and stroke in this country are
all too familiar to the organizations
and agencies that are working to do
something about them,” said Darwin
Labarthe, MD, MPH, PhD, Associate
Director for Cardiovascular Health
Policy and Research at CDC. “The
Action Plan offers specific recom-
mendations and action steps that
we can follow to prevent heart dis-
ease and stroke, and this guidance
comes from a large group of experts
from public health practice, acade-
mia, other federal agencies, and an
array of national and international
organizations.”

The Action Plan embraces three
Healthy People 2010 goals. In addi-
tion to the two overarching Healthy
People 2010 goals of increasing qual-
ity and years of healthy life and elimi-
nating health disparities, the plan
addresses the specific goal of improv-
ing cardiovascular health through the
prevention, detection, and treatment
of risk factors; early identification
and treatment of heart attacks and
strokes; and prevention of recurrent
cardiovascular events. CDC and the
National Institutes of Health (NIH)



are the co-lead agencies charged
with addressing this third goal.

To achieve these goals, the Action
Plan calls for a comprehensive public
health strategy that includes an array
of approaches, such as supporting
policy and environmental changes
that prevent risk factors, helping
people reduce or control their risk
factors, and ensuring quality of acute
and long-term care for the victims of
heart disease and stroke.

The plan’s comprehensive strategy
is outlined in 22 specific recommen-
dations and more than 60 related
action steps needed to implement
these recommendations.

Promoting the Plan

The Action Plan was developed

by three major partners—CDC,
American Heart Association/
American Stroke Association
(AHA/ASA), and Association of
State and Territorial Health Officials
(ASTHO). Thirteen additional part-
ners contributed, including two
NIH agencies, ASTHO affiliates,
and national and international
cardiovascular health groups.

Since the Action Plan’s release,
CDC and its partners have distrib-
uted more than 25,000 copies and
promoted the plan through presenta-
tions at national, regional, and state
conferences and meetings. Reactions
have been positive from all levels,

and requests for copies and presenta-

tions continue to come in.

ASTHO, which includes the chief
public health official in every state
and U.S. territory, will play a vital
role in promoting the Action Plan
throughout the country.

The Action Plan’s comprehensive
public health strategy is to apply the
full array of intervention approaches
for preventing heart disease and
stroke. Five public health areas were
established as essential components
for carrying out this strategy. These
five components are summarized

as follows:

+ Taking action. Translating current
knowledge into effective public
health action.

+ Strengthening capacity.
Transforming public health agen-
cies by adding new competencies
and resources and expanding part-
nerships to mount and sustain
such action.

+ Evaluating impact. Systematically
monitoring and evaluating the
health impact of interventions to
identify and rapidly disseminate
those most effective.

+ Advancing knowledge. Defining
the most critical policy issues and
pursuing the needed prevention
research to resolve them and
expedite policy development.

- Engaging in regional and
global partnerships. Multiplying
resources and capitalizing on
shared experience with others
throughout the global community
who are addressing similar
challenges.

“We work on state teams that
address chronic disease issues,
where we can discuss the challenges
and relevance of heart disease and
stroke and the need for public health
programs and strong, effective
interventions,” said Kathleen Nolan,
MPH, formerly Senior Director of
Prevention Policy at ASTHO. “We
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also can prepare our members to
speak to policy makers at state and
national levels in language they will
understand.”

AHA/ASA also is active in educat-
ing policy makers and the public
about issues related to heart disease
and stroke and how to prevent these
conditions—making it an ideal part-
ner for developing and promoting
the Action Plan.

“Devising a national action plan
was an inspired concept,” said Rose
Marie Robertson, MD, Chief Science
Officer and a former AHA President.
“AHA was pleased to be involved
because we have always used careful
strategic planning in our own organi-
zation. We also saw the Action Plan
as a perfect fit with the missions
outlined in Healthy People 2010
and the upcoming Healthy People
2020.”

Action Plan Provides Guidance
for State Prevention Programs

For the Action Plan to have the
anticipated effect, its message and
strategies must take hold at the state
level. In fact, this was the main rea-
son for developing the plan. In 1998,
Congress funded CDC to help states
develop the capacity, commitment,
and resources necessary for compre-
hensive heart disease and stroke
programs at the state level.

As expected, this program has
continued to grow—from $8.1 million
for 8 states the first year to $45.7
million for 32 states and the District
of Columbia in fiscal year 2004. The
Action Plan provides guidance and
a long-term vision for activities in
this area.

In North Carolina, for example,
health officials are using the plan to
update their own state plan, which
was released in 1999. (See related
story, page 12 [State CVH Pro-
grams].) State legislators established
a heart disease and stroke task force
in 1995 to profile the state’s disease
burden, publicize this burden and its
preventability, and develop a compre-
hensive state plan for prevention.

In 1998, North Carolina was one
of only two states to receive compre-
hensive funding from CDC for a state
heart disease and stroke prevention
program.

“We're currently updating the
original burden document and state
plan,” said Elizabeth Puckett, PT,
Head of the Heart Disease and
Stroke Prevention Branch of the
North Carolina Department of Health
and Human Services. “The frame-
work outlined in the Action Plan has
really helped us in thinking through
how we’re going to do this. We’re
using it to develop a truly compre-
hensive plan for our state.”

North Carolina health officials
also have distributed hundreds of
copies of the Action Plan to partner
organizations and legislative leaders
at local, state, and regional levels.

National Forum Unites Partners
and Promotes Implementation

The Action Plan was developed
through a process that included key
partners, public health experts, and
specialists in preventing heart disease
and stroke who participated in a
working group, one of five expert
panels, or a national forum. The
national forum will continue to meet



annually to assess progress, identify
areas where additional efforts are
needed, and maintain the necessary
momentum for implementing the plan.

For the Action Plan to succeed,
CDC and its partners must prioritize
the recommended action steps, deter-
mine which partners are willing and
able to take on which steps, commit
to specific time lines, and decide
how to evaluate new policies and
programs.

During the past year, national
forum members were asked to
rate each action step on how well
it matched their organizations’
missions and to indicate which
action steps their organizations
were capable of addressing.

The working group used this
information to establish a list of
about 20 priority action steps that
could be implemented over the next
year. This list was reviewed at the
April 2004 2nd National Forum
meeting, cosponsored by CDC,
AHA/ASA, and ASTHO. About
75 national and international organi-
zations and agencies participated in
the meeting.

The outcome of the 2nd National
Forum included identification of
concrete tasks to be completed before
convening the 3rd National Forum
in April 2005. For example, in the
fundamental area of effective com-
munication, the task is to establish
and activate the needed task force
to present its strategic plan for
communications.

The challenge now is how to
implement the Action Plan efficiently
and cost-effectively. Real change
will take time, effort, and resources.

“One concern that we all have is
that all of the groups working on this
problem are working as hard as they
can just to keep up with where we
are now,” Dr. Robertson said. “All
of the resources that we have now in
all of our nonprofit, nongovernmen-
tal, and governmental organizations
are not enough. Progress will not be
made unless this is perceived to be
a national emergency.”

In 2004, heart disease and stroke
will cost an estimated $368.4 billion,
both in direct health expenditures
and lost productivity. Much of
this cost could be saved if more
resources were devoted to preven-
tion. Although people who suffer
heart attacks, strokes, or other
debilitating or life-threatening
cardiovascular conditions will
always need treatment, prevention
will save lives, improve quality of
life, and save money.

And meeting this challenge to
improving the health of our nation
will require effort from individuals
as well as health officials.

“We know quite a bit about
the clinical aspects of heart disease
and stroke, but prevention is a lot
newer,” Ms. Nolan said. “There are
less well-known successes on getting
populations to change their diet and
exercise habits, which is key to pre-
venting heart disease and stroke.
This isn’t a once-in-a-lifetime or
once-a-year behavioral change—
like getting people immunized. It’s
an entire lifestyle change, and that’s
much more challenging.”

For more information or copies
of the Action Plan, visit http://www.
cdc.gov/cvh/Action_Plan. 3?2

“There are less
well-known
successes on
getting populations
to change

their diet and
exercise habits,
which is key to
preventing heart
disease and stroke.
This isn’t a once-
in-a-lifetime or
once-a-year
behavioral
change—Ilike
getting people
immunized. It’s
an entire lifestyle
change, and
that’s much more
challenging.”
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State CVH Programs: The Heart of the Matter

Heart disease and stroke are the
first and third leading causes of death
among men and women of all U.S.
racial and ethnic groups. To help
reduce the health and economic
impact of these diseases, in 1998
the U.S. Congress directed CDC

to establish a national, state-based
heart disease and stroke prevention
program and provided funding for
eight states. The program has now
grown to support 32 states and the
District of Columbia.

According to George A. Mensah,
MD, FACP, FACC, FESC, Acting
Director of NCCDPHP and former
Chief of CDC’s Cardiovascular Health
Branch, “the goal of the state pro-
gram is to help states plan, establish,
monitor, and sustain population-
based interventions. These interven-
tions help to improve the heart health
of Americans by addressing rates of
heart disease, stroke, and related
risk factors such as high blood pres-
sure, high blood cholesterol, tobacco
use, physical inactivity, and poor
nutrition,” he said. “They also help
to improve outcomes in the chain of
survival by improving emergency
response and public knowledge of
emergency symptoms. And they help
to improve the health of people who
are already living with CVD or who
have already suffered from a first
event.”

Establishing a Focus for Change

States funded for heart disease and
stroke prevention focus on three
types of interventions: educational
programs, policy development, and

environmental or systems changes.
(See box for examples.)

Supporting Activities at
Different Levels of Funding

Nancy Watkins, MPH, a CDC Public
Health Educator and heart disease
and stroke program team leader,
points out that the activities of the
33 states funded for heart disease
and stroke programs vary according
to the funding level. “The majority
of the states are funded at the lower
capacity-building level, but we are
able to provide funding for basic
program implementation in some
of the states,” she said.

Activities in the 22 states
funded for capacity building focus
on increasing collaboration among
public and private organizations
concerned with preventing heart
disease and stroke, defining the
state’s CVD burden, assessing
current activities, developing and
updating a comprehensive state
plan, identifying culturally appropri-
ate approaches, and helping state
residents become more aware of
the signs and symptoms of heart
attack and stroke.

The remaining 11 states receive
funding for basic implementation.
These states expand their activities
to enhance all capacity-building
program activities; implement and
evaluate interventions in health care
sites, work sites, schools, and com-
munities; and provide training in
heart disease and stroke prevention
to public health and health care
professionals and partners.



Providing Evaluation Expertise

To help states ensure that their
heart disease and stroke prevention
programs are most effective, CDC
helps states evaluate their programs.
“Carefully evaluating interventions
and using the evaluation results to
make necessary adjustments is a
critical part of building a successful
heart disease and stroke program,”
Ms. Watkins said.

“By providing technical assistance
and support, CDC helps states
expand their evaluation capacity.”
CDC'’s contributions include

e An annual evaluation training
workshop where experts train
state program staff to improve
program surveillance, evaluation
techniques, and use of evaluation
data for program improvement.

The development of a CVH
Management Information System
to provide CDC with an improved,
real-time ability to collect inter-
vention data and monitor pro-
gram effectiveness across states.

Publication of guidance docu-
ments, an evaluation framework,
a program logic model, and
evaluation reports to help states
enhance their programs.

e Monthly conference calls to
exchange information and share
lessons learned between states.

Bringing Key Personnel Together

Two other mechanisms that CDC
has developed to help states improve
their heart disease and stroke pro-
grams are the Cardiovascular Health
Collaboration and the Heart Disease
and Stroke Practitioners Institute.

States funded by CDC to prevent heart disease and
stroke have three areas of focus:

Education

their risk of heart disease and stroke.

9-1-1 for help.

* Promote education and training programs for health care
professionals on systems that support quality health care.

such as quitting smoking and getting more exercise—in
reducing risk for CVD.

Policy

pressure.

enhanced 9-1-1 coverage.
* Promote policies for treating stroke as an acute emergency.
* Strengthen policies that encourage healthy lifestyles.

Environmental/Systems Changes

for prevention services.

* Collaborate with states to develop systems and intervention
programs to detect and control high blood pressure among
high-risk groups.

* Promote health care system changes—such as instituting
reminder systems for blood pressure checks—to ensure

high cholesterol, heart disease, and stroke.

* Promote environmental supports, such as blood pressure
monitoring, to help people control risk factors and improve
their cardiovascular health.

» Conduct campaigns to let people know that having their blood
pressure checked regularly is an important first step in reducing

* Sponsor campaigns to raise public awareness of the signs and
symptoms of heart disease and stroke and the urgency of calling

* Increase the public’s awareness of the role of lifestyle changes—

* Promote the development of policies to increase adherence to
national guidelines for preventing and controlling high blood

* Support the development of state-based policies for universal

* Promote employer-provided insurance that includes coverage

appropriate preventive care for people with high blood pressure,

* Promote health care system supports to increase adherence to
guidelines for preventing and controlling heart disease and stroke.

Cardiovascular Health Collaboration

At the National Center for Chronic
Disease Prevention and Health
Promotion, many different groups
work to promote cardiovascular
health. In October 2000, the

13
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Cardiovascular Health Collaboration
(CVHC) was founded to improve
communication and coordinate activ-
ities among these groups. According
to Darwin Labarthe, MD, MPH, PhD,
Acting Director for CVH and Chair of
the CVHC, “one of the major accom-
plishments of the collaboration has
been to provide states with a model
integrating different elements of
chronic disease programs at the state
and local level.” In collaboration with
the Chronic Disease Directors and
the Maine Department of Human
Services, the CVHC held a 2-day
workshop on working across pro-
grams in September 2003 in Maine
for the New England Region states
and New York. “The workshop
included examples of key ways in
which chronic disease programs are
partnering to better address chronic
diseases, including heart disease

and stroke,” Dr. Labarthe said.

Heart Disease and Stroke Prevention
Practitioners Institute

In 1999, CDC worked with the
American Heart Association (AHA),
the Association of State Chronic
Disease Directors CVH Council,

and the University of Rochester’s
Department of Community Medicine
to conduct a 5-day intensive training
program for staff from CVH state
programs. The training program
focused on developing knowledge
and skills in the following areas:

e Health promotion.
e Communication and advocacy.

e Partnership development and
maintenance.

e Use of data and assessment
for program development.

¢ Policy and environmental
strategies to promote cardiovas-
cular health.

e Program evaluation.

The first institute had participants
from 10 to 12 states and the AHA
state affiliate partners. According
to CDC Health Education Specialist
Linda Redman, MPH, MA, CHES,
“The institute provided a stimulating
environment for states to learn from
each other, AHA partners, CDC staff,
and an international faculty. In fact,
some important long-term relation-
ships evolved out of this institute.”

In 2003, CDC restructured the annual
institute to include representatives
from all 50 states as well as the AHA
State Health Department representa-
tives from funded states.

The focus of the 2003 institute was
on the two core capacities that state
program coordinators identified as
priorities for training:

e Developing and maintaining
successful heart disease and
stroke prevention partnerships.

e Implementing strategies for
effective policy and environmen-
tal changes.

Ms. Redman said that the training
included general sessions on the
evidence-based foundations of the
CVH program, small-group interac-
tive sessions, and concurrent prac-
tice/skill-building sessions targeting
different levels of skill and experi-
ence. “In addition,” she said, “all
states had the opportunity to share
activities and lessons learned in
their state.”

The next institute will be held in
2005. A training workshop will be
offered in August 2004.



Pulling It All Together:
Examples from the States

The following four examples illustrate
the vital work that CDC-funded states
are doing to help reduce the burden
of heart disease and stroke in the
United States.

Wisconsin

In 2000, heart disease and stroke
were the first and third causes of
death in Wisconsin, claiming the
lives of more than 18,000 of the
state’s residents each year. As part
of its efforts to address the burden
of heart disease and stroke in the
state, the Wisconsin Cardiovascular
Health (CVH) Program joined the
Wisconsin Diabetes Collaborative
for Quality Improvement Project and
expanded the focus of the collabora-
tive to incorporate cardiovascular
health issues, including high blood
pressure and cholesterol manage-
ment. The health plans that make up
the collaborative have been collecting
data on the following five cardiovas-
cular disease-related measures from
the Health Plan Employer Data and
Information Set (HEDIS) since 2000:

¢ Blood pressure control.

e Beta-blocker treatment after a
heart attack.

e Cholesterol screening after acute
cardiovascular events.

e Cholesterol control after acute
cardiovascular events.

e Smoking cessation.

In 2001, the collaborative estab-
lished the Cardiovascular Risk Reduc-
tion Project. The project required the
establishment of a workgroup made

up of quality improvement managers
from the health plans.

According to Mary Jo Brink, MS,
RN, Coordinator of the Wisconsin
CVH Program, “one goal of the
Cardiovascular Risk Reduction
Project is to promote standardized
practices that follow recommenda-
tions in clinical practice guidelines.
The project hopes to reach more than
7,000 health care providers, including
nurse practitioners and physician
assistants, who have a role in pre-
venting heart disease and stroke
among Wisconsin residents,” she
said. “Of the several tools that were
developed for this project, the fore-
most is guidelines for treating adults
who are at risk for or have
had a cardiac event.”

Some of the health care providers
practice in Federally Funded Health
Centers (FFHCs), which serve poor
and uninsured or underinsured
Wisconsin residents. The FFHCs are
also participating in a cardiovascular
and diabetes quality improvement

15



16

project that addresses the five HEDIS
measures mentioned above and other
quality improvement measures. “We
expect these projects to affect the
quality of preventive care for over
85% of Wisconsin residents who are
covered by health insurance and all
of those who are members of FFHCs.
However, this impact will take several
years to realize,” Ms. Brink said.

Montana

When it was first funded for capacity
building in 2000, the Montana
Cardiovascular Health Program
developed the 5-year Montana
Cardiovascular Disease Prevention
and Control Plan 2000 to prevent and
control heart disease and stroke, the
leading cause of death in Montana.
The plan addresses major cardiovas-
cular risk factors and identifies chil-
dren, American Indians, and older
adults as its priority populations. In
2003, Montana began receiving fund-
ing for basic implementation. Some
of the milestones that the program
has helped to achieve include

e Collaborating with St. James
Healthcare and the Montana
Chapter of the American College
of Cardiology to implement
Guidelines Applied in Practice
(GAP), which were first developed
in Michigan. At the first pilot site
in Butte, Montana, staff members
received training on quality
improvement techniques and
were encouraged to adapt GAP
pathways, standing orders, dis-
charge materials, and patient
education examples. According
to Crystelle Fogle, Montana
Cardiovascular Health Program

Manager, “a greater percentage
of patients at the pilot site are
now counseled on quitting smok-
ing, have their LDL cholesterol
tested within 24 hours of admis-
sion, are discharged from the
hospital on lipid-lowering med-
ication, and receive dietary
counseling.” GAP is now being
replicated at other hospitals

in Montana.

e Organizing a statewide Cardio-
vascular Health Summit for health
professionals that focuses on ways
to prevent and treat CVD and pro-
mote cardiovascular health. “This
annual conference, which will be
held for the third year this April,
is unique in Montana because it
emphasizes cardiovascular disease
prevention and treatment with
a public health perspective,”

Ms. Fogle said.

e Using an adapted version of
New York’s “Heart Check” survey
to conduct a work site survey of
Montana businesses, tribal health
organizations, Indian Health
Service units, and colleges and
universities. According to Ms.
Fogle, “the CVH Program will use
the survey results to recruit work
sites for a wellness intervention
and to identify gaps in work sites’
CVH policies.” As a first step
toward implementing these
projects, Montana established a
Governor’s Council on Worklife
Wellness in January.

North Carolina

The North Carolina Cardiovascular
Health Program focuses on reducing
the burden of heart disease and



stroke by creating heart-healthy
work sites, health care systems,
schools, and communities. The pro-
gram collaborates with statewide
partners through the Justus-Warren
Heart Disease and Stroke Prevention
Task Force, which was established
by the General Assembly in 1995

to increase awareness of signs and
symptoms of heart attack and stroke,
improve control of high blood pres-
sure and cholesterol, and improve
the quality of care for people with
cardiovascular disease.

Because North Carolina already
had a Task Force in place and a
plan for addressing the burden
of heart disease and stroke under
development, it was one of only
two states awarded funding for
basic implementation in 1998,
the first year of the CDC program.
According to Libby Puckett, Head
of the North Carolina Heart Disease
and Stroke Prevention Branch in the
Division of Public Health, “receiving
CDC funding made it possible to
fully implement the statewide plan.”
Important elements of the plan
that are now in place include the
following:

Reaching people throughout

the state. To reach those at greatest
risk for cardiovascular disease, the
program has established six county-
level programs designed to build
regional partnerships, help develop
local goals and objectives, and

serve as a resource for local efforts
to reduce heart disease and stroke.
Two additional county-level programs
focus on reducing the disproportion-
ate burden in death rates and risk
factors among African Americans.

Providing coverage for proven
prevention measures. The program
collaborates on the BASIC Preventive
Benefits Initiative with the North
Carolina Prevention Partners, which
includes a variety of health plans and
employers. The initiative is working
to ensure that benefits to prevent
CVD are voluntarily purchased by
employers, voluntarily covered by
insurers, and offered by providers
and health systems. As a result of
these efforts, the number of health
plans that offer tobacco cessation,
nutrition, and physical activity insur-
ance products to employer groups
increased by 75%.

Promoting partnerships to prevent
stroke. The program coordinates
the activities of the Tri-State Stroke
Network, which is made up of public
health and medical professionals,
policy makers, and advocates from
North Carolina, Georgia, and South
Carolina. The network facilitates col-
laborative efforts to improve stroke
awareness and advocacy, prevention
and treatment of stroke, and data
collection and surveillance.

Mississippi

Funded since 1999, the Mississippi
Cardiovascular Health Program has
achieved the following milestones

in preventing and controlling heart
disease and stroke, the leading causes
of death and disability in Mississippi:

e Developed a state plan in con-
junction with the legislatively
mandated Task Force on Heart
Disease and Stroke Prevention
and Control. According to
Tennille Howard, Mississippi
CVH Program Coordinator,
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“the overarching target areas
are preventing and managing
risk factors.” The plan integrates
relevant sections of the State
Tobacco Prevention and Control
Plan and the Mississippi State
Plan for Diabetes Prevention and
Control with other sections on
priorities such as hypertension,
cholesterol, quality patient care
management, and public aware-
ness of signs and symptoms of
heart attack and stroke.

Expanded the social marketing
campaign Know Your Numbers
to increase public awareness of
important risk factors—body
mass index (BMI), cholesterol,
glucose, and blood pressure—
for heart disease and stroke in
partnership with Subway®
restaurants, the Mississippi
Chronic Illness Coalition, and
Mississippi State University
Extension Service staff.

Held a luncheon for state legisla-
tors to inform them of the Know
Your Numbers campaign and
the importance of prevention

in reducing health care costs

and improving quality of life
statewide. The Mississippi
Chronic Illness Coalition con-
ducted this activity in conjunction
with the annual Capitol Day
event with strong support from
the American Heart Association
(AHA) Southeast Affiliate and
the Mississippi State Department
of Health Office of Health
Promotion. Ms. Howard said
that more than 200 legislators

and staff were screened and
educated on BMI, cholesterol,
glucose, and blood pressure
during Capitol Day.

Worked with Mississippi State
University Extension Service
staff to provide a 3-day training
course for the Mississippi Chronic
Illness Coalition members and
other program partners on
coalition building, strategic
planning, reaching consensus,
and conducting evaluations.
“Participants were engaged in
practical workgroup learning
sessions that can be used with
community groups and other
coalitions,” Ms. Howard said.

Developed the 2004 Mississippi
State of the Heart and Stroke
Report, which contains the latest
available data from BRFSS and
vital statistics. The report will pro-
vide information on the health
disparities both within the state
and between Mississippi and the
nation. Additionally, the report
will include county-level data on
deaths related to heart disease
and stroke in all 82 Mississippi
counties.

Participated in the Delta States
Stroke Consortium (DSSC),
whose purpose is to develop
plans to reduce the high rates

of stroke in Mississippi, Alabama,
Arkansas, Louisiana, and Ten-
nessee. The Mississippi Chronic
Disease Director chaired the com-
mittee on risk factor prevention
and control and was a member of
the DSSC Steering Committee. 3?7



Cardiovascular Disease Emerges

as a Growing Global Threat
Cardiovascular disease knows no national boundaries.

Worldwide, cardiovascular diseases

(predominantly ischemic heart disease

and stroke) are the leading causes

of death, accounting for the deaths
of an estimated 17 million people

in 2001. That figure is expected

to increase to 25 million by 2025,
unless significant prevention efforts
can halt this rise. The World Health
Organization (WHO) calls cardiovas-
cular disease (CVD) one of three
“neglected global epidemics.”

And, surprisingly, the burden of
CVD is falling disproportionately
on poorer countries. Twice as many
deaths from CVD occur in developing
as in developed countries, according
to the WHO 2003 World Health
Report. In some developing countries,
ischemic heart disease and stroke
are the first and second leading
causes of death.

This trend seems to contradict
conventional wisdom, which has
viewed CVD as the “Western dis-
ease,” the domain of industrialized
nations where smoking, overeating,
and underexercising are common,
whereas the priorities for poorer
countries have been health problems
like malnutrition, inadequate sanita-
tion, and communicable diseases.
However, experts recently have rec-
ognized the arrival of a group of
chronic diseases, including CVD,
“on top of the persistent threat of
communicable disease,” the WHO
report noted. This dual burden

strains the resources of developing
countries that now face multiple
health challenges.

“We have seen a shift from pre-
dominance of infectious diseases to
an even greater burden of cardiovas-
cular disease over time,” said Darwin
Labarthe, MD, MPH, PhD, Associate
Director of Cardiovascular Health
Policy and Research at CDC and the
lead developer of CDC’s Public Health
Action Plan to Prevent Heart Disease
and Stroke. “Globally, the familiar
risk factors are increasing and that
trend—compounded by increasing
life expectancy—is fueling the swing
toward more CVD.”

Increasing urbanization and indus-

trialization bring lifestyle changes that

promote CVD. For example, tobacco
use is increasing sharply in many
low- and middle-income countries.
Obesity, high cholesterol levels, and
diabetes are also on the rise globally.

Responding to these global con-
cerns, CDC’s Action Plan addresses
various approaches to reduce global
CVD. Two of its summary recommen-
dations propose to

e Reap the full benefit of shared
knowledge and experience from
regional and global partners
through information exchange
in the area of heart disease and
stroke prevention.

e Work with regional and global
partners to develop prevention

The World Health
Organization calls
cardiovascular
disease one of
three “neglected
global epidemics.”
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policies, formulate strategies for
use of global media for health
communications, and assess the
impact of globalization on cardio-
vascular health.

Dr. Labarthe said these recommen-
dations reflect CDC’s commitment to
taking advantage of two kinds of
opportunities. “We have the potential
to help reduce the global effects of
coronary disease and stroke, and we
also have a great deal to learn from
our colleagues in this field.”

Partners Join Forces for
Prevention

Partners met in April 2004 to discuss
specific ways to implement specific
steps outlined in the Action Plan (see
sidebar). “It is important to prioritize
the most important and effective
steps,” said Dr. Labarthe. The meeting
included key partners.

Another venue for international
discussion of CVD was the 5th
International Heart Health Conference
in Milan, Italy, on June 13-16, 2004.
This was the latest in a series of inter-
national conferences that have been
held in different sites around the
world to focus on the broad social
and economic aspects of cardiovascu-
lar disease. Each conference con-
cludes with a declaration, which is a
“call to action” to suggest what each
sector and country can do to prevent
CVD. The Milan conference addressed
the role of technology and its poten-
tial benefit in the efforts to control
global heart disease. (For more infor-
mation about the conference, entitled
“Positioning Technology to Serve
Global Heart Health,” visit the Web
site at http://www.g8cardio.org/5IHH.)

The Multiple Costs of CVD

The primary sponsor of the confer-
ence is the International Heart Health
Society, headed by David R. MacLean,
MD, Professor and Director of the
Institute of Health Research and
Education at Simon Fraser University
in Vancouver, British Columbia,
Canada. Dr. MacLean, who has writ-
ten and consulted broadly on the
topic of global CVD, underlined the
costs, both personal and economic,
of the worldwide disease increase.

“The economic impact of CVD
is huge, especially because it affects
so many people in the prime of their
working lives,” Dr. MacLean said.
More than a third of CVD deaths
occur in middle-aged adults. Dis-
ability and premature death due
to CVD disrupt the lives of individuals
and their families, as well as reduce
a country’s potential productivity,
according to the World Health
Organization.

Moreover, clinical care of CVD
is costly. “Chronic diseases such as
CVD are the end stage of a process,
and they are very expensive to treat
by the time you reach that point,”
Dr. MacLean noted. This is especially
true for developing countries that
must divert limited resources for
secondary treatment. “Low- and
middle-income countries are grap-
pling with this ‘double burden” of
disease—trying to respond to chronic
diseases at the same time that they
are struggling with communicable
diseases like tuberculosis, HIV/AIDS,
and malaria,” he said.

“But there is much we can do to
treat people ‘upstream’ from these
problems,” Dr. MacLean said. He and



many other international health
experts advocate establishing strong
primary care systems in developing
countries. “That’s a great investment
to help improve the health of whole
populations, not just the high-risk
segments,” he said. A good solid
primary care system addresses
communicable diseases as well.

Numerous international organiza-
tions are working to raise awareness
about this and other strategies to
reduce the impact of CVD. Such
approaches include promoting aware-
ness of CVD, reducing tobacco con-
sumption, identifying and managing
diabetes, and modifying behaviors
related to diet and physical activity.
For example, WHO is developing a
Global Strategy on Diet, Physical
Activity, and Health.

Training is a key element in all
global CVD prevention efforts. CDC’s
Dr. Labarthe is co-director of a 10-day
training seminar on CVD epidemiol-
ogy and prevention sponsored by
the World Heart Federation, which
annually trains 30-35 fellows, typi-
cally representing some 25 countries.
Dr. Labarthe said that training is
badly needed on several levels. “In
addition to the epidemiology semi-
nars, it’s important to develop train-
ing for health professionals at the
community level in low- to middle-
income countries.”

Just as CVD is a disease linked
to multiple risk factors, the key to its
prevention is also multifactorial. A
broad public health approach will
encompass varied aspects and involve
many sectors, both national and inter-
national. Fortunately, evidence about
the major risk factors linked to CVD
is abundant, and strategies for reduc-

Global CVD Challenge: Mobilizing for Action

CDC’s Public Health Action Plan to Prevent Heart Disease and Stroke
proposes the following action steps to reduce CVD globally:

+ Develop and effectively support a global mission and vision of
the United States for cardiovascular health by inventorying exist-
ing and potential partners for global cardiovascular health (CVH)
collaboration and evaluating current CVH research and training
programs of these potential partners.

« Establish a partnership for global heart disease and stroke that
develops, monitors, and evaluates global CVH strategy, including
eliminating inequalities in CVH in the United States and globally,
and assessing the impact of globalization and trade policies
(e.g. related to tobacco, food and agriculture, and pharmaceuti-
cals) on national and international trends in CVD.

+ Develop a global communications strategy, including identifying
models of collaboration to help improve media content and cov-
erage on the need for global CVD prevention and communicating
to health professionals the importance of promoting CVH.

+ Strengthen global capacity by tailoring programs to (1) assist
and support decision makers in developing national strategies,
(2) develop methodology and tools to analyze the impact of
policy implications, and (3) analyze the social and economic costs
of heart disease and stroke and the benefits of preventing them.

+ Strengthen global monitoring and evaluation.

+ Promote and support global research.

ing those risk factors are well
accepted. As a recent World Bank
publication stated, “Prevention or
treatment of risk factors for CVD is
effective and sustainable in the long
run. The risk of CVD can be reduced
quickly and substantially with suc-
cessful preventive practices...[that
also have] a favorable impact on
other noncommunicable diseases
that share the same risk factors.”

For more information about CDC’s
international work in CVD prevention
and links to other international
organizations, visit the Web site:
http:// www.cdc.gov/cvh/library/
international_resources.htm. 4?2
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Health Department and Businesses
Team Up to Fight Heart Disease and Stroke

Businesses that spend wisely to
promote the cardiovascular health

of their employees will reap huge
returns on their investments. This

is a vital message that health depart-
ments need to be conveying to busi-
nesses, according to Pamela Southers
Wilson, RD, LD, Cardiovascular
Health Director, Georgia Department
of Human Resources, Division of
Public Health.

Partnering with employers is
a key strategy of the state’s new
Cardiovascular Health Initiative. Ms.
Wilson meets with chamber of com-
merce directors, human resources
staff, and others across the state to
share information on how businesses

can strengthen their wellness pro-
grams and target the health problems
that are most costly—cardiovascular
disease, high blood pressure, high
cholesterol, obesity, and diabetes.

Businesses that have focused on
people at high risk for cardiovascular
disease (CVD) have trimmed hun-
dreds of thousands of dollars from
their health care costs each year (see
employer profiles, beginning on page
28). Their employees are healthier,
happier, and more productive on the
job. And best of all, many of these
employers are extending their efforts
to reach not only employees, but also
their families and the surrounding
community.

Businesses Are Seeking
Information

“Now is an ideal time for health
departments to reach out to busi-
nesses and other partners in the
community,” said Ms. Wilson. Health
care costs are soaring, and CEOs are
looking for unbiased, scientific guid-
ance on the best practices for reduc-
ing employees’ risk for heart disease
and stroke.

“My role is to engage the com-
munities so that they can see their
potential for partnering with others
to provide health care focused on
prevention,” Ms. Wilson explained.
In each community, important
partners include

e Hospitals, because they realize
that wellness is good for their






































































































cdnotes

Communications - continued

Take Charge of Your Diabetes

Take Charge of Your Diabetes (Take Charge), 3rd edition, 2003, is now available
through CDC’s National Center for Chronic Disease Prevention and Health
Promotion, Division of Diabetes Translation. Take Charge is an easy-to-read
book with basic information and positive steps to help people with diabetes
control their blood glucose and prevent diabetes complications. Readers

are encouraged to work with their health care team to achieve and maintain
glucose control and to get the necessary tests to monitor their diabetes and
detect problems early. Readers are prompted to seek support from their
family, friends, and community; to make healthy choices on a daily basis;
and to give support to others in their community. This book is in the public
domain. Anyone may reproduce any or all of the contents. It is available on
the Internet at http://www.cdc.gov/diabetes/pubs/tcyd/index.htm, or you
can call toll-free 877/CDC-DIAB (232-3422) for more information or a copy
of this book and others. Take Charge is also available in Spanish. Both ver-
sions (Spanish and English) are available to eligible persons in Braille and a
recorded format at the National Library Service for the Blind and Physically
Handicapped (NLS) at http://www.loc.gov/nls.

The National Public Health Initiative on Diabetes and Women'’s Health

On March 25, 2003, Secretary Tommy Thompson introduced a national plan to
address the growing epidemic of diabetes in women. The National Agenda for
Public Health Action: The National Public Health Initiative on Diabetes and
Women’s Health is designed to mobilize the nation to address diabetes among
women as a growing health concern. At this press conference, Secretary
Thompson made the announcement among representatives from national
organizations who are working to implement the initiative, including the
cosponsoring organizations: CDC, American Diabetes Association, and
Association of State and Territorial Health Officials. For more information,
visit http://www.cdc.gov/diabetes/projects/women.htm.

Preventing Chronic Disease

Preventing Chronic Disease (PCD) is a peer-reviewed electronic journal estab-
lished to provide a forum for public health researchers and practitioners to
share study results and practical experience. The mission of the journal is to
address the interface between applied prevention research and public health
practice in chronic disease. PCD focuses on preventing chronic diseases such
as cancer, heart disease, diabetes, and stroke—the leading causes of death
and disability in the United States. For more information, visit
http://www.cdc.gov/pcd.
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