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Editorials

Prevention of Coronary Heart Disease

Coronary mortality rates are declining in some developed countries, Ibut coronary
heart disease (CHD) continues to be a major cause of death and disability in
the western world. There is now growing evidence that CHD is on the increase
in the developing countries.? In India, few studies have been made to deter-
mine the magnitude of the disease, but there is a widely shared belief among
cardiologists that the incidence of clinically encountered CHD has risen. Statis-
tics from hospitals and medico-legal necropsy data support this belief while
excessively high coronary mortality rates have been reported among Indian
immigrants in several countries. 3 The experience of developed countries shows
that universal immunization progressively contains communicable diseases,
but improved standards of living and the increasing rate of economic develop-
ment bring non-communicable diseases like CHD into greater prominence. It
is therefore imperative that we act urgently to pre-empt this major epidemic
and base our programmes on both the experiences of the western world and
our own rigorous epidemiological data.

The principal debate on the primary prevention of CHD revolves around two
policy options: The control of the causes of high incidence (population
strategy) and screening for and treatment of the precursors of the disease (high-
risk strategy). Should we attempt to lower the risk factor levels in the whole
population or limit ourselves to reducing them in those sectors of the popula-
tion in which they are inordinately raised? Rose" summarizes the advantages
and disadvantages of the two strategies. The 'high-risk strategy', which focuses
only on individuals with high levels of coronary risk factors, is advantageous in
that the intervention seems logical, motivation of both patient and physician
are easier, resources are used cost-effectively and the benefit-to-risk ratio is
favourable. Disadvantages include organizational difficulties, the high cost of
screening, the palliative and temporary nature of the solution and the limited
potential for both the individual and the population. In addition, the individual
is advised to adopt a life-style (especially relating to diet) that is different from
most people around him.

The 'population strategy' is largely radical as behavioural alterations affect
the whole population. But the benefit to the individual is small, the patients
and physicians are likely to be poorly motivated as the perceived individual risk
is low, and the benefit-to-risk ratio is discouraging. Rose describes this
phenomenon as the 'prevention paradox' in which a measure that brings large
benefits to the community offers little to each participating individual. 4

However, he points out that sick individuals come from sick populations. There
is a continuum of graded risk for each of the major risk factors for CHD
(elevated serum cholesterol levels, smoking and hypertension) and the popula-
tion attributable risk is highest at small elevations of these high-risk factors
because there are far more people at that range of distribution than at the
markedly elevated levels.

An expert committee of the WHO concluded that the population strategy
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has the greatest potential+ but the two strategies are not mutually exclusive.
Two major consensus statements on CHD prevention which emerged from
Britain" and Europe? in 1987 suggest that both strategies should be pursued.
Effective measures to detect and treat hypertension should be part of a high-
risk strategy. However, population strategies in the future may need to incor-
porate blood pressure reduction through non-pharmacological measures.
Though pharmacological success in the primary prevention of CHD has been
recorded with cholesterol lowering cholestyraminef and anti-thrombotic
aspirin," such approaches should be reserved for high-risk individuals and cannot
be advocated for the population at large. Reduction of total all-cause mortality
has not been demonstrated in these studies and the risk of complications such
as cerebral haemorrhage with aspirin gives cause for concern. Modifications in
life-style involving fat-free dietary habits, cessation of smoking, physical activity
suitable to an individual's age, baseline fitness and state of health should be
encouraged at the population level. Tobacco smoking is the most important
modifiable risk factor for CHD and is responsible for many other preventable
deaths. Mass education through the media, legislative action to ban smoking in
public places, proscribing all forms of advertising related to tobacco products
and tax-linked financial disincentives are required to combat the menace of
smoking.

It is essential that our perspectives change from curing the disease to
preventing it.
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Oral Rehydration Therapy: The changing scene

Oral rehydration therapy (ORT) is an integral part ofthe management of acute
diarrhoeal disease. The therapy is so simple, cheap and effective that it can, at
least theoretically, be provided to all people, but oral rehydration solutions
(ORS) appear to be underutilized by physicians and reluctantly accepted by
patients and their relatives. Despite the tremendous impact different ORS have
had in decreasing the mortality and morbidity caused by diarrhoeal disease in all
age groups ,1-3 there is no consensus on the most effective composition of these
solutions. Attempts have been made to improve their quality through a better


