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EDITORIAL

Capacity for Heart Health = Infrastructure
Will to Action:

The Singapore Declaration

VD Prevention welcomes the opportunity to

publish here The Singapore Declaration:
Forging .the Will for Heart Health in the Next
Millennium. This report from the Third Interna-
tional Heart Health Conference Singapore is a
unique and compelling call to all persons con-
cerned with reversal, containment, and prevention
of cardiovascular disease (CVD) epidemics, any-
where in the world. It brings forcefully to the
attention of those who would step forward and take
leadership that, notwithstanding the wide diversity
of health issues internationally and nationally, “vir-
tually every region of the world now shares a single
disorder as its major cause of death and disability—
@VID:: ‘

This report is the third chapter in an unfolding
series of challenges that began with The Victoria
Declaration (1992) and was followed by The Cata-
lonia Declaration (1996) and its sequel, Worldwide
Efforts to Improve Heart Health (1997). The Sin-
gapore Declaration extends discussion of the re-
quirements for CVD prevention by calling on all
relevant agencies, organizations, and constituencies
“to join forces to. .. eliminate this modern epi-
demic.”

As indicated in its preface, “This document pro-
vides guidance on how to build capacity by:

 developing a heart health infrastructure at the
international, national, and local levels;

» identifying leadership, policy, economic, sci-
entific, technical, and physical aspects of this infra-
structure at each level; and ‘
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e creating individual, organizational, and politi-
cal will to carry out the implementation of an
appropriate infrastructure for heart health.”

The Singapore Declaration presents much more
than a formula for effective action. It informs all
who will read and study it of the rich background of
theory, knowledge, and experience that justifies,
and at the same time demands, a positive and
optimistic view of what can be achieved in CVD
prevention, where the infrastructure and will to
action exist or can be forged. It seeks to dispel three
myths which have deterred international and na-
tional agencies from taking needed action: “(1)
CVD is limited to the elderly, to men, and to the
rich; (2) CVD may cause high rates of mortality but
it is not an important cause of disability; and (3)
The CVD epidemic is impossible to control. These
myths are disproved by recent studies.” Further, it
expresses the theme of this journal in each context
across the spectrum from global to regional, na-
tional, state, and local community levels, including
attention to high risk individuals.

The report closes with a call to leadership on the
part of individuals who can serve to promote heart
health, and with 24 recommendations, both general
and specific to the preceding chapters: leadership
and policy-making, expanding the knowledge base,
infrastructure and organizational, financial and eco-
nomic, and forging the political will.

We echo the acknowledgments of the authors—
the Advisory Board of the Third International Heart
Health Conference Singapore—in expressing ap-
preciation to the Singapore National Heart Associ-
ation and Mr. Yeo Cheow Tong, Minister for
Health and Minister for the Environment, Republic
of Singapore, and his staff, in bringing about the
Conference and this major product of its discus-
sions.
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The Singapore Declaration:
Forging the Will for Heart Health in the Next Millennium

Thomas A. Pearson, MD, PhD, MPH; Virginia Shankle Bales;
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Declaration

ecognizing that cardiovascular disease (CVD)

has reached epidemic proportions and has rap-
idly expanded in severity and breadth to become
the leading cause of death, disability, and rising
health care costs throughout the world, and that it is
largely preventable through a public health ap-
proach to CVD, but the resources and will to act
have been lacking, the Advisory Board of the In-
ternational Conference on Heart Health calls upon:
health, media, education and social science profes-
sionals, and their associations; the scientific re-
search community; government agencies, espe-
cially those concerned with health, education,
trade, finance, culture and recreation, commerce,
and agriculture; the private sector; international
organizations and agencies concerned with health
and economic development; community health co-
alitions; voluntary health organizations; and, fi-
nally, employers and their organizations to join
forces to develop a cohesive policy-making, eco-
nomic scientific, technical, and physical infrastruc-
ture and to marshal the long-term will to eliminate
this modern epidemic.
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Preface

Previous estimates of the burden of CVD as a
cause of mortality, disability, and health care costs
painted an ominous picture of an epidemic of heart
disease and stroke in developed countries and an
imminent threat of the same fate for developing
countries. More recent calculations suggest that
these estimates were conservative: the latest data
and anecdotal reports reveal that the CVD epidemic
is rampant in most developing countries, as well as
in Europe, Australia, and North America. In 1990,
CVD was the most common cause of death glo-
bally, taking more than 14 million lives—two-
thirds of which were in developing countries.'

Given the unrelenting expansion of the CVD
epidemic, it is fitting that the Third International
Heart Health Conference was convened in Singa-
pore, on August 30, 1998, to address this problem.
The conference entitled: “Heart Health into the
Next Millennium” highlighted the danger and the
opportunity of the CVD crisis facing Southeast
Asia and the rest of the world. The conference dealt
with a broad spectrum of issues, including: scien-
tific discoveries; public health policies; programs in
work sites, schools, and whole countries; and strat-
egies for control of established and newly identified
risk factors.

This document, The Singapore Declaration,
summarizes the conference and outlines the need to
build the capacity to create heart health. The public
health approach to CVD prevention is known to be
effective. However, the capacity to successfully




implement heart health initiatives requires both a
new or expanded infrastructure at the international,
national, and local levels, and a sustained will to
address heart health within institutions, govern-
ments, agencies, and organizations with responsi-
bility for health.

The Singapore Declaration builds on two previ-
ous declarations, The Victoria Declaration® of
1992, and The Catalonia Declaration® of 1996.
The first declaration, The Victoria Declaration on
Heart Health,” was published by the Advisory
Board in 13 languages and distributed worldwide.
It was the culmination of the First International
Heart Health Conference, convened in Victoria,
British Columbia, in 1992, which followed the
theme of “Bridging the Gap: Science and Policy in
Action.” The Victoria Declaration® called upon
governments, the private sector, and interested bod-
ies to: educate the public and build consumer de-
mand for such education; apply the science base in
a timely manner; create the political will to pro-
mote public health; build partnerships to marshal
the required resources; and to provide a new way of
working by coordinating the efforts of groups
within countries and around the world.

The Catalonia Declaration® was the summation
of the Second International Heart Health Confer-
ence, convened in Barcelona, Catalonia, Spain, on
June 1, 1995. This conference took up the theme of
investing in heart health and its attendant humani-
tarian benefits. The Catalonia Declaration® was
published by the Advisory Board to describe
worldwide examples of successful investments in
heart health, which reduced the occurrence of CVD
and provided economic benefits. The Catalonia
Declaration® discusses: the resources and assets
available and how best to utilize them; the barriers
faced and the techniques needed to overcome them;
and 41 examples of successes, along with a step-
by-step action plan to assist countries in identifying
problems, and planning, implementing, and evalu-
ating programs. These examples were supple-
mented by 81 case studies in a companion docu-
ment of The Catalonia Declaration entitled,
Worldwide Efforts to Improve Heart Health.'®

The Singapore Declaration continues this natu-
ral progression of thought toward establishment of
heart health programs around the world, by focus-
ing on “Forging the Will for Heart Health in the
Next Millennium.” The Third International Heart
Health Conference in Singapore examines how to
build capacity at an international, national, and
local level to implement what we already know to
be effective promoters of heart health. The main
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concept of The Singapore Declaration is that ca-
pacity is a combination of both infrastructure and
the will to take action. This document provides
guidance on how to build capacity by: developing a
heart health infrastructure at the international, na-
tional, and local levels; identifying leadership, pol-
icy, economic, scientific, technical, and physical
aspects of this infrastructure at each level; and
creating individual, organizational, and political
will to carry out the implementation of an appro-
priate infrastructure for heart health.

The document recognizes the diversity of inter-
national, national, and local health issues facing
organizations that commit themselves to heart
health promotion and disease prevention. It also
states that virtually every region in the world now
shares a single disorder as its major cause of death
and disability—CVD.

Chapter 1: Heart Health as an Urgent
Global Health Need

The call for heart health has increased in urgency
since the publication of The Victoria Declaration®
and The Catalonia Declaration® as better estimates
of the worldwide burden of CVD have become
available. It has been accepted for the last half
century that heart disease and stroke were leading
causes of death in North America and Western
Europe. Recently, studies have shown that the ep-
idemic has spread to Eastern Europe, which cur-
rently has the highest CVD mortality rates in the
world* and into the developing world.’

These important studies portray a disease with
many and varied faces. First, despite significant
declines in developed countries since 1970, CVD
remains the leading cause of death (over 5 million
deaths in 1990). Second, CVD exceeds infectious
and parasitic diseases as the leading cause of death
on the planet as a whole (an estimate of 14 million
vs 9 million in 1990). Third, as of 1990, CVD
mortality rates in developing countries—where
80% of the world’s population resides—are esti-
mated to be roughly equal to those of infectious and
parasitic diseases.’ Even conservative estimates
predict that, after 1995, CVD exceeded infectious
and parasitic diseases as the leading cause of death
in the developing world for the first time in his-
tory.® Unfortunately, the rapidity, magnitude, and
breadth of the CVD epidemic’s spread to all parts
of the world has exceeded most projections from
world health authorities.

Although CVD mortality has risen, the percep-
tion of the magnitude of this disease has lagged
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TaBLe 1. Deaths (in 000s) Due to Cardiovascular
Disease (CVD) and to Infections and Parasitic
Diseases (IPD) in 30-69 Year Olds by Sex and
Region in 1990*

Men Women

Region CVD IPD CVD IPD
Established Market

Economies 483 42 227 2
Formerly Socialist

Economies 263 20 163 6
India 611 429 481 240
China 576 158 439 89
Other Asia and Island 289 147 226 140
Sub-Saharan Africa 183 2i15 211 228
Latin America and

Caribbean 186 62 147 48
Middle Eastern Crescent 285 83 25 85
World 3,028 1,128 2,201 798

* Derived from Murray and Lopez, 1996.

behind, ;inhibiting programs that could reduce its
burden. International health agencies, foundations,
and ministries of health from a number of countries
continue to focus on reducing the burden of infec-
tious, parasitic, nutritional, and perinatal diseases,
where enormous challenges continue to be faced.
The lack of attention these organizations have di-
rected at CVD has been compounded by myths
that: (1) CVD is limited to the elderly, to men, and
to the rich; (2) CVD may cause high rates of
mortality but it is not an important cause of dis-
ability; and (3) the CVD epidemic is impossible to
curtail. These myths are disproved by recent stud-
ies.

The Global Burden of Disease® demonstrated
that CVD does not discriminate by age, gender, or
income. By analyzing the major burden of disease
in men and women in the economically and so-
cially productive ages between 30—69 years, it is
possible to assess the impact of CVD excluding the
elderly. Table 1° clearly shows that within the
30—69 year age group, CVD deaths still outpace
those for infectious and parasitic diseases in all
populations except those in Sub-Saharan Africa,
where the two numbers are almost equal. The death
toll is not limited to men. While CVD mortality
rates are lower in women 30-69 years of age, they
still exceed the mortality rates of every other cause
of death. Nor is CVD a disease of the rich. While
the affluent may be the first to adopt deleterious
lifestyles and suffer initially higher rates of CVD
than in developing countries, in later phases of the
CVD epidemic, rates are especially high in the
poorest and least educated populations.”® Overall,
few can ignore the serious nature of the CVD

epidemic regardless of age, gender, or income
level.

Another disturbing truth about CVD is that, typ-
ically, many years of disability precede death. As a
result, it is a major cause of disability-adjusted life
years on a global scale, ranking behind infectious
and parasitic diseases, unintentional injuries, and
neuropsychiatric illnesses.' Projections to the year
2020 are even bleaker, estimating that heart disease
will be the third leading cause of disability and
death, and stroke to be the fifth leading cause of
disability and death. Heart disease and stroke will
easily be the leading causes of disability-adjusted
life years by the year 2020. These estimates also
hint at continuing increases in the direct and indi-
rect health care costs associated with CVD. This
implies that CVD will be a leading cause of health
care expenditures and lost economic potential. For
example, studies in China show that the medical
and health costs of smoking are greater than to-
bacco tax revenue, and other developing countries
have shown that tobacco-related morbidity and
mortality are already a substantial drain on their
economy. Therefore, heart health makes sense eco-
nomically as a way to protect health care resources
and to improve workforce productivity.

The myth that the CVD epidemic in developing
countries cannot be prevented can be refuted. The
substantial reductions in heart disease and stroke
mortality in Western Europe and North America
since 1970, anecdotal reports of aborted CVD ep-
idemics in countries such as Costa Rica, and large
and rapid reductions in CVD mortality following
population-wide changes in diet, as recently docu-
mented in Poland,’ all indicate that it can be pre-
vented. The Victoria Declaration,> The Catalonia
Declaration)® and Worldwide Efforts to Improve

Percentage of DALYS fol ious/Parasitic Diseases
and for Cardiovascular Di e Projected to Year 2020
by Region

S of

Tota!
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Ficure 1. Percentage of DALYS for infectious/para-
sitic diseases and for cardiovascular disease pro-
jected to year 2020 by region. Used with permission
from Murray CJL, Lopez AD. Lancet 349:1498, 1997.



Heart Health: A Follow-up to the Catalonia Dec-
laration"® catalogue many of the successful CVD
prevention programs implemented in diverse set-
tings around the world.

The projection of disease burdens to the year
2020 add to the urgent need to initiate CVD control
efforts. As noted in Figure 1, every part of the
world, with the exception of Sub-Saharan Africa
(the tragic AIDS epidemic explains some of this
projection) will have CVD predominate as a source
of disability and death by the year 2020. Moreover,
there is a concern that, for some parts of the world,
these projections might be underestimates. The pro-
jections by Murray and Lopez'' are largely based
on increases in life expectancy, the expansion of
the population at CVD-prone ages, income, educa-
tion, and the level of smoking. However, the po-
tential exists for even higher rates of CVD. The
extent to which tobacco use, diets high in saturated
fat and cholesterol, and sedentarism become estab-
lished will determine the magnitude of the epi-
demic. Moreover, interactions between the delete-
rious risk behaviors and environments and different
genetic predispositions may result in substantially
higher risks and will necessitate even stronger in-
terventions.

Finally, as the projections of heart disease and
stroke are manifested and the demand for related
health care increases, the health systems of both
developed and developing countries may find
themselves with limited manpower and resources.
The acceleration of the CVD epidemic will have
especially disastrous consequences on the public
health of developing countries. In addition to the
added demands on the health system, the economic
consequences of premature death and prolonged
disability among middle-aged, productive persons
from the work force will be felt. The high technol-
ogy approach to acute management of coronary
syndromes, as espoused by developed countries, if
adopted, will rapidly consume the limited resources
of developing countries, as is already occurring in
some countries. If the CVD epidemic goes un-
checked, the technology intensive clinical care of
large numbers of patients with CVD will lead to the
diversion of resources from other areas of health
care, including the “unfinished agenda” of infec-
tious and nutritional diseases. Poor patients will be
marginalized and their increasing number as the
epidemic matures will lead to huge inequalities in
developing countries’ health care. Current guide-
lines for secondary prevention do not advocate
expensive interventions.'? “State-of-the-art” care
needs to incorporate cost-effective preventive in-
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terventions to use the assets wisely. As emphasized
in The Catalonia Declaration,® a variety of pro-
grams and approaches for both primary and sec-
ondary prevention can be initiated with relatively
low cost and good levels of benefit.

In conclusion, there has been no evidence col-
lected since the publication of The Victoria Decla-
ration®> or The Catalonia Declaration® to suggest
that the need for heart health programs is any less
urgent. On the contrary, recent evidence identifies a
more rapid transition of the CVD epidemic to de-
veloping countries than expected, and identifies an
even larger problem looming in the next century.
This declaration’s recommendations reflect this
growing sense of urgency.

Chapter 2: Elements of a System for
Promoting a Heart Healthy Population

Although the CVD epidemic is largely prevent-
able, the elements of a system for preventing heart
disease and promoting a heart-healthy population
are both fundamental and complex. Many existing
resources need to be woven together and supple-
mented with missing elements if a strong cohesive
strategy is to emerge that can affect the health
status of a large portion of the population at risk for
preventable CVD control. Few public health chal-
lenges require a greater breadth and depth of part-
nerships across organizations and disciplines than
does CVD. These disciplines include communica-
tions and marketing, organizational development,
medical science, health education and behavioral
science, epidemiology, evaluation, economics,
trade, and legislation. Successful models of this
type of collaboration are readily available'® and the
consequences of inattention are well understood.
Despite the challenges, molding a successful sys-
tem is an achievable goal, providing infrastructure
and will are in place to build the capacity for
success.

The CVD epidemic is: (1) driven by the need to
reduce preventable risk factors which are present in
a large portion of the population—including to-
bacco use, unhealthy diet, lack of physical activity,
psychosocial factors, obesity, diabetes, psychoso-
cial factors, and uncontrolled hypertension and hy-
perlipidemia; and (2) influenced by individual
awareness and knowledge, broad social and envi-
ronmental factors including the media and multi-
national businesses, changing dietary patterns
worldwide, and reduced physical activity in the
community and at work.
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CVDs are characterized by behaviors adopted
early in life and sustained for many years without
health consequences. The increasing prevalence of
these deleterious behaviors in today’s adolescents
and young adults supports the prediction of expan-
sion of the cardiovascular epidemic in tomorrow’s
middle-aged and older adults. CVD is difficult to
reverse once the onset of symptoms occurs. The
consequences are partially controllable with ag-
gressive therapy but at increased expense and re-
duced quality of life."?

The confluence of factors causing the CVD ep-
idemic requires a strategy that targets a vast portion
of the population in many settings and through
multiple modes of communication and environ-
mental support working with numerous and varied
organizations and partnerships to promote environ-
mental changes (Fig. 2).

This type of broad strategy needs to be supple-
mented by targeted interventions directed at high
risk populations, which are carefully linked to clin-
ical services that can prevent secondary events and
to support primary prevention efforts. All elements
must be guided by sound scientific capacity to both
define and monitor the epidemic and to implement
and evaluate interventions. Dynamic leadership is
essential and the entire process must be supported
by policies and laws which facilitate progress. A
sound system for promoting a heart-healthy popu-
lation can be initiated using the existing strengths
and building on existing capacities. Successful pro-
grams include all of the following major elements:

1. Policy and environmental interventions.

2. Educational and media programs.

3. Targeted outreach and clinical services.

4. Scientific, technical, and organizational ca-
pacity for heart health programming.

A Conceptual Framework for Promoting Heart Health

RISK FACTOR/
RISK BEHAVIOR

Ficure 2. A conceptual framework for promoting
heart health.

5. Leadership to mobilize and organize re-
sources.

Together, these form the five core elements needed
to successfully navigate the challenges of imple-
menting successful heart health strategies. Each
element is described in more detail below.

Policy and Environmental Interventions

Risk factors that can result in CVD are wide-
spread and becoming more prevalent in the world.
Since individual behavior change is difficult and
expensive to affect without broad social and envi-
ronmental supports, the cornerstone of contempo-
rary heart health programs is now based upon ac-
tions that result in policy and environmental
changes. For example, policies that restrict smok-
ing in public places, restrict youth access to tobacco
products, or increase the price of cigarettes are
fundamental aspects of tobacco prevention and
control. Similarly, policies that specify a healthy
mix of foods in work sites, schools, and public
assistance programs can influence the food choices
of large segments of the population. Finally, envi-
ronmental changes or protections that encourage
physical activity through safe passage for bicycles
and pedestrians, safe and accessible parks, work-
place policies that promote public transportation or
daily physical activity, and city planning that places
an emphasis on healthy lifestyles all constitute
heart-healthy interventions. The most appropriate
policy initiatives depend on the circumstances and
current situation of the country or community in
question.

An inventory of policy and environmental issues
that promote or adversely affect heart health at the
national and local levels that is routinely updated
and widely disseminated can both document
progress and be an instrument that stimulates ac-
tion. Attention to the policies and environmental
issues most vital to the needs of high risk popula-
tions should not be overlooked.

Educational and Media Programs

The need for social and environmental change
will not be translated into action unless gatekeepers
and policy-makers have a full understanding of the
consequences of inaction. Further, it is unlikely that
the public will support or demand these actions
unless they too have the knowledge to understand
the implications. For individual citizens to adopt
healthy lifestyles or change their individual prac-
tices, knowledge is a necessary but frequently in-



sufficient ingredient. Nevertheless, public informa-
tion and skills building are essential for both
individual action and to create a political will to
intervene.

Effective health communication is based on
careful message selection, sound behavioral theory,
rigorous testing of messages, and careful attention
to specific channels and sites. Specifically targeted
health messages can be communicated in concert
with major media channels if there is nationwide
commitment to dedicate the resources or adequate
incentives to ensure wide message delivery. Part-
nerships involving public health, voluntary health
organizations, business and industry, schools, reli-
gious organizations, health care providers, and
other governmental agencies can be mobilized to
maximize educational reach and environmental
change. Such a broad constituency should be tar-
geted for messages that recognize that most of the
popuilation is at moderate risk through exposure to
a variety of deleterious behavior, and that promo-
tion of healthy lifestyle rather than treating individ-
ual risk factors will be needed to eventually reduce
the burden of CVD.

Targeted Outreach and the Role of Clinical
Services

In addition to population-based approaches to
CVD prevention, an important element of the
health system to achieve a heart-healthy population
is specific targeting of groups at highest risk for
disease within the population. These highest risk
subgroups can often be defined either sociodemo-
graphically (e.g., gender, race/ethnicity, social
class) or geographically. Often the most effective
approach to reaching these groups is to comple-
ment the population-based strategies mentioned
earlier with carefully developed messages and di-
rect health services. Messages aimed at conditions
including elevated blood cholesterol, elevated
blood pressure, glucose intolerance, tobacco use,
sedentary lifestyle, and overweight are important
components of a comprehensive education and me-
dia program.

A subgroup that cuts across sociodemographic
and geographic boundaries includes persons with
known CVD. These persons constitute a heteroge-
neous subgroup that can realize benefits by pre-
venting premature disability and loss of functional
independence.

A successful strategy to reach this population is
to integrate primary and secondary prevention ef-
forts into the existing health care system. The role
of health agencies in this instance is to assure the
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provision of these clinical services, and monitor the
quality and use of these services. These efforts can
be supported through effective environmental and
policy interventions that provide a reinforcing mi-
lieu for appropriate health behavior and health care
seeking choices. Interventions in the health care
system should include integration of pharmacy ser-
vices, cardiac procedures, and counseling. Evalua-
tion measures should include quality of life and
disability measures as well as standard morbidity
measures to ensure a complete assessment of ben-
efits of prevention efforts.

Scientific and Technical Ability for Heart
Health Programming

For programs to achieve their goals, they should
include a well-defined assessment of the disease
burden, tracking of relevant environmental condi-
tions and public policies, evidence-based interven-
tions that are evaluated appropriately, and the abil-
ity to monitor community, clinical, and laboratory
services. Science is an essential tool for policy-
making.

Assessment of disease burden can capitalize on
the use of existing data systems, or may require
investments to measure prevalence and trends for
mortality, morbidity, and behavioral and medical
risk factors. They are also used to identify and
specify the location of disproportionately affected
populations, to assess disability, and quantify the
medical and social costs. Without ongoing mea-
sures of these basic factors, it will be difficult to
develop a plan matched to unique characteristics,
measure success, or even mount the political will to
secure resources to respond.

Contemporary heart health programs depend
heavily on cost-effective population-based strate-
gies that influence large portions of the population
by changing the social and physical environment to
enhance the likelihood for individuals to avoid to-
bacco use, maintain a healthy diet, and engage in
routine physical activity. Tools to monitor the cur-
rent and changing social and physical environment
are not widely available. Even where they are avail-
able, they’re often not used with adequate fre-
quency. Some examples of existing tools include
methods from the MONICA project'* and others
catalogued by the World Health Organization.'
Nevertheless, many existing sources of information
can be used to assess these factors. Current prices
of tobacco products and associated taxes, sales of
various foodstuffs, including fruits and vegetables,
cooking oil, salt, and availability of safe and acces-
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sible public recreation venues can provide useful
and reliable information.

Since most interventions are heavily dependent
on successfully changing individual behaviors, sci-
entific capability must go beyond the traditional
medical and laboratory disciplines to emphasize a
multidisciplinary approach including behavioral
and social science, health education, and political
science. These disciplines will be needed to suc-
cessfully design, implement, and evaluate interven-
tions. Finally, the support and cooperation of the
medical and laboratory communities are essential
for a fully developed and comprehensive heart
health program. Without credible expertise and at-
tention to services that maximize the existing
health care system, opportunities for prevention
will not be maximized.

Leadership to Mobilize and Organize
Resources

Fundamental to a successful, sustainable system
for promoting a heart healthy population is leader-
ship at international, national, regional, and local
levels. Effective leadership can be developed,
strengthened, and shared through partnership
across sectors, among social and economic devel-
opment agencies, voluntary organizations, aca-
demia, community organizations and schools, the
media, elected officials, and the public.

Effective leadership in successful heart health
programs is necessarily different from models of
leadership that grow from programs that can be
achieved from the work of a single unit or organi-
zation. Because of the many elements of social
fabric required to work collaboratively, no single
entity can take sole responsibility, or have complete
authority. Program partners should be identified,
consulted, and appropriately involved with the pro-
gram. Activities that demonstrate coordination and
avoid duplication of effort will enhance the credi-
bility of the program with other partners. Within
the official health agency, program coordination
should include collaboration with other related and
specific efforts such as tobacco control, diabetes
control, and the disciplines of health education and
laboratory services, as well as with experts in vital
statistics and surveillance. Without careful atten-
tion to managing these partnerships, energy will be
dissipated and frustration will undermine individ-
ual efforts. A written plan that offers a complete
description of the health problem, articulates spe-
cific objectives for future reductions in disease and
related risk factors, and outlines specific strategies

for achieving objectives can galvanize partners and
focus attention on the epidemic.

Actions needed at the community level depend
on the readiness of the community to respond.
Identifying communities with adequate social cap-
ital to initiate and sustain viable programs will
improve the likelihood of success in the early years
of a program. However, if only populations that
enjoy the many benefits of being part of commu-
nities that are already cohesive and organized are
included in heart healthy initiatives, the health sta-
tus gaps that already exist will only become wider.
Certainly, important work in measuring and devel-
oping social capital must be completed if health
goals for all people are to be reached.

Conclusion

As described in The Catalonia Declaration,”
these five system elements needed for promoting
heart health are often present but not often coordi-
nated. To implement a coordinated strategy for
heart health, individuals and their organizations are
well served by taking the time to coordinate policy
and environmental interventions, education and
media programs, targeted outreach services, scien-
tific and technical capacities, leadership, and the
knowledge base needed for implementing strate-
gies. The basic capacities in these areas are not,
however, available in all countries and communi-
ties. The next two chapters focus on developing the
capacity to implement effective heart health strat-
egies by building infrastructure and creating the
will to act.

Chapter 3: Building the Infrastructure for
Heart Health

The magnitude and burden posed by the CVD
epidemic was brought into clear view in the first
chapter of this declaration. Chapter 2 outlined pro-
gram components, which are generally agreed upon
as essential for successful improvement in heart
health. Unfortunately, this knowledge is necessary,
but not sufficient to assure the implementation of
population-based interventions. In addition, there is
a need to develop capacity, which can be defined as
the process of improving an organization’s or pop-
ulation’s ability to plan, organize, implement, and
sustain comprehensive interventions.

This chapter and Chapter 4 illustrate that two
pieces are required for capacity development in
heart health (Fig. 3): an appropriate infrastructure,
and the will to take action. First, an infrastructure
must be operational and sustainable to develop and
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Ficure 3. Capacity development in heart health.

implement a strategy that accords with the elements
outlined in Chapter 2. This infrastructure needs to
have multiple dimensions, including policies, sci-
entific and technical knowledge, physical and or-
ganizational capabilities, and economic or financial
resources. Second, the international, national, and
local organizations need the will to develop, use,
and sustain the infrastructure. This latter concept
also has several dimensions, including developing
conviction of the need to act, set priorities, plan,
begin community mobilization, and coordinate
with partner organizations. Leadership in these ar-
eas is needed to implement any intervention strat-
egy. The linkage of these dimensions of infrastruc-
ture and will results in the CAPACITY to act on
CVD prevention.

An infrastructure functions most effectively if it
has multiple dimensions, including international,
national, and community/regional components, all
of which communicate with and provide support
for each other. This chapter identifies some of the
unique infrastructures needed at the international,
national, and community levels.

Building International Infrastructures

The fast pace of globalization in finance, trade,
and communication means that unhealthy life
styles and environments can be as communicable
as infectious agents. As a result, there is a need for
global policies for CVD prevention and control. A
global policy for heart health is more than just a
collection or the sum total of national policies.
Successful CVD control efforts in the 21st century
will depend on the establishment of a sustainable
international infrastructure through which action on
heart health can be mounted on a global scale.
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Policy-Making

The hallmark of CVD is its multifactorial etiol-
ogy. At its roots lie a complex web of biological,
behavioral, psychosocial, and environmental fac-
tors that are deeply ingrained into the activities of
daily living. The implication is that prevention and
control policies must be intersectional and multi-
faceted to comprehensively address the risk factors
and their determinants. Consensual policy develop-
ment and leadership is required as an important
infrastructure component.

Currently, there are few, if any, global policies
addressing heart health issues which reflects the
lack of policy-making capability on a global basis.
International agencies, such as the WHO, can assist
in developing and implementing a global policy
through their direct links with governmental bodies
in member states. The concerned heart health con-
stituency may help matters by striving to place
heart health in the agendas of existing international
organizations such as the various UN agencies, the
World Bank, the World Trade Organization, the
Food and Agriculture Organization, the Interna-
tional Labor Office, and in the health agendas of
political unions of nation states such as the Euro-
pean Union, the Organization of American States,
the Organization of African Unity, and the Associ-
ation of Southeast Asian Nations.

In addition to developing international policies,
there is a need to foster international collaboration
in the application of national policies affecting
heart health (see The Victoria Declaration, policy
recommendations, nos. 20, 21, and 25).? For exam-
ple, different levels of taxation between neighbor-
ing countries can frustrate the deterrent effects of
taxation as a tobacco control policy. This was the
case in 1995, at the time when Canada lowered
tobacco taxes to stem the flow of contraband ciga-
rettes from the United States.

Intellectual and Scientific Infrastructure

It is essential to know the nature and extent of
the CVD epidemic. Therefore, access to informa-
tion on mortality, morbidity, and risk factors is
needed. Having the ability to know what works and
what does not is essential to conserve resources and
further the CVD prevention agenda. International
agencies such as the WHO and the World Bank can
support nation states in identifying and adopting
the best preventive practices using the best avail-
able expertise. Examples of this are the Institute of
Medicine’s report on Research, Development, and
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Institutional Strengthening for Control of Cardio-
vascular Disease in Developing Countries,'® and
the World Heart Federation/WHO/UNESCO Task
Force on Risk Factors in Developing Countries.
The advent of new information technologies
opens the potential, not yet fully appreciated, to
exploit a new media, the Internet, as a vehicle for
training, disseminating knowledge, and stimulating
interest in heart health at national and local levels.

Physical and Organizational Infrastructure

International networks and partnerships are key
components in the infrastructure for heart health.
They can be used to enlist political support for
issues, mobilize resources, and provide a vehicle
for collaboration. The WHO has developed a
number of international networks such as CINDI,
CARMEN, INTERHEALTH, and MONICA,
which have mobilized support in many countries
for integrated, comprehensive approaches to CVD
prevention. They serve as vehicles for training,
practical research, development of databases, and
dissemination of implementation knowledge. The
European, Francophone, South Asian, Inter-Amer-
ican, Asia-Pacific, and Chinese heart health net-
works have been developed with similar goals and
offer enormous potential for curbing the CVD ep-
idemic on a regional basis.

The magnitude of the global epidemic of CVD is
beyond the means of any single organization to
control. Participants with nongovernmental organi-
zations (NGOs) and with the private sector offer
technical and financial capacities unavailable to the
public sector. However, inadequate use has been
made of both NGOs and the private sector in the
implementation of heart health policies such as
educational programs and the provision of heart
healthy products.

Professional health organizations such as the
World Organization of Family Doctors (WONCA)
and the World Heart Federation provide training in
preventive cardiology at an international level, and
are very influential in advocating policies with gov-
ernments. They give credibility to efforts within the
public. Effective partnerships offer the health sys-
tem the capacity to marshal the resources to deliver
the necessary preventive dose for the appropriate
duration. :

Economic and Financial Infrastructure

Stfengthening the resource base of agencies such
as WHO and federations of health professionals

concerned with international heart health would
measurably enhance the international capacity for
CVD prevention. The private sector is a good
source of support for conferences, meetings, and
development of guidelines. However, support is
scarce for sustained international collaborative ac-
tivities and interventions (i.e., population health
initiatives). This reluctance continues despite the
fact that economic and social development agen-
cies (i.e., the World Bank), humanitarian founda-
tions (i.e., Soros), or programs (i.e., TACIS in the
European Community), often provide ample re-
sources for health system development. These
agencies serve as major forces in reestablishing
some equity in services and programs between
countries. The interested heart health constituency
can help these agencies wisely invest their re-
sources in cardiovascular prevention and in related
areas, thereby increasing their ability to influence
priorities and agendas and to contribute appropri-
ately to coordination of donor inputs.

Building National Infrastructures

National infrastructures play a critical role in the
potential for heart health programs to develop. As
most health decisions occur at a country level, the
national infrastructure shoulders a significant re-
sponsibility. It must work collaboratively at an
international level, support regional and commu-
nity level activities, and provide the national infra-
structures as needed to ensure success at all three
levels.

Policy-Making

Because of the changing pattern of illness and
disease burden worldwide, many nations are strug-
gling to balance their longstanding responsibilities
for infectious disease control and medical care with
the need to mount resources to prevent the conse-
quences of the CVD epidemic. Thus, virtually ev-
ery nation must create policies that acknowledge
the extent and preventability of the CVD epidemic.

A key national function is to link together inter-
national policy-making bodies and sister nations in
order to learn and share lessons, and to stimulate
action and creativity, while keeping strategies that
are appropriate to that nation’s own culture. Sup-
port provided by international organizations is
powerful in accelerating national commitment to
action. Conversely, national organizations can be
effective in pressing international bodies to step
forward.



Finally, national bodies (official health agencies,
voluntary organizations, and scientific bodies) have
a unique role to convene partners, seek input from
all, reach consensus, and set the health policy
agenda.

Intellectual and Scientific Infrastructure

National initiatives are needed to assess the sta-
tus of the public health system, design and evaluate
programs to meet the challenges, and to develop
human resources through training and education.
All these activities help build the scientific and
intellectual infrastructure.

Particular challenges for heart health include the
need for national and regional/local risk factor sur-
veillance information that includes the morbidity
and disability indices, as well as mortality data.

Also, the intellectual and scientific infrastructure
needs of all countries now go well beyond those
required for traditional medical care. There is now
an urgent need for manpower with skills on how to
motivate, change behavior, market social change,
communicate health messages, and conduct all as-
pects of prevention research. These are challenges
that will require infrastructure building at the na-
tional level.

Physical and Organizational Infrastructure

Many nations have sophisticated networks of
systems to care for ill people that include highly
trained staff, physical facilities and equipment, data
systems and sophisticated technology, and basic
biomedical research. Unfortunately, few examples
now exist in any country where there are sufficient
dedicated physical and organizational resources to
be successful in preventing CVD. Nevertheless, an
informal but workable organizational structure can
be created that harnesses the infrastructure of
schools, the private sector, community organiza-
tions, the media, and the official health agencies in
the nations that have moderate to excellent re-
sources in these institutions.

The most challenging problem will emerge in
those nations that have major gaps in these re-
sources. When there is no system for national and
local public health, in which the public communi-
cation networks are largely controlled by multina-
tional organizations that profit from tobacco, or
where the environment is chaotic following politi-
cal upheaval, promoting heart health may be
pushed aside for emergent issues. However, the
reported success recently in some of the most chal-
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lenging environments (i.e., Poland) is an excellent
reminder that CVD rates may be reduced in a
reasonably short period of time.’

Financial and Economic Infrastructure

Responsibility at the national level for building
financial resources for programs to promote heart
health cannot be avoided by any country. The ra-
tional for investing in heart health has been persua-
sively made in The Catalonia Declaration.® Since
then, new successes have been realized in some key
areas such as the settlements reached by some
states in the United States with the tobacco com-
panies to compensate for medical care resulting
from tobacco use. In addition, these settlements
could eventually drive up the price of cigarettes,
resulting in reduced overall consumption. The dual
benefit of raising needed revenues while affecting
the unhealthy behavior is a stimulating idea for
other models, or wider application of the tobacco
model in other countries.

Regardless of the vehicle for securing revenue, it
is not likely that the CVD epidemic will be cur-
tailed until nations dedicate the resources to apply
what is known to be successful. Moreover, only
national programs can strive for equity in availabil-
ity of programs and services between various sub-
populations within a country.

Building Community and Local
Infrastructure

Local community infrastructure can complement
and interact with the national and international in-
frastructures discussed above. One challenge in de-
livering heart health programs at the community
level is translating and adapting appropriate knowl-
edge and skills to local conditions. Considerable
empirical data and training strategies are available
for community organizing and coalition building.
Use of these tested methods can result in remark-
able progress in community-based CVD preven-
tigmia kS

Policy-Making

Policy development is an important, but long-
term aspect of community change, which can be
greatly aided by health education, to change public
opinion. : | .

When public opinion supports it, local govern-
ments and leaders of community organizations can
have great influence on policies pertaining to heart
health. Municipal governments, for example,- can
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have broad powers over transportation, recreation,
and new housing developments. School principals
may have significant influence over the lifestyles of
their students. For community heart health advo-
cates, these decision makers can open the door to
many important community-level changes. To ef-
fectively influence change at this level, advocates
need strong relationships with decision-makers, as
well as access to solid, evidence-based policy op-
tions.

Intellectual and Scientific Infrastructure

Intellectual and scientific infrastructure is also
needed at a community level and may be achieved
through successful collaboration with agencies or
organizations equipped to provide education and
technical support.'”'® The development of accurate
surveillance systems and analysis of the data be-
long appropriately at a national and international
level, but data collection that is relevant and acces-
sible is also needed at a community level. Local
health promotion and disease prevention resource
systems are needed to provide on-site training and
evaluation support, and to ensure that there is an
effective transfer of resources from the interna-
tional and national to the local level.? Additionally,
at a local level, practical and affordable monitoring
of program implementation is needed for strategic
and operational planning.

Physical and Organizational Infrastructure

Communities that adopt health promotion and
disease prevention systems need physical and or-
ganizational structures to implement them. An or-
ganizational structure with human and financial
resources to support it underpins successful heart
health initiatives through the formation of coali-
tions or organizations with an interest in health.'*°
Such coalitions include trained professionals who
understand heart health issues and have the ability
to act as a resource for other community members.
Other essential aspects of successful community
coalitions are their abilities to coordinate the re-
sources of different groups in the community, to
provide training to the health promoters and advo-
cates they mobilize, and to sustain the programs
and policies initiated. Media relations are also im-
portant. Ongoing media relations give health pro-
fessionals an opportunity to reposition health issues
in the media and develop ongoing strategies to keep
heart health issues in the news."”

Economic and Financial Infrastructure

The fifth and final infrastructure needed at a
community level is financial resources. As health
responsibilities are decentralized (as is happening
in many countries), the resources to meet these
demands must also be decentralized. Adequate re-
sources for planning, project management, training,
and operational support are essential to efficient
and effective heart health operations. Poverty will
remain as a factor limiting personal and community
options in heart health, as well as serving as a
potent causative factor for poor health. The public
sector has the responsibility for an equitable distri-
bution of programs and services on a local basis.
The public sector bears the main burden of respon-
sibility for financing heart health initiatives, but the
private sector should not be forgotten as a partner.
At a community level, heart health is everybody’s
issue, and the private sector can be a valuable
partner in developing and implementing initiatives.
Accessing financial resources from both the public
and the private sectors positions communities to
develop sustainable programs.

Communities are essential players in heart
health. While there are national and international
responsibilities for heart health, these will not suc-
ceed without a strong infrastructure at the commu-
nity, state or province, and regional levels.

Synergies Between International, National,
and Community Infrastructure

All levels can interact with mutual benefit. Com-
munities are the natural site for education and mo-
bilization of local resources, whereas laws and reg-
ulations favorable to health are more likely to occur
at the state, provincial, national, or international
levels. Such interacting relationships are depicted
in Figure 4.

An essential aspect of creating capacity is devel-
oping an infrastructure in the areas of policy, intel-
lectual and scientific knowledge, physical and or-
ganizational systems, and financial resources.
When these infrastructures converge, visionary
leaders operate in effective organizations with the
resources and the scientific knowledge they need to
mobilize communities. When combined with the
will to act, these infrastructures maximize a com-
munity’s opportunity of improving its heart health.

Chapter 4: Forging the Will

Infrastructures (see Chapter 3) without the will
to use them are like stranded whales, perhaps mag-
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Heart Health, 1995.

nificent in appearance, but unable to function. A
desire, inclination, or will to act is needed to take
any steps toward action. In The Singapore Decla-
ration, “will”* is taken to imply the following
sequence:

Acquire core beliefs.

Gain conviction, confidence, and values.
Set priorities.

Plan.

Mobilize.

Coordinate.

Integrate.

Implement (with leadership).

cIis et e 1Y b =

This sequence is depicted graphically in the lower
portion of Figure 3 (see Chapter 2) and is described
in more detail in this chapter.

Combining Infrastructures and the Will to
Use Them Leads to the Capacity to Achieve
Heart Health

The will to act, individually or collectively, im-
plies a willingness to lead. The infrastructure de-
scribed in Chapter 3 represents the resources (in-
tellectual, financial, etc.). The will of a leader to use
them represents the combination needed for the
ultimate product or capacity. Capacity is what is
required to achieve and maintain change in an
individual or in a system (see Figure 3).

Capacity can be seen as the value added to a
system so that it can sustain any particular health
promotion and disease prevention program, and so

# Will is defined by the Merriam Webster Dictionary to be “wish
or desire often combined with determination . . . a disposition to act
according to principles or ends.”
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that it is trained, empowered, and willing to initiate
additional health promotion and disease prevention
programs.”' Capacity includes abilities to solve
new problems based on skills developed in health
promotion.”” Effective leadership is essential and
willingness to accept and use technical assistance
from others has been defined as a part of this
leadership.*”

Belief, Conviction, Confidence, and Values
Are at the Core of Will

Beliefs, derived from knowledge gained through
formal and informal sources, are reinforced by
modeling or example. They are then brought to a
state of heightened awareness or conviction by
exposure to models of success, personal experi-
ence, exposure to advocacy, or a triggering event
that breaks through passivity. This assertion ap-
pears in The Victoria Declaration™: “Cardiovascu-
lar disease is largely preventable. We have the
scientific knowledge to create a world in which
most heart disease and stroke could be eliminated”
(pHBY

Given this scientific knowledge which includes
the teachable and transferable methods of preven-
tion (see The Catalonia Declaration, chs. 2-6)3, it
is clear that many policy-makers have “passive”
beliefs on CVD’s preventability that need rein-
forcement to reach a stage of conviction. Bandura’s
well researched and widely accepted social cogni-
tive theory provides convincing evidence for the
need for self-efficacy (or collective efficacy for
groups, organizations, or communities) as the con-
dition of confidence that must precede action.**
Efficacy implies a confidence and a conviction that
a goal can be achieved through action. This self-
confidence, or “collective confidence,” can be de-
scribed as a belief that is strong enough to lead to
a willingness to act. At this point, the person or
group holds these beliefs as values. For some, the
word “values” carries the meaning we invest in
conviction or in beliefs that is strong enough to
induce a willingness to act.

The lesson for all scientists, educators, and
health and social service professionals who are
committed to the cause of CVD prevention is that
more effective education is needed. This education
must impart the CVD knowledge base in a more
vigorous, persuasive, and far-reaching manner. The
portion of the CVD prevention community that is
convinced and committed is responsible for this
campaign to educate to the point of conviction. The
success of advocacy serves to remind us to use this
method much more liberally.>>*” Also, informa-



194 CVD Prevention Vol. 1, No. 3, September 1998

tion technologies, such as the Internet, give in-
creased potential for a broad reach at lower ex-
pense. A “bottom-up” approach of creating a
constituency of an informed public is a strategy that
was responsible for passage of the California To-
bacco Tax Initiative.”®** CVD advocates can also

" expect great dividends by reaching policy-makers,
thus achieving synergism by combining ‘“top-
down” efforts with public education, such as was
demonstrated so well in North Karelia'® (see
Fig. 4).

Advocacy directed at policy-makers, education
of the public, and creation of partnerships between
NGOs with common interests are mutually rein-
forcing ways of instilling the will of politicians to
act. For example, independent polls carried out by
NGOs identifying public opinions supportive of
heart health policies are a powerful way to influ-
ence policy-makers. Such methods of coordinated
advocacy are, unfortunately, not taught in profes-
sional schools for health, education, and social sci-
ence professionals. Given the obvious lag between
the science of CVD prevention and its application,”
these methods must be learned from those with
such experience, and taught and adopted more
widely.

An example of advocacy with widespread appli-
cability derives from the role played by the Heart
and Stroke Foundation of B.C. & Yukon, Canadian
Cancer Society, B.C. and Yukon Division, and
B.C. Lung Association. This coalition, 1n partner
ship with the Medical Health Officers in the
Greater Vancouver Regional District, carried out
widespread public information campaigns and ad-
vocacy directed at 12 separate municipal govern-
ments. The coalition’s goal was to achieve uniform
local regulations banning smoking in indoor public
places. ™

After Achieving Conviction and Confidence:
Setting or Revising Priorities Leads to
Planning

Individuals, groups, organizations, and large po-
litical units must follow their new convictions with
setting or revising priorities. Allocation of re-
sources to CVD prevention makes sense to a group
after the facts are digested. A Minister of Health
may be encouraged by his or her government to
move resources into CVD prevention. The impetus
for changes in priorities could come ideally from an
objective review of new evidence for the cost-
effectiveness of CVD prevention, but often results
from pressure from below as an informed public

creates political influence or as advocacy groups
frame the evidence in a more compelling manner.

If a leader of a group or organization has gained
personal confidence in the value of setting a higher
priority for heart health, his or her responsibility is
to teach, persuade, model, demonstrate, and lead
the group toward a consensus on the value and
wisdom of setting new priorities. The planning
process and management of subsequent implemen-
tation and evaluation steps is described in greater
detail in Chapter 5 of The Catalonia Declaration,”
with examples of successes given, as well. Analo-
gous planning methods are given in the well-known
and widely used “precede-proceed” model of
Green and Kreuter.*!

Setting a higher priority for heart health requires
a group or organization to both identify the prob-
lem (the priority is too low) and gain the commit-
ment of the group to a planning process, as seen in
Figure 5.

The planning process requires a time line, a first
guess as to resources available, and continued use
of social marketing methods. For example, a pro-
totype implementation plan would be presented to a
focus group of opinion leaders for their views on
feasibility. Further assessment of needs can occur
during this planning phase, and a second level of
resource inventory may lead to creation or re-
finement of intervention methods, as depicted in
Figure 5.

Mobilization of Resources Follows Planning

Mobilization takes many forms, dependent upon
the different characteristics of society in various
regions of the world and dependent upon the level
of government in question.

Resources may be present, or latent before re-
training, within existing infrastructures, (see Chap-
ter 3), or they may be created by the planning
group. For example, prototype pilot projects may
produce methods of value to the future implemen-

Identify the problem <& Recycle for renewed revitalization
v 15

Increase commitment Institutionalize

¥ p!

Develop a plan Disseminate

v 1)

Develop and refine methods Evaluate effect
v 4p

Mobilize resources =2 Implement action

Ficure 5. A planning and managerial sequence for
effective investing in heart health.



tation period; these methods are new intellectual
resources which include the creation of staff now
trained to implement those methods. Such pilot
projects, identified as “formative research” were of
great utility in guiding the community-based pre-
vention programs of the Stanford group.'’-*?

Mobilization of existing resources within a sys-
tem (community, country, region, or international)
requires coalition building and partnership forma-
tion, a process described more fully in Chapters 2
and 4 of The Catalonia Declaration.” At all gov-
ernment levels, an asset of increasing importance is
partnership with the private sector. Our emerging
“global marketplace” provides opportunities for the
food, recreation and sport, transportation, media,
entertainment, and telecommunication industries to
be recruited into coalitions for heart health. Mobi-
lizing the private sector to a common cause occurs
most readily when incentives for cooperation exist,
as they do so readily in businesses that deal with
sports, recreation, and some segments of agricul-
ture and the food industry. Many mass media or-
ganizations, notably radio, television, newspapers,
and magazines, now respond to public demand for
health news and tips. Some popular television pro-
grams directed at families have voluntarily incor-
porated health promoting messages into comedy or
drama (e.g., characters fastening their seat belts
when they drive).

Beyond voluntary cooperation with CVD pre-
vention coalitions, there is a place and urgent need
for regulations that move the people’s health into
higher priority within the advertising, transporta-
tion, mass media, and entertainment industries. The
need for tobacco product advertising bans, as ad-
vocated globally by The Victoria Declaration,” typ-
ifies the need for laws and regulations. A less
obvious and potentially well-hidden example stems
from the evidence published recently by Stockwell
and Glantz that shows an increased appearance in
the past 8 years of cigarette use by main movie
characters.>® This modeling of smoking as the
norm has potential worldwide impact, and pressure
to change must come from an activated, politically
aware CVD prevention coalition. The Singapore
Declaration can play a role in forging the will to
act, informally or formally, to form coalitions in
seeking such change.

Coordination Follows Mobilization

The planning process continues with enlisting
the resources, now mobilized, into a coordinated
and coherent plan that includes partnership devel-
opment. An excellent example from Singapore is
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the partnership between the Ministry of Health and
the Singapore Heart Foundation to develop food
labeling regulations, in which the Heart Foundation
took responsibility for public education on the
health benefits of the regulation. The action plan
that results now includes a budget for direct costs,
or may entirely represent the so-called “in kind”
services donated by members of a coalition. When
a Department or Ministry of Health successfully
implants a well-researched, but novel school health
curriculum into a school system, the budgets used
are largely in-kind donations of existing resources,
now redirected toward increasing effectiveness.”

Coordination requires leadership. Each group or
member must identify leaders, plus a selected (or
elected) leader of any joint action among coalition
members. However, coalition members must retain
a measure of autonomy. This need must be re-
spected and true trust in shared tasks can come only
after initial success in pilot projects, such as shared
sponsorship of community events (at the local
level) or shared roles on advocacy campaigns at
local or higher government levels.

The British Columbia coalition that promoted
passage of laws banning smoking in indoor public
places was an excellent example: each of the Med-
ical Health Officers and voluntary health agencies
exerted leadership by retaining autonomy.

Integration Occurs With and Follows
Coordination

Integration has a special place in this pre-imple-
mentation planning phase. Balancing agendas and
defining coalition members’ resource allocations
and implementation roles are the main functions of
the integration phase. The first integration role is
for planning leaders to match agendas, priorities,
and resources of the disparate groups that may be
mobilized. For example, at the state or provincial
level, one may find the following coalition mem-
bers:

e Public health organizations

* Educational institutions

* Nongovernmental organizations, such as Heart
Foundations and Associations

e Private sector members, such as media, retail
food organizations, sport and recreation organiza-
tions, etc.

* Hospitals

e Health professional organizations

e Publicly based advocacy groups

Two of the members most commonly ignored
and in most need of incorporation are the private
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sector members and educational institutions. The
former are often excluded because of inexperience
and dissonance in their agendas, and the latter
because health-oriented groups often do not include
traditional school and adult education institutions
as equal partners.

The integration process during planning requires,
above all, the ability to negotiate and compro-
mise—the mark of leadership. Given the frequency
of coalition failure due to poor leadership, a plan-
ning phase should consider the need for training in
leadership skills.**>?

Implementation and Capacity Building

As Figure 3 indicates, the planning process leads
to the “giant step” of implementation of an action
plan, with the final phase of forging the will com-
bined with the infrastructure to result in the goal of
achieving the capacity for heart health.

As discussed, leadership is a key ingredient. The
key property is as follows: the leader has the will to
lead (a strongly held belief in need for action, a
conviction and confidence in the value and benefits
of action). Managerial skill is, of course, a require-
ment and these skills, although they may require
training, are necessary ingredients for the leader to
have this confidence present when the will is truly
forged.

Implementation steps are complex and varied,
depending on the goals and objectives within the
system. The 41 case studies of The Catalonia Dec-
laration® and the 81 case studies of Worldwide
Efforts to Achieve Heart Health'® contain many of
the practical guidelines that organizations will find
useful.

Certain principles of continued and progressive
action include:

e Continued planning using process measures

obtained during early phases of field operations;®'

 Social marketing becomes the implementation
phase’s mainstay, with particular attention to mes-
sage design, use of learning theories, and use of the
inherently more cost-effective educational chan-
nels, such as mass media®*>°;

* Increasing cooperation with the private sector,
nongovernmental organizations, and educational
institutions as progress occurs and coalition build-
ing continues;

* Major attempts to institutionalize programs,
based on successful adoption of demonstration
project®?; and

* Dissemination of any successes throughout
broader systems.*?”~%°

Conclusions

The key message for clinicians, researchers, and
all others who wish to advance the cause of CVD
prevention is that they must accept personal re-
sponsibility to take a leadership role. This leader-
ship often requires a new set of knowledge and
skills: those that prepare them to carry out social
marketing and advocacy and those that equip them
to build partnerships and coalitions.

Chapter 5: Conclusions

The Singapore Declaration has dealt with creat-
ing capacity for improvement in heart health. This,
in turn, requires international, national, and com-
munity infrastructures to implement heart health
programs, and the will to act. The one quality
common to discussion of infrastructure and will is
leadership. Thus, The Singapore Declaration calls
on individuals, as well as local, national, and inter-
national public and private sector health service
organizations to recognize the expanding epidemic
of CVD and to step forward as leaders in promoting
heart health. Without such leadership, neither an
infrastructure nor the will to use it will be possible.
Without this capacity, the cardiovascular epidemic
will continue unabated.

Chapter 6: Recommendations
It is recommended that:

1. The international community recognize the
need for global policies to counter a cardiovascular
epidemic of truly global proportions and causes.

2. International, national, and local organiza-
tions that deal with health place CVD high on their
agendas.

3. Countries and communities more developed
in their heart health capacity share their policy-
making, intellectual and scientific, physical and
organizational, and economic capacities with coun-
tries and communities who are developing their
heart health program.

4. Countries and communities developing heart
health programs use comprehensive approaches,
which should endeavor to include interventions in
several settings on all or most of the major risk
factors, using several channels, to effect popula-
tion-wide change.

5. Those concerned with heart health take deci-
sive action outside their traditional professional
focus as scientists, clinicians, and experts to accept
responsibility and leadership of heart health.




Leadership and Policy-Making

It is recommended that:

6. International, national, regional, and local or-
ganizations show leadership in promoting heart
health to prevent expansion of the epidemic, given
the global growth of morbidity and mortality from
CVD.

7. International, national, and local organiza-
tions raise public awareness and prompt action on
government policies that benefit or adversely affect
heart health.

8. Community leaders organize whatever “so-
cial capital” is available around the issue of heart
health.

9. International and national agencies collabo-
rate in the establishment of a Global Heart Health
Observatory as a worldwide resource for effective
policies and programs to document and promote
“best practices” in heart health. This heart health
network database could include morbidity and risk
factor survey instruments and protocols, model pol-
icies and laws, intervention methods, etc. These
might be used widely by countries developing heart
health programs.

Expanding the Knowledge Base

It is recommended that:

10. International and national agencies identify
the magnitude of the CVD epidemic and the burden
of CVD on the population.

11. Ministries of Health and international agen-
cies with an interest in health and social develop-
ment, within the context of the technical and finan-
cial resources available, conduct surveys on
morbidity and mortality surveys, and also estimate
risk factor prevalence, the use of medical services,
the identification of high risk target groups, and the
social costs of the disease.

12. Ministries of Health and international agen-
cies with an interest in health and social develop-
ment carry out studies of the burden of CVD to
project the long-term impact of the CVD epidemic
into the 21st century.

~ 13. In formulating the CVD health policies, pol-

icy-makers seek the advice from clinicians and
scientists in the traditional medical and laboratory
disciplines, as well as from experts in public health,
behavioral sciences, health education, law, eco-
nomics, and political and social sciences.
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Infrastructure and Organizational
It is recommended that:

14. Governments and health agencies develop
intersectional policies targeted to the population at
large to address the determinants of cardiovascular
health.

15. Governments, professional societies, and
health care systems join to develop policies for the
identification of persons at high risk of CVD, and
for their cost-effective treatment.

16. Health agencies organize heart health-re-
lated programs which integrate action on tobacco,
hypertension, diabetes, nutrition, physical activity,
and overweight.

17. Health care systems integrate and evaluate
behavioral, pharmacological, and technological ap-
proaches to CVD treatment.

Financial and Economic
It is recommended that:

18. Governments, non-governmental organiza-
tions, and international health and social develop-
ment agencies increase their economic investment
in CVD prevention and control to reflect the in-
creasing burden due to this disease.

19. Nongovernmental organizations commit in-
creasing amounts of their research funds to support
research in dissemination and implementation of
programs and policies for heart health.

20. National and international health agencies
concerned with heart health establish partnerships
with the private sector to assist with the implemen-
tation of survewiance, public education programs,
and provision of heart healthy products to consum-
ers.

Forging the Political Will
It is recommended that:

21. The media itself be informed and responsi-
ble for disseminating accurate information about
heart health, given their influence on daily habits of
people and the world. Legislation, regulations, or
incentives may be required to ensure that this re-
sponsibility is carried out.

22. Heart health organizations develop effective
health communications aimed at the major risk
behaviors and risk factors.

23. Organizations involved in heart health de-
velop educational and media programs identifying
CVD as a major health problemto influence gov-
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ernments to recognize the cardiovascular epidemic,
and to realign resources and infrastructure to make
heart health a priority.

24. All concerned with heart health at interna-
tional, national, and local levels accept responsibil-
ity and assume leadership to act now at the policy-
making, scientific, organization building, and
economic levels to develop heart health programs
to curtail this global epidemic in the 21st century.
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