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1. Introduction

The partlcipants were welcomed by Dr Hu Ching-Li, Assistant Directot-General, on behalf
of the Director=General, Dr H. Nakajima. Dr Hu noted, wlth the increaslng burden of deaths
and disabllities caused by chronlc disease in both the developed and developing worlds, that
it was most important for WHO to consider how best to prevent these condltlons from
occurting.

Infectious dlseasge preventlon usually implied the development of a single agent effective
In providing protectlon from Infectlion. However, with chronle disease, the causes were
usually multifactorial and therefore preventlon was more complex.  Although it appears far
more dlfficult to prevent chronle conditions from occurring, it was most important to remember
that they are largely caused by a unumber of common agents.

The development of an integrated apptomch to preventlon may be more efflclent and cost-
effective, since the programme would be aimed at reducing the risk factors for a large number
of conditions, or redirecting existing programmes to a wlder range of conditlons. It 1Is
important that this form of health promotion strategy be lncorporated Inte existing health and
goclal services, and everyday patient contact, in all countries.

This 1s, however, an extremely difficult and complex activity aud it must be stressed
that integrated programmes such as these should be properly evaluated in otder to accurately
assess whlch lnterventlons sre moat effective, how they can best be applied, and thelr effects
on risk factors for disease.

Thus the Interhealth Research Programme alms to provide guldance to Member States on the
most appropriate ways inm which a variety of preventive and health promotion activitles cen be
delivered together Lo whole communities, rather then merely ro suggest that programmes be
Introduced withoutl proper evaluatlon and experimentatlon.

Since the adoptlon by the World Health Assembly of resolution WHA3S.3Q in 1985, entitled
"Pravantion and gontrol of chronic nencommunicable diseases”, the Interhealth Programme has
recelved substantlal support at the global, reglonal and couutry levels. A number of
fmportant WHOQ activities have stimulated further programme developuent and ifmplementatlomn.

Al present the Interhealth Programme includes four major intetrvelated areas of actlvitles
In the field:

- development of Demongtratlon Projects in a core group of countries;

modelling and forecasting;

education and training;
- regearch.

Dr Hy noted that the general objectives of this meeting of the Global Scientific Advisory
Group were o review the Programme's current amctivities, to make recommendations for Its
orgsnizalional structure and management, as well as for future WHO activities at the global,
regional and natlonal levels, and to help WHO to intensify and coorxdinete efforts in
translating potentially preventive measures inte practical, acceptable and effective actlon.

2. Election of Chairman and Rapporteur

Pr Walter Holland was elected Chairman and Dr Paul Zimmet was elected Rapporteur,
unanimously.

3. Adoption of agenda

The agenda was accepted without alteration.

4. Revliew of current agtivitles in the Interhealth Programme

Dr Chlgan, Director of NCD, introduced the review of curvent activities. He noted that
taking Into account that all participants of the WHO Global Scientifle Advisory Group Meetlng
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took part in the development of the Interhealth Programme methodoalogy, he would only. briefly
emphasize & number of polnts

1.

The mathodology of Interhealth is based on many prdemiological studies and the practical
application of this epidemiological knowledge in such projects like those in North
Kerelia, Stanford, etc.

Several meortant concepts form a methodological basis of Interhealth: o

- prevention and control of common risk factors for a group of noncommunicable diseases-

- total community involvement;

- integration of differeat health promotion Intervention asctivities (population strategy,
high-risk strategy, screenlng for early detection, intersectoral and lnterdisciplinary
cooperation),

- integration of different types of Intervention, i.e. change of life—style, health care
and other sectoral activities;

- implementation of prevention and control activities through existing primary health
care systems and other health and community structures.

The methodology of Interhealth is flexible and provides opportunities to adapt: the
programme to WHO reglons, countries and districts, their emvironment, life- atyle, etc.
It meaus that there are several reglonal medifications of Interhealth such as CINDI
(Burope), MORE (Latin America), etc. Moreover there could be some district
modifications in the same countries especilally such as in USA, China, India, USSR and
others.

It means alse that recommendations of the WHO headquarters should be commen, acceptable
and used.

After several WHO meetings, the declsilon was made to limit the following core diseases
for Interhealth - heart diseases, stroke, cancer, diabetes, chronic respiratory diseases,
and to orient to common risk factors such as tobacco, alecohol, diet, ete.

It wags recommended by the 1985 World Health Assembly to develop Interhealth using first
of all experience of the cardiovascular disesse programme and collaborating centres like
MOWICA, intensified CVD programme etc. ;.

Interhealth has been developed as a programme of all units and programmes of the NCD
Division. 41l factor-oriented, disease oriented and target .

group oriented programmes have made their own contributlon in the development of
Interhealth.

The Interhealth Programme is being developed as a dynamic syastem conglsting of fOur ma jor
gotivities:

experimental testing (demonstration projects);

modelling and forecasting;

education sud tralning;
- research.

following Dr Chigan's comments, other aspects of curreat activities weve digcussed

including the development of guidelines for protocol development and the status of projects in
a number of countriles. )
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5. Demonstratlion project development

Thirteen demonstratlon projects were In preparatlon at the time of the Stanford Meeting
(23-24 July 1987). The countrles involved were Chile, China, Cuba, Czechoslovakia, DDR,
Finland, Malta, Mauritius, 5ti Lanka, Tanzania, Thalland, USA (Florida, Texas), USSR.

The interventlon targatgs-components Included aspects of smoking, diet, other Life-style
related factors Including aleohol, physical activity, cholesterol, weight modificatlon,
streas, drug uvsage, and social Isolation.  Regarding heart dlsease programme, blood pressure
control programme, diabetes control programme and school health programmes were alsc lncluded.
Other areas for conslderation included sulcide, asthma, cancer, accidents, AIDS, secondary
prevention of noncommunlcable diseases and oral health.

5.1 Beview of Status of Demonstration Projects in Different Reglons and

- Victorla

Countries
The report on the status of current programmes as of June 1988 is outlined below:
1 { Basellne { Intervention % Collaboration I
1 | survey | l with other I
’ | report | I countries |
S : | | :
[~ Tanzania | 1987(1988) | 1987 —> | UK, Finland |
[ Mauritius | 1987(1988) | 1988 —> ] Augtralia, |
| | | | Finland, UK |
AMRO
} = Chile { 1987-88 l } USA, Finland {
I =~ Cuba | | i Finland I
| = Usa r | | |
1 - Stanford ) | | 1 I
1 - California) I Yes | | Chile, Cuba, |
| - Taxas ) | | i Finland, China |
| = Florida h) I I I l
oo | | 1 |
] - Cyptus | ; | GDR I
. | | | |
| - Finland [ 1982(1983—) [ 1982—> | Malta, China, i
1 | l | Tanzania, USA, i
] | | l USSR, GDR, |
| | | ' Mauritius, |
| | ] | {Sri Lanka) |
[ - Malta | 1983(1988) | 1983 ——> | |
{ = USSR | | l . |
| - Moscow, f 1986 l 1987 —:> l Finland, GDR |
] = Kaunas | 1984 | 1985 | Finland ]
| - SR | | I |
] = Czechoslovakia | | | 1
} SEARD I E { 1
| = Thatlland f l l Australla |
| - Sri Lanka | (1987)(1988) I 1988—-> [ Finland |
g | | : |
|~ China | | | USA, Finland ,
- Fijl | | | Australia I
|~ T W. Bamoa | ! | Australin |
| Augtralia | | | Australis |
| | | ! |
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Individval reports were then given on the status of s aumber of programmes;

.

AFRO — Tanzania

The report on the baseline study in Tanzanla was noted. Professor Tuvomilehto indicated
that a member of the Tanzanian team had spent tlme in Finland preparing the data analysis io
cooperation with the National Institute of Public Health in Finland. The group noted the
important role of Dr Alberti and his team from Newcastle in the development of the
methodology, the gurvey work, as well as provision of resources for thls project. This was
in fact one of the Ffirst major epidemiological surveys done lu Africa with correct and
appropriate methodology and technology. '

Dr Holland felt that the Tanzanian report raised a number of major methodological
questions, i.e. that Intervention and control areas do have major differences in both the age
structute and other population characteristics and that the baseline epldemiological data also
varies. He felt that the Global Scientific Advisory Group needed to decide how to handle
such problems. It was noted that previous experience In Finland wss of particular relevance
to this. Dr Farguhat noted that the issue of baseline differences will recur over'and over
again and the challenges to flad methods of analysis to compensate for this although ideally
there should be very close similaritles at baseline in the reference and intervention groups.
Dr Puska noted that comparilsons also needed to take Iinto account the time aspects, l.e.
differences in time between the contrel and the interventlon areas.

AFRQ - Mauritiuc

Details of the Mauritlus baseline survey and the Executive Summary as well as the
recommendatlons of the International Advisory Committee were also provided. The
Intevnational Advisory Committee (Drs Zimmet, Alberti and Tuomilehto) met In Mauritius in
January 1988 with officials from the Ministry of Health to discuss the future development of
the programme. WHO was represented by the WHO Programme Coordinator, Dr D.S5. Fareed, Dr M.E.
Chuwa (RA/NCD, AFR0O) s=snd Dy Hilary Eing (WHO Short~Term Consultant, Geneva).

Dr Tuomilehto noted that thete was = hilgh commirment on the part of the Mauritius
Minister of Health to proceed with Interhealth activities but there were no funds to implement
such a programme. It was suggested that Mauritilus Interhealth project should be watched very
carefully as a new Initiative as this developing couuntry may not be able to implement it
withont outside help. . : ' '

AMRC — USA
Dr Farquhar discussed several aspects of the USA activities:
- USA and Interhealth ;
- Health Promotlon Resour#e Centre and its possible role in the Interhealth Prégramme;
= The development of the guidelines for protocol development. ‘

National activitiez in the USA ~ Interhealth

CDC has been extensively involved through the establishment of the PATCH Programme and
have attempted to stimulate its activities throughout the USA. This is a community based
city programme similar to Interhealth. a

There hag been 2 Narlonal Cholesterol Education Programme developed and the Raiser
Foundation has had s natlonal cempaign to reduce dietary fat content from 40% to below 30%.
Many other similar. public and professional activities have been occurring in this area.

Health Fromotion Resource Centre

A Health Promotion Resource Centre (Stanford Centre for Research and Disease Preventiom
in ¢ooperation with the Henry J. Kaiser Family Foundatilon) has been developed and services
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include personal consultation, consultation by phone or mail, a network functlon introducing
communlly raepresentatives to others with experience in a similar complimentary fleld,
presentatlons on health promotion at workshops and conferences in the Western tregloa, and
catalogues of print and electronle media products at low cost.

The Stanford Centre offered to play a role in the distribution of such materials moting,
of course, that cultural issues had to be taken into conslderation in adapting USA materialg
for local usage In other countries and cultures.

EURD — Finland

Dr Puska commented on the ongoing activities of the North Karelia project. He noted
that the project had already been well described in meay sclentific reports. While the
programme was initially developed predeminantly for cardiovascular disease, in view of the
Interhealth philosophy, it has now been expanded into an integrated programme for communilty
health for other noncommunicable diseases and rigk factors with additicnal emphasis on
smoking, exercise, mutritlon and other diseases such as cancer gnd diabetes. The programme
has also been extended to other areas of Finland. He noted that as a WHO Collaborating
Centre and the Internatlional Data Centre for MONICA, Finland was very involved in the
Interhealth Programme generally and some of the country demonstratlon projects.

EURD - USSR

Dr Chazova presented Information regarding the integrated programme activities In Moscow
and some other centres of the USSR. The Integrated Programme (INTERHEALTH) in Moscow and
Kaunas is being developed on the basis of many years of experience gained during the
implementation of the USSR Cooperative Study on Multifactorlal Preventlon of Coronary Heart
Disease. In addition Lo existing INTERHEALTH centres, plans have been made to include
another two centres — one In Armenia, another in Tashkent, Uzbekh S5R. The main aim of the
programme In Moscow is Lo improve the health of the entire population by reducing NCD
morbldity and mortality rates {for CHD, stroke, resplratory cancer, chronic bronchitis,
diabetes) invelving exlsting health ecare and nonmedical establishments of the distriect,
including chlefly preventlon and contrel of the major risk factors and also actlon in early
detection and treatment of patients with these diseases.

Detalls were provided om aspects of evaluetlon (mortality, morbidity, disability, risk
factor levels and population swareness, and baseline epidemlological data on NCD risk factors
disability, health and life-style perceptioms, ete.).

SEARQ ~ Thalland

Dr Sriwongse Havanondh reported on the development of the Interhealth activitles in
Thalland. It was noted that Dr Mitrofanov and Dr Zismet had vislted Thailand In July 1988 to
advise on the development of NCD activities, im particular Interhealth programme, in that
CoOuUntry. Dr Hatal Chiranondh hed already prepared a comprehensive report on the NCD
problems.

He noted that Thailand was not a homogeneous country and that this needs to be taken into
conslderation in the development of Interhealth as there were major differences in needs
between rural and urban populations. br Sriwongse stressed the urgent need Lo get the
programme underway because of rapld urbanization In his country. . It was felt that a
consultant would be necessary for Thalland for a period of at least & months to get an
overview of the situation and needs for NCD in that country.

Thailand has not yet made NCD a mwajor priority ie 1ts 5 year health plan but that a very
good Infrastructure exists for the development of Interhealth end some isclated projects
already exlst. Dr Holland noted that there were already other projects in Thalland which
relate to environmentsl aspects which may in fact have implications for the Interhealth
Programme .
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It was noted that a study of the effects of palm oil on lipid and glucose metabolism may
be carried out in Thailand ags a collabaration between the Mahidol Research Foundatioﬁ (Dr
Vichai Tanphaichitr) and the WHD Collaborating Centre in Melbourne. o

REIEY

WPRO ~ People's Republic of China

Dr Chen provided information on NCD setivity in China.  Since 1985, an NCD prevention
praject had been operating in Tianjin municlpality (8 milllon population). Thirteen
communities covering 400,000 people were selected amongst 12 districts/counties as pilots.
The compunlties were chosen by different cultural background, exposure to secupation ‘and
envirommental conditions, and agricultural producticn (vegetables, tice, etc.). R

v

The infrastructure has been set up at all levels as has a coordinating centre for NCD
prevention and conttol, with the participatlon of politiclans, health professionals and people
from other related sectors. For the implementatlon of the project, the existing héalth
service system, including the Health and Disease Prevention Cemtres at municipal and county
level and the primary health care centres at the community level as well as hoapitals are
responsible for data collection, and the primary health care centres are carrying out the
Interventions in collaboration with the food industry, food distributors, and radie/TV
stations when necessary. ;

The diseases included in the project are stroke, hypertension, coronary heart disease and
cancer (lung, cervical, breast). Based on the local conditions and the current knowledge the
interventions belng taken are reduction of salt intake, avoidance of overweight, cessation of
smoking and comtrol of blood pressure. a

Dr Khaltaev noted the low levels of risk factors in China and pointed out that
interventlon strategles in China needed to take this into account. It was also noted that
visk factors for the various NCD may be different in developing countries. :

WPRO — FLii ‘ j

Owing to the current political sitvatiom im Flji, it has not been possible to progress
further with the Interhealth Project. However, continulng dialogue 1s occurring between the
WHO Collaborating Centre in Melbourne and the Fiji Ministry of Health regarding the protocal
for an intervention programme once the timing is appropriate.

WPRO — Australia

The Victorian Health Promotiom Foundation in Victoria has embarked on & Healthy Locality
project. This will involve a number of municipalities In the development of thelir own loeal
community intervention programmes, both planned and lmplemented by the commuaity. ~This
project has baen accepted as one of the demonstration projects for the Western Pacific Region
of WHO.

It was also noted that the Australian International Development Assistance Bureau (AIDAB)
has recently sponsoved a Multicountry Conference on Diabetes Prevention snd Control' Programmes
in the South Pacific. This was coordinated by the Melbourne WHO Collaborating Centre and 16
countries were represented by intersectoral participants. A number of country programies ara
expected to arise following this meeting with the potential of them being funded through
(AIDABY. Amongst these will be an Interventlon programme in Western Samoa and planning
between the Health Department and the WHO Collaborating Centre iu Melbourne is at present
uwnderway for this. ’

5.2 Generalized puidelines for protocol development

Dr Farquhar outlined the history of the guidelines and It was noted that the comcern to
develop an integrated and systematic attack on NCD as a whole started in 1978 with a Dublin
consultation on the links between ¢ardiovascular diseases and other chronlc diseases.
(Unpublished document ICP-CVD 020.) Since that time a number of meetings at global and
regional levels had taken place to dilscuss various aspects of the problem and theses' included,
in chronologleal order: ' o

v
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Geneve June 1980
Zurich October 1980
Faunes November 1981
Copenhagen October 1982
Geneva October 1982
Copenhagen June 1983
Malta December 1983
Brioni Seprember 19845
Kaunas/Moscow June=July 1985
Geneva December 19835
Reykjavik June 1986

As a result of these meetings the emphasis has been placed on the practical steps Lo be
taken to develop model programmes in individual ¢entres or countries participating in
Interhealth. The development of the guidelines for protocol development has been a major
part of thils effort.

The document tabled for the present meeting contained the guidelines and a number of
annexes which are complimentary to the guldelines.

Congiderable discussion then occurred regarding the guidelipes and the annexes. The
basais of the discussion was to what extent Interhealth should be involved in doing
standardized epidemiologlical studies Into the etlology of digsease or, as Dr Holland noted,
that Interhealth was meant to be attacklng the incidence of NCD by modification of risk
factors. Too many baselines studies might be a considerable drain on both money and
ragources.

The guidelines in their present form might in fact be based on the asssumption that highly
trained people already exist to implement the programme and this may not be the casge. There
may be a need to concentrate on developing the skills of the people who haven't had the

training for implementation but they mlght well be the people who have a greater impact on the
health patterns and hehavioural changes of the populations than the medical doctors Whe have
been developlng the guldelines and annexes. It was noted that apart from the guidelines and
the annexes, it might be necesaary to develop menuals for use by primary health care workers
who would he implementing the Interhealth activities.

Dr Chigan noted that WHO headquarters would develop a bank of different interventlon
programme modules and the countries could decide and accept what model they would wish to
uge.

Dr Helland noted that there were conflictling mesasages even within the protecol annexes,
e«g. the smoking strategy was almed at & certaln occupational group rather than at =
community. He guggested that the guldelines for protocol development be renamed to
"Cuidellnes for Protocols for Local Demonstratlon Projecte in Defined Communities®.

Dr Holland polnted out that with respect to the Interhealth Programme, while
epidemiologlats dasired standardizarion in their projects, thiz waen't feasible within the
Interhealth Progrumme. There may be countries with different disease priovitles desplire
aimilar rlgk factors operating. For example, with respect to alcohol consumption, whlle the
me jor problem from this might be c¢lrrhosis of the liver in one country, in another it might be
melor cat accidents. Thus, Interhealth ls the demonstratien that the reduction of certaln
risk factors, e.g. smoking, alcohol consumption, nutrition, reductlion of blood pressure, has
an effect not only on one condition but on several conditlens end that the overall concern 1s
to reduce premature mortality from certaln noncommunicable disegses.

The strategies will be influenced by cultural, soclal and demographle factors. The
commonality of standardization should be primarily process measures, i.e. change in
behaviours, and then reduction in disease incidence.

There was a general feallng rhat the guidelines were very useful but that they may be too
sophicticated for certaln groups. A number of the participants indicated that examples of
questlionnaires, as part of the annexes, would be useful.
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It was decided that there should be an introduction to the annex section Lndiqﬁting that
Lhese are just examples and if they are not appr0prlate for certain countries or local
situations, they can be adapted or discarded.

6. Modelling and forecasting of efficacy and effectiveness of Intervention prdgr&ﬁmea

This section was introduced by Mr E. Dowd (Short-Term Professional (Scientist),?NCD).
He outlined the history of the Interhealth modelling activities and the present status.

There had been a consultation in December 1987 (NCD/IP/88.1) which had made a number of
Recommendatlons including: ‘ ‘”
1. That WHO should establish a fo¢al polnt for modelling activities within the Division of

NCD.  This had subsequently been accomplished by the appointment of a half-time
sclentist position.

2. To identify appropriate models to analyse avallable natlonal data for luterim ﬁeasures of
potential health programme impact. '

3. Continue efforts in archiving various types of morbidity, mortality and risk féctcr dats
and extend the scope of these data to include natiomal health survey data.

4. The Dlvigion of NCD be instructed in developing a series of menus which systemﬁtically
organize optlong for each model component of an overall integrated model.

5. Create WHO Collaborating Centres to provide technical assistance in transferrlng relaevant
forecasting modelling capabilitles to appropriate groups Iln each country.

6. Extend life table based utilization models to broduce progtamme .efficacy and impect
MEASULES.

7. GContinue the activities at the WHO Collaborating Centre at Duke University necessary to
develop a range of health forecasting and simulation models.

8. Develop forecasting and simulaticon models for modelling effectzs of noncommunicable
diseases intervention at different points in the morbidity process.

9. Create WHO Collaborating Centres for implementing local “"user friendly” access to
modelling resulcs, '

10. In order to facilitate the formulation of integrated cowmmunity health programmes, review
existing literature and current progrewmes iln progress which are involved In heslth
interventions and their evaluation.

Active discussion took place regarding both the limitatious and the benefits of modelling
activities. Such lssues were ¢learly of importance in relation to the amount of resources
whilch might be deploved towards thils pert of Interhealth activity.

The Global Scientific Advisory Group accepted that the technology that presently existed
was zatlsfactory, but that as far as Interhealth was concernad, this needed to be put into &
practical context. It was suggested that modelling could be added to ome of the existing
demonstration projects to see whether it would be a useful procedure for ongoing planning of
such projects. It was suggested that the Mauritius Interhealth Project could he uszed.

It was noted that there wag already some modelling amctivity collaboration with the CINDI
Project for Tceland. The gquestion waz also ralsed whether modelling would be useful in small
countries su¢ch as Mauritlus where it was very difficult to have a reference area for

Interhealth. Mr Dowd and Dr Manton felt that modelling would be particularly useful in these
situations.
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The Group felt in the posltlon to advise WHO of a general satisfaction with the sateps
taken so far in developing the modelllng activities at headquarters. It was agreed to
recommend to WHO to continue along these llnes as part of the Interhealrh Project and to
support the recommendations made by the earller consultation. It wags alsc recommended that
future work in the modelling should have a partlcular emphasis on practicsl collaboration with
some of the demonstratlon projects to look at the applicability and utility of rhe data with
reapect to the modelling activities.

7. Education and training activities

Dr Chigan introduced a positiou paper on the education and tralning activities for
Interhealth. Dr Chigan's paper explained what WHO was presently deing regarding the
Interheslth Programme and what they inteunded to do.

Dr Chlgsn Indlicated that in addition to health education, which Is a very important
component of all Interhealth intervention programmes, training activities for undergraduatee
as well as post—graduates ave playlng an lmportant role iIn the development of the iIntegrated
approach to NCD prevention and control.

Undergraduste tralnlng

The Integrated approach to noncommunicable diseases could be Included as a part of the
following dlsciplines;

epidemiclogy;

therapy;

soclal medlcine;

public health;

health care management;
— community medicine, etc.

It could be a special part of programmes on diabetes, cardiovascular digeases, cancer,
chronlc bronchitis, etec.

The importance of the integrated approach to the development of noncommunicable disease
programmes could be described within the process of tesching in the field of primary health
¢are, health promotion, etc.

If the undergraduate training currlcula includes systems analysis, the integrated
approach to noncommunicable diseases would be an excellent example for demonstrating systems
thinking and modelling, integration of research, sducatlon and practical application, etc.

However, in splte of the differences amoug existing health care and educatlonal systems
in countries, a place should be found for tralning in thie very important field.

The integrated approach to noncommunicable diseases is belng taught in some medical
schools and universities in the USA, UK, Australla, Finland, China, Japan, USSR, and various

other countries.

Post-graduate training

Depending on the structure of the participants, there are two types of post—graduste
training: monodisciplinary and multidisciplinary. ’

When speaking about the LIntegrated approach Lo noncommunicable diseases, monodisciplinary
courses, workshops and seminars could be orlented to the education of a monodisciplinary group
of particlpants such as epidemiologlsts, statlsticlans, organizers, ete. In its turn
monodiaclplinary training could be hasle and problem orviented.
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In 1988 a basle training course im the USSR — "Statistical, Epidemiological and
Qperatlional methods in Programmes for the Prevention of Non~communicable Diseases™ = was
initiasted by the WHO Regional Office for Europe (EURO). o

The curticulum of this course includes basic tralning at the Central Institute for
Advanced Medical Studies (CIAMS) and at the All-Union Centre of Preventive Medicine (R.
Oganov) in Moscow and a field visit to Kaunag (V. Grabauskas, A. Baubiniene}. This course
will be conducted every year jolntly by EURD and HQ.

There are many national courses in the field of epidemiology of noncommunicable diseases
in various countries, which could be used by WHO Reglonal Qffices as WHO training cpurSES.

In 1986 a special training problem oriented course for Interhealth programme managers was
conducted in Fiuland - Polvijirvi.

It is necessary to emphasize the importance of the North Earella International Visitor's
Programme regularly conducted by the NWational Institute of Public Health (Helsinki) and the
North Earelia local health care authority (¥. Puska, J. Tuomilehto).

A very important role In training belongs to another of the most experienced WHO
Collaborating Centres in the field of the development of the integrated approach to
noncommunicable diseases - Stanford Centre for Health Promotion (J. Farquhar). :

Taking into account that the development and application of any noncommunicable diseases
programme needs the close cooperation of different specielists it is planned to conduct a
multidigeliplinary training course in 1989. The techaelogy of such a course has heen
developed by the Central Institute for Advanced Medical Studies in Moscow (CIAMS) and bases on
systems analysis methodology.

It was suggested that diabetes mellirus could be used as a model for developing
multidisciplinary team training. The preparatory work has already been started by the
Instlitute for Diabetes, Endocrinology and Metabolle Diseases, "Vuk Vrhovace™, in Zagreb (Z.
Skrabalo). s

The Ministry of Health of Maurltius has also expressed the wish to conduct a
multidisciplinary training course for national teams responsible for programme development.

In discussing this position paper, Dr Chigan noted the need to develop & new training
course for the uatlonal teams for the Interhealth programme. Posslble sites for this had
been digcussed including Yugoslavia and Mauritius. The Minister of Health in Mauritius and
the WHO Programme Coordinator, Dr Fareed, have indicated their desire to have this course in
thelr couvutry. It was generally felt that the training activities should basically involve
countrles with Interhealth demonstration projects because they need the stimulus from such &
course.

The Global Scientific Advisory Group felt that it was logical to have the training course
in a country where the Interhealth project was alveady in operation and s atrong plea was made
for Mauritius as the site on the grounds that the training course c¢ould be held in association
with a meeting of the International Advisory Committee, it would provide an opportunity for
the strengthening of the Mauritius project and some training of the pational team could take
place at the same time.

8. Rasearch activities

The Research Needs {Interhealth) for Compunity Health in Noncommunicable Diseases were
introduced in g position paper by Dr Holland. o

The major research needs for the integr&ted programme of community health can be grouped
under the following headings:
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1. Frimary prevention or health promotlon.
2. Secondary prevention or early detection.
3. Treatmeat and rehabllitation.

8.1 Primary prevention or health promotlicon

It !5 eggential to evaluate which preventive programmes are most effectlve 1n reducing
both risk factors (for example, smoking and diet) and Incldence of disease and disabllicy.

Many types of preventlve programmes ¢an be used. For example, advice can be given by
the general practitiomer or other primery health worker in the workplace. Other examples
include education programmes in schools and elsewhere, and publicity and the use of televiglon
and the media.

The effectiveness of primary prevention programmes varles according to the reciplent and
situatlon. Research ie vital in this area in order that interventions are chesen which are
most effective and appropriate.

It i8 also important that research ls done into the way in which programmes interact go
that combinatlona can be used to greatest effect, slnce the causes of chronle digease are
complex and the reduction of one risk factor may influence the progresslon of a dlfferent
condition. Thus, research into good integration of prevention Is viral for cost
effectiveness.

The control of smoking, which Is a major risk factor for cancer of the lung, chronle
bronchitis and coronary heart dlseasse s a good example of the various approaches avallable
for primary prevention.

There are 3 main approaches!
(a) prevent people from starting smoking;
(b) persuade people Lo stop smoking;

(c) 1investigate the production of less hazardous products fov those who are unable to glve up
smoking.

In each of these areas, research 1s required to enable a decision a5 to rthe most cost
effective way to provide preventive programmes for smoking.

Similar research Is needed for influencing dletary patterus since obesity ls a risk
factor for cardlovascular disease, and other dletary factors may Influence the Incidence of
other condltions such as non—insulin dependent dlabetes. It is also necessary to determine
whether the combination of education and advice on "healthy living”, for example smoking and
diet, is wore effecrive than treating each problem separately.

When is a health message Likely to be most effective? When and how such programmes are
effective requires research in order that resources are used most efficlently. For example,
to prevent school children from smokinmg, it Ls 1lkely that Interventions are required before
14 years of age since the largest lncreases in the incidence of smeking among children is
between the ages 14 and 13 years. Research has shown that interventions are likely to have
greatest effect in the 11-12 year age group.

8.2 Secoudary preventilon or early detection

In the fileld of secondary preventlon regearch is required into which programmes of
screening are most effective, and which can be integrated to best effect.

For example, the addition of mammography to routine cervical screening could have
beneficlal effects. However the groups that are currently recommended to have regular
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cervical sereening include a large number of younger women who are not in the age group
curtently recommended to have routine mammography. There is likely to be zome overlap in age
and therefore au oppovtunity for screewing for both conditlons. . The value of mammography is
still in some doubt, particularly in younger women and research. is required inte both the
benefits and the costs of this form of screening, Can we by combining these two make the
sitvation more effective? :

In ovder that this type of research be effective appropriate measures of outcome wmust be
developed within the local situwatlion. Economical methods of measuring mortality and
morbidity must be developed in addition to appropriate measures of function among
individuals.

8.3 Treatment and rehabilltation

As new treatments for chronic disease are developed, oungoing evaluation is required.
Regearch Is needed lnto how best to organlze health services in order to provide preventive 28
well as curative aservices. -

The areas discussed above only outline the research needs in this vital area of public
health concaern. There are, of course other areas, such as pathology and molecular bhlology,
where tesearch 1s also necessary.

For example, pathological examination in areas where post mortems are common may provide
& more accurate method of measurement of outcome than ig provided from death certifleatien.

it must be emphasized that appropriate economic analyses are needed, which will determiue
the costs, effeactiveness and efficiency of diffarent procedures and which will show their
effects on the quality of life. !

Field demonstration projects are important and are belng pursued but it Is not necessary
to wait for results of the research before anything can be done.

Thusz, it ds evident that a great deal of research is required if a properly evaluated
system of integrated, noncommunicable disease prevention is to become available.

The Global Scientific Advisory Group agreed that Dr Holland's position paper was
excellent but gome additional needs wera:

= what personnel and rescurces needed to be developed to implement the Interheslth
programmes natlonally snd locally; :

- assessment of role of exercise;

= evaluation of demonstration projects;

- whether education technlques using the whole family unit might be more effective;
- the role of new technology such as microcomputers in education;

- studies on cost effectiveness of health interventions;

children and adolescent behavieour and relationship to risk factars.

Evaluation of Interhealth projects; these are quasi-experimental and should be evaluated
as such. Standardized statistical techniques used In evaluating controlled randomiged trials
may be neither appropriate nor adequate to evaluate these studies. In certain Instances, the
main question will be whether there are differeuces in trends befween the reference and
intervention groups, and to what extent the diffetent trends can be associated with the
intervention, rather than with lnherent differences in the two groups.

Other areas highlighted by the Global Advisory Steering Group were the nesd to test
hypotheses on:
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~ possible new rigk factors for NCD in various populations;

- genetlc susceptibllity to different environmental risk factors. There appears to be
heterogenaity of risk factors between different populations and new lnformation on this
might influence the intervention strategy for the same risk factor In differant
countrlea/communities.

Considerable discusslon took place as to whether baslec and etielogleal research were to
be part of the Group's recommendations. It was emphaalzed that thls type of research was of
conslderable importance as it would/¢ould provide informarion on:

- groups of hilgh genetlc/susceptibllity risk of certain NCD;

~ informatien on relevant risk factors In different communities ss a basis for the
interventlong.

A good example of thls cited need was Mauritlus where there was inadequate knowledge on
what to base a major lntervention programme on to tackle diabetes and CVD, e.g. was it palm
o0ll or something elae? Thus, there still appeared to be a role for longitudinal eticloglcal
studies.

The Global Advisory Steering Group recognlzed that there are already mechanisms and
resources to undertake thls type of etiological research. Thus, the approach outlined in the
position paper was accepted as the prevailing philosophy for Interhealth. This does not
exclude the other research needed for developlng knowledge towards the nature of
intervent loma, but for Interhealth, the emphasis should be on disease prevention research.

Major research for Interhealth should be on the evaluatlon of intervention on known risk
factors and how best to intervene.

9. Organization and management

9.] General organizational structure of the programme

WHO Collabovatlng Centres WHO/HQ Global Scientific
NGOs Advisory Group
Steering Committee

WHO Collaborating Centres WHO/Regious
Reglonal NGOs AFRO

AMRD

EMRO

EURO

SEARQ

WERO
Natlonal Resarch Instltutlons Countrries
National Centres (Demonstration Projects)

National Medlcal Societies

9.2 Linkage in HQ

Office of Research Promotion and Nevelopment;

Divialon of Environmental Health;

Division of Global Epidemiological Surveillance and Health Sltuation Asgessment;

Division of Informatlon Support;

L

Division of Family Health;
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— Division of Mental Health;
- Division of Public Information and Education for Health;
=~ Divislon of Health Manpower Development.

9.3 WHO Collaborating Centres in the Interhealth Pfogramme

WHO Collaborating Centre for Reseatch, Training and Control of Noncommunicable Diseases - 5t
Thomas's Hospital Medical School, lLondon, UK - Head - Professor W.W. Holland.

WHO Ccllaborating Centre for NCD Prevention and Control - Wovi Sad Medical Faculty ana City
Health Centre, Novi Sad, Yuposlavia - Head - Professor D.  Jakovlievic.

WHO Collaborating Centre for Research in Chronic Disease Prevention, Stanford University,
California, USA — Head - Professor J.W. Farquhar.

WHO Collaborating Centre for Research and Training in the Methods of Assessing Risk and
Forecasting Health Status Trends as related to Multiple Disease Qutcomes, Center for .
Demographic Studies, Duke University, Durham, USA - Head — Professor K. Manton.

WHO Collaboratling Centre for Health Promotion, Research and Development, Center for Health
Promotlion, Research and Development, The University of Texas, Housteon, Texas, USA — Head —
Professor L.W. Green (Professor T. James).

WHO Collaborating Centre for the Development of Integrated Primary Care Programme for
Community Practice, Division of Diabetes Control, Center for Preventive Services, CDC,
Atlanta, Georgla, CSA — Head = Dr A. Ring.

WHO Collaborating Centre for Integration of Comprehensive NCD Prevention and Control
Activities, State Health Offlice of the Department of Health and Rehabilitative Servides,
Tallahassee, Florida, USA = Head = Dr L.C. Deeb.

WHO Collaborsting Centre for Community Programmes in Chronic Disease Prevention and Health
Promotion, Netional Public Health Institute, Helsinkl, Finland — Head - Professor P. Puska.

WHO Collaborating Centre for Research and Training in the Prevention and Contrel of <
Cardiovascular and Other Nencommuailcable Diseases, Kaunas Medical Institute, Keunas,
Lithuanian S8R, USSR - Head - Dr V., Grabauskas.

WHO Collaborating Centre for Regsearch and Training in the Prevention and Control of
Cardiovascular and Other Noncommunicable Diseases, Institute of Praventive Cardielogy, Moscow,
J58R — Head — Professor R.G. Oganov. y
WHO Collaborating Centre for Epldemlology of Diabetes Mellitus and Health Promotion of
Noncommunicable Piseases, Lions Iaternational Diabetes Institute, Royal Southern Memorial
Hospital, Melbourne, Aunstralia — Head — Professor P. Zimmet.

WHO Collaborating Centre for Training and Research in Self Care, Maastricht, the Nethérlands -
Head - Profeasor M. Bremer Schulte.

Proposed WHO Collaborating Centreg

WHO Collaborating Centre for the Development of an Integrated Programme for Community Health
in Noncommunicable Digeases within the Reglonal Public Health Systems, 2nd Department of
Medicine, Kobe University Hoapltal Kobe, Japan - Head = Professor 5. Baba. L
WHO Collaborating Centre for the Integratliom of NCD Prevention and Control Programmes into the
Existing Public Health System, Riga Medical Instirute, Riga, Latvian S8R, USSR - Head -
Professor W.W. Kanep.
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WHO Collaborating Centre for Deslgn and Application Models for NCD Morbidity and Mortaliry,
International Institute for Applied Systems Analysis, Laxenburg, Austriaz - Head — Dr 5.
Scherbov.

WHO Collaborating Centre for Preventive Medicine and Health Services Organlzation, Department
of Epidemlology and Medical Informatics Imstitute of Advanced Blomedical Technologies, Milano,
italy.

9.4 Coordinaling Centres

9.5

9.6

10.

- Demomstration projeet activity - Natiomal Institute of Public Health, Helginkl,
Finland, WHO CCe Newcastle, Melbourne, Texas, Kobe.

- Research mctlvity - Department of Community Medlcine, 5t Thomas's Hospltal, London, UK.

- Tralning actlvity — The Central Institute for Advanced Medical Studies = CIAMS, Moscow,
USSR,

- Modelling sctivity - The Center for Demographic Studies, Duke University, North
Carolina, USA.

Linkage wlth NGOs

International Epidemlolopical Asseclation;

International Diabetes Federatiou;
—~ International Union Againsc Tuberculosis and Lung Disease;

- Tnternational Seciety for System Sclence in Health Care;

International Lespue Against Rheumatism;
- European Foundatlon for Osteoporosis and Bone Disease.

Financisl support

19861987
Regular budgetr - US § 36,000
DGE funds s $300,000
NGOs -

i

1988~1989
Regular budget us § 37,000
DGP funds Us 4100,000
NGOz -

1990-1991
Regular budpet — US § 46,800
DGE funds =
NGOs -

Recommendations

The Global Scientifiec Advisory Group recommended that the definition of the Integrated

Programme for Community Health Iln Noncommunlcable Diseases (Interhealth Programme) should

be that formulated by the WHO Steering Group of Geneva (NCD/Ip/86.1, 1985), l.e.
“An Integrated Programme for the preventlon and control of noncommunicable dligseases
combines, In an operationally feasible manner, resources and approaches currently
heing devoted to the preventlon and control of selected noncommunicable diseases and
related conditions, and it permits the menagerial unification of a set of prevantlve
and other control activitles that should lead to the prevention and control of major
noncommunicable diseases and to promotion of health in entire communities.”
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In line with the proposals of the Stanford Meeting (July 1987) the Steerling Group

agreed:

i.

ii.

iLis

iv.

that the Interhealth Programme be viewed as a global activity both in a philosdphical and
practical sense;

that the demonstratien projects be set up asg a separate WHO Interhealth demonatration
project group consisting of 2 projects from each WHO region;

that there be at least 2 demomstratlon projects in each region;

that countries in each reglonm be encouraged to undertake sepavate Interhealth activities
but not necessarily under the demonstration project banner.

There was general consensus that, Lf possible, data analysis for Interhealth ﬁtojects
should be done at the national country level in order to develop logal expertiae for both
the design of the projects and the analysis of data.

There appearad Lo be at least 3 centres who could provide technical assistance 'to
countries including Finland, USSR, aud the USA (Stauford). It was noted that-the
countries involved in the demonstration projects have expregssed thelr desire o have a
coordinating centre.

On the bascis that the Moscow Centre in the USSR is already heavily involved in the CINDIL
data coordination, it was recommended that the National Public Health Institute, Finland,
should be the coordinating centre for the development of methodology and coordimation of
data enalysis although there was no reason Why gome of the other centraes would not bhe
involved In certain other aspects or more local data coordimation.

The Global Scientific Advisory Group requested that the World Health Organizatlon find
the resources requived la order to ptomote the Interhealth Programme globally’ and for its
vatlous components notably:

demonatration projects;

modelling and forecasting activitles;

3

educatlon and training;
- resgarch.

The Global Scilentific Advisory Group requested that WHO headquarters should axplore
directly with the Natiomal Public Health Ianstitute, Finland, its agreement to coordinate
the data analysis activities for the demonstration projects and to explove the
possibllity of funds for these activities.

The Global Scientific Advisery Group strongly recommendad to the World Heslth'
Organization that becauge the major noncommunicable diseases and their risk factors are
now a global problem, WHO should embark on a major promotional campaign to bring
attentlon to the Interhealth Programme as the major noncommunicable disease component of
the “Health for all by the yesr 2000" strategies. This should involve widespread
publicity through public relatlons efforts, media, television, radio, ete.

The World Healrh Organization should develop and maintain a central register of the
Interhealth activities which would include the demounstration projects, modelling
activities, education and training programmes, and ressarch activities, globalily.

That the Global Scientific Advisory Group for the Integrated Programme for Community
Health in Noncommunicable Diseases (Interhealth Programme) should meet again In twelve
months, prlor to the next biemnium budget planning activities, and then at least once
every LW years. The Global Scientific Advisory Committee should have a formal
reporting structure and thete should be adequate representatlon from developing
countries.
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That there be regular meetings, at least every twelve months, of the demonstratlon
project group and that the project demonstratlon group meetings should rotate between
countries.

That the Taterheslth Programme ls not just a WHO headquarters activity and that all
regions of WHO should be encouraged to pay greater attention to the integrated approach
to NCD and its risk factors through community health. It was noted that this would
fagcilitate the role of WHO Collaborating Centres as it is necessary for them to report to
thelr reglonal office and that Inadequate information and commitment to the progremme at
the reglonal level could hamper the roles of the WHO Collaborating Centre in thelr
activitieg to enhance the Interhealth Programme.

It was also recommended that the Regional Offlce NCD Advisors should be asked to attend
meetings of the Global Scientific Advisory Group for the Integrated Programme.

Regarding the modelting and forecasting activities, the Global Secientific Advisory Group
noted general satlsfaction with the ateps already taken in developing the modelling
activities at headquarters.

The Global Scientific Advisory Group recommended that in the future meodelling activities,
particular emphasls should be put on functional c¢ollaboratlon with the various
Interhealth centres and countries Involved in demonstration projects to look at thelr
data and the applicablllity and utility of the models. It was suggested that the
Mauritlugs project mlght be one such example.

The Group recommended that WHO continues along these lines as part of the Integrated
Programme and were encouraged by the appointment of a resoutrce person at headquarters Lo
strengthen these activities. The Group also supported the role of Duke University as a
focal point and coordinaring centre for the modelling activities.

Regarding education and training activitles — The Global Sclentiflc Advisory Group
recommended Chat:

There were three eatablished places at present where countries could send representatives
to sea how zn Interhealth demonstration project might work, e.g. Finland, USSR, USA
{Stanford).

There was a need for training programmes for project coordinaters and leaders. There
was a need for ongolng training and managerial plan to define the needs and activities of
Interhealth.

There 1a an unmet need for the training of the national and local tesms and the health
professlonals required at the ground level im the local country Interhealth activities.

There la a need for illustrative training programmes for the demonatratlon of specific
risk factor and disease sltuations.

The Global Scientific Group felt that in genmeral, the tralning programmes for local
demonstration projects should be more risk factor oriented at local levels rather than
national and felt that the Intetrhealth programme should not concentrate on individual
disease programmes.

The Global Scilentific Advisory Group recommended that WHQ report annually teo the World
Health Assembly on Che progress of the above recommendations.
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?
4%  ORGANISATION MONDIALE DE LA SANTE ARNEX 1

WHO GLOBAL SCIENTIFIC ADVISORY GROUP
MEETING FOR THE INTEGRATED PROGRAMME
FOR COMMUNITY HEALTH IN NONCOMMUNICABRLE
DISEASES (INTERHEALTH PROGRAMME)

12-14 September 1988, Geneva

LIST OF PARTICIPANTS

Professor J.H. ABRAM3ON, Department of Social Medicine, The School of Public Health- and
Community Medicine, The Faculty of Medicine of the Hebrew University and Hadassah,-
Jerugsalem, Israel . T

Frofessor J.5. BAJAJ, President, International Diabetes Federation, All-India Institute of
Medical Sciences, Ansari Nagar, New Delhi, India®

Professor L.V. CHAZQVA, Chief, Department of Integrated Preventlon of Noncommunicable
Diseases, All Unilon Centre of Preventive Medicine, Moscow, USSR

/. Professor CHEN Chumming, President, Chinese Academy of Preventive Medlcing, Beijing, People's
Republic of China

Dr H. CHITANONDH, Deputy Director General, Department of Medical Services, Ministry of Public
Health, Bangkck Thailand™

{Alternate: Dr Warong SADUDI, DirectorwGeneral Department of Medical Services, Minlstry of
Public Health, Bangkok, Thailand)

{(Alternate: Dr Sriwonpse HAVANONDA, Chief Medical Officer, Department of Medical Services,
Ministry of Health, Bangkok, Thailand)

Professor J.W. FARQUHAR, Director, Stanford Center for Reseavch in Discase Prevention,
Stanford University School of Medicine, Palo Alte, CA, USA

Professot W.W. HOLLAND, Presldent, Internatlional Epidemiological Association, Department of
Community Medicine, Unlted Medical and Dental Schools, 8t Thomas's Campus, Londen, UK

Professor K. MANTON, Assistant Director, Center for Demographic Studies, Duke University,
Durham, North Carolina, USA

 . Dr Z. PISA, Head, Research Department of Preventive Cardiology, Institute for Clinical and
Exparimental Medlolne Prague, Czechoslovakia®

Professor P. PUSKA, Director, Department of Epldemiology, National Public Health Institute,
Relsinkil, Finland

Professor L. SHLIGEMATSU, Chalrman, Radiation Effects Research Foundation, Hiroshima, Japan

Professor 0.D. WILLIAMS, Director, Ceater for Health Promotion and Disease Prevention, The
University of North Carolina at Chapel HILl, Chapel Hill, NC, USA*

Professor P. ZIMMET, Department of Epidemiology, The Royal Southern Memorial Hosplcal,
Caulfield, Australia

*Unable to attend
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WHO SECRETARIAT

HU Ching-Li, Assistant Director-General

E.N. CHIGAN, Director, Division of Noncommunicable Digeases

M. BELSEY, Chief, Maternal and Child Health

5. BOTRIG. Chief, Cardiovagcular Diseases

L.P. BRIAZGOUNOV, Maternal and Child Health

A. CREESE, National Health Systems and Pollcles®

J.E. DOWD, Short-Term Professional (Scleantlat), Division of Noncommunicable Diseases
L. GRANT, Technlcal Programmes Information Centre Support

N. KHALTAEV, Medical Officer, Division of Noncommunlcable Diseases

H. KING, Short-Term Consultant, Divigion ¢f Noncommunicable Diseases
M.P. MITROFANOV, Medical Officer, Divislon of Noncommunicable Dlseases
T.K--W. NG, Acting Chief, Office of Occupational Health*

A. RESTREPO, Representative, AMRO®

A. SHATCHKUTE, Reglonal Officer for Chronic Diseases, EURO*

K. STANLEY, Cancer Unlt




