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Cardiovascular disease (CVD) currently accounts for nearly half of non-
communicable diseases (NCDs). NCDs have overtaken communicable diseases
15 the world's major disease burden, with CVD remaining the leading global
cause of death, accounting for 17.3 million deaths per year, a number that is ex-
pected to grow to >23.6 million by 2030 [6].

Increasingly, the populations affected are those in low- and middle-income
countries (LIMC), where 80% of these deaths occur, usually at younger ages
than in higher income countries, and where the human and financial resources
(0 address them are most limited [8].

Cardiovascular diseases in Ghana. Cardiovascular diseases refer to diseas-
s of the heart and/or blood vessels. The occurrence of cardiovascular diseases
las risen exponentially in Ghana to become a leading cause of morbidity and
mortality. Statistics at the National Cardiothoracic Center indicate that 60% of

Jcaths among adults in the country results from cardiovascular diseases and
stroke [7].
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According to the latest data from WHO, Cardiovascular diseases cause
3000 deaths per every 100000 people which translates to 750250 deaths annual
ly from cardiovascular diseases representing 3% of the population.

Among the cardiovascular diseases, the most prevalent in Ghana are 2
follows:

1. Rheumatic heart disease — 133 in every 100000,

2. Hypertensive heart disease — 154 in every 100000,

3. Ischemic heart disease — 910 in every 100000.

4. Cerebrovascular disease — 1016 in every 100000.

5. Inflammatory heart disease — 187 in every 100000.

The risk factors for these cardiovascular diseases are: obesity, hyperten
sion, tobacco smoking, alcohol, diabetes mellitus and dyslipidemia,

Among the cardiovascular diseases, cardiovascular diseases are the most
common in Ghana, accounting for about 35%-40% of heart-related cases in
hospitals. The main risk factors for these cardiovascular diseases are hyperten-
sion, diabetes mellitus, smoking and obesity.

Hypertension is the major risk factor for this kind of cardiovascular diseas-
es. Recent studies suggest that 13-25% of the country’s adult population is hy-
pertensive thus is prone to contracting cardiovascular diseases,

The eating of fatty and salty foods as well as lack of exercising puts many
Ghanaians at risk of hypertension and thus cardiovascular diseases.

Also about 6-7% of the adult Population are diabetics, and 6% have high
cholesterol thus are prone to cardiovascular diseases.

Furthermore about 10% of the adult populations are tobacco smokers and
5-7% — obesity. All these data positively show why the occurrence of cardio-
vascular diseases in Ghana is a rampant and should be of concern to all
stakeholders.

Cardiovascular diseases in Somalia. Although the mortality rate from car-
diovascular diseases has been greatly reduced from the 70'th they continue to
cause nearly half of the working-age deaths in Somalia, In fact they form the
largest group of death causes, In 2012 heart infarct attacks and coronary artery
disease in all age groups had a total of 21 769, The number of men suffering
from this group of diseases slightly outreaches the half of the cases [2].
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Working-age Somalis infarction and coronary artery disease attacks in one
. year period was 4052, men numbered four-fifths of this amount. Regional dif-
 ferences in cardiovascular spreading and mortality are high in Somalia.
] Coronary heart disease is found about one and a half times more often in
the south-western Somalia in comparison with the eastern and north-eastern
i part of the country. Also, the socio-economic differences are noticeable. Groups
}; of smaller incomes have higher risk of developing cardiovascular disease and
dying from it.
" Somalia was the world's top ranked middle-aged men with coronary heart
 disease mortality in the 1960s. In- the beginning of 2000 years the middle-aged
: men mortality level was reduced by approximately one fifth of its highest level.
: Currently from coronary artery disease die more than 12 000 Somalis each year.
In 2012, coronary heart disease caused the death of 11 591 people and
more than a half of them were men; died 1252 people of working age and about
83 per cent of them were men.
A reduction in coronary heart disease over the past decades has contributed
i improved prevention and treatment along with improved lifestyles. in recent
decades bypass surgery and angioplasty are developing in Somalia.
' Although the incidence has declined there appeared some fears that the ag-
ing population is increasing number of cases. As with other cardiovascular dis-
ease heart failure occurs more commonly in eastern and northern Somalia than
In the south and southwest Somalia. The number of sufferers is probably declin-
ing. In 2010 the special rights to compensation of heart failure medication about
43 000 Somalis were given.
' Cardiovascular diseases in India. Heart diseases have emerged as the num-
one killer among Indians, According to the World Health Organization,
Ei)eart related disorders will kill almost 20 million people by 2015, and they are
' > ceptionally prevalent in the Indian sub-continent [4].
' According to a recent study by the Registrar General of India (RGI) and
"7« Indian Council of Medical Research (ICMR) about 25 percent of deaths in
© age group of 25-69 years occur because of heart diseases. If all] age groups
"' e included, heart diseases account for about 19 percent of all deaths.
4 It is the leading cause of death among males as wel] as females and in all
regions of India, the study found. India, with more than 1.2 billion people, is
},estimated to account for 60 percent of heart disease patients worldwide.
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Half of all heart attacks in this population occur under the age of 50 years and

25 percent under the age of 40. It is estimated that India will have over 1.6 million

strokes per year by 2015, resulting in disabilities on one third of them.

The threat of heart disease isn't 2 new one. It's been glaring at us for years, -
making us question every detail of our complicated lifestyle choices, diet and
level of physical activity. It's been a leading killer in the West and has now ags
gressively made its way to India. According to government data, the prevalenco:
of heart failure in India due to coronary heart disease, hypertension, obesity,
diabetes and rheumatic heart disease ranges from anywhere between 1.3 to

4.6 million, with an annual incidence of 491,600 to 1.8 million [5].

According to a report by published by The Associated Chambers of Coms =

merce and Industry of India (ASSOCHAM), one of the apex trade associations
on the cardiovascular disease scenario in India, the country has seen a consider=

able increase in the number of heart disease cases over the past couple of decs

ades. The report suggests that the leading cause of this is India's economie 3

growth and urbanization. A large section of the population has adopted an un= -

healthy lifestyle combined with decreasing physical activity, increasing stress -

levels and a higher intake of saturated fats and tobacco.

To address this rising heart disease epidemic, the government had initiated

an integrated National Program for Prevention and Control of Cancers, Diabe-
tes, Cardiovascular Diseases and Strokes.

Cardiovascular diseases in Ukraine. Every year cardiovascular diseases kill

more than 500 thousand Ukrainians (an average of 1370 people die every day).

According to the State Statistics Service, in 2013 about half of the deaths are

due to cardiovascular diseases. In comparison with 2012 the mortality rates

have not changed in Ukraine. The main reasons: low culture of prevention, di=

agnostic and treatment of cardiovascular diseases among the Ukrainians [1].
Over the last years, diseases of the cardiovascular system make up 66% of

the total number of Ukrainians mortality. While in most European countries,

this index does not exceed 50%. For example, the mortality rate from stroke in
Ukraine is higher than in Switzerland (men — 18 times, women — 14 times).

Ukraine is a member of the international community of countries that have
set a goal to reduce CVD mortality by 25 percents to 2025. First of all this pro=
gress will depend on educational work of scientists, doctors etc.
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Next is a serious problem — the difficult economic situation in the country
and the low level of material security of citizens. High rates of CHD are espe-
cially troublesome in Ukraine and other formerly Soviet Republics in transition,
where health systems are not sufficiently financed to respond to a high demand
for chronic disease treatment, and out-of-pocket health care expenditures in-
curred by patient households are often catastrophic [3].

The different regions of the world face different stages of the epidemic.
Currently, the Eastern European countries and members of the former Soviet
Republic are facing enormous burdens with over half of all deaths attributed to
cardiovascular disease. Meanwhile, countries in Sub Saharan Africa are just be-
ginning to see increases in these chronic illnesses while still grappling with
HIV/AIDS. The trends in risk factors suggest the problem is only going to con-
tinue to grow in the near term. Nonetheless, viable solutions to curbing if not
reversing the epidemic exist. The reduction in the disease burden will require
changes at the policy level as well as at the personal level. From societal per-
spective efforts to improve lifestyle choices such as tobacco control strategies
will be paramount. At the personal level strategies to assess risk will need to be
simplified as well as the treatment modalities employed. Further, alternative
uses of allied health workers such as community health workers will need to be
evaluated given the reduce human resources in most developing countries [3].
Indicators of cardiovascular morbidity in India are lower than in other coun-
tries, including Ukraine. However, taking into account the population, heart
disease in India is a serious worldwide problem.
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HocnimkernsmMu 6araTboX BUEHHX NOKA3aHUMH TICHUI B3a€MO3B’A30K ypa-
KEHb TKaHHH NApOJIOHTA i3 3aralbHUMHU 3aXBOPIOBAHHAMH OPraHi3My, BHSBIIE-
Ha 3HaYHa PO3MOBCIOKEHICTh Ta MEBHi 0COGIMBOCTI Mepebiry 3aXBOpPIOBaHb
MapoIOHTA MpPH Pi3HMX CUCTeMHMX maronorisax [1; 2; 4; 6]. Cepen HuX 3HAuHE
Micue 3afiMaloTh ypaKeHHs MapoJOHTa B OCI6 i3 3aXBOPIOBAHHAMM HEPBOBOI
CHCTEMH Ta NCUXiYHMMH posnazamu [3; 5; 7]. BuBueHHs ocoGiuBOCTEH Me-
XaHi3MiB PO3BHTKY Ta mepeGiry 3aXBOpiOBaHb MApOJOHTA Y XBOPHX 3 MOPY-
LWICHHSAMH TCHXIiKH Ta po3pobka METOiB KOMILIEKCHOTO JiKyBaHHs Ta mpodi-
JIaKTHKH LIMX 3aXBOPIOBAaHb MA€ BK/IMBE 3HAYCHHS i € aKTyaJbHUMMU 115l IpaK-
TMKHA TEpaneBTHYHOI CTOMATOJIOTII.

Komrnniekcue nikysanus renepanizoBatoro naponontuty (I'TT) nposeaero
104 xBopuM Ha WH30(pPEHilo, PO3NOINEHNX, 3AIeKHO BiJl METOMY JiKYyBaHHS,
Ha 1Bi MOPIBHAIBHI 3a BiKOM i CTaHOM mapojoHTa rpynu. B ocHoBHiii rpymi
(72 ocobu) KOMILIEKCHE JTiKyBaHHS POBOAMIIM i3 3aCTOCYBAHHAM po3pobineHo-

35




