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A r t e ~ a l  blood pressure 1s a well regulated haemodymc variable. 

A considerable number of factors are known to aontribute to its re@lation, 

some of them are s t i l l  incompletely understood and there might be some 

more unknown factors. 

Blood pressure i s  ceaselessly changing l ike  many other dynamical 

variables of the l iving organism, and its assessment would be diff icul t ,  

were we not t o  use certain simplifications. These are based on the 

century-old principle of compressing externally the brachial artery, 

though a new non-invasive technical appmach is very much wanted. "~asual"  

blood pressure, i n  terms of systolic and diastolic values, measured with 

the classical  sphygmomanometer, i s  the main simplification allowing us 

t o  classify individuals according t o  t h e i r  arterial pressure. - The 



p e r e m a l  debate, whether there i s  a "true" d in&ng L n e  between 

It normtension" and "hypertension" depends, of course, on the meaning we 

convey t o  these very terms and on t h e  use they are meant for. There 

IS no doubt that these terms, too, are simplifications - but, it should 

be admitted, very useful, almost in&spensable ones. 

If blood pressure is being measured I n  populations a t  large, adults 

are usually found hanng (casual) values of U0-140 mm/Hg systol ic  and 

60-80 m/hg &astolic pressure. A s  well known i n  many populations the 

values increase with age, i n  some they do not. However, i n  most populations 

a considerable number of i n b n d u a l s  i s  t o  be found w i t h  blood pressure 

values being, a t  repeated measurements, deflnl tely higher than the above 

mentioned range of "usual" pressures. RoughQ, ten percent of all the 

adults, both males and females, may have blood pressure values a t  or 

above, say, 60 and/or 95 -*in technically developed as well as  developing 

countries . 
HYE'EXDNSION I N  ENPOPULATIONS 

Although, usually, high blood pressure i s  a sign without symptoms, 

it is f a r  from being an i rrelevant  slgn. Even values s l ight ly  higher 

than the usual ones are, s t a t i s t i ca l ly ,  associated w i t h  higher than usual. 

m e r e  is  no sharp l ine  of demarcation between normotensive and hypertens~ve 
levels  - l.e., it i s  not possible i n  the individual Co give an absolute 
figure f o r  the upper l i rmt of normal blood pressure - f o r  screelung purposes 
in population groups certain values may be accepted, u s ~ n g  "casual" blood 
pressure recorchng: (1) below 140/90 m r n h  - normal range; (2) 160/95 and 
above - hypertensive range. 

Report of an Expert Commttee (1962) Arter ial  hypertension and ischaemlc 
heart  disease, preventive aspect, W l d  H l t h  Orgn. techn. Rep. Ser., 
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mortality rates. The positive correlation between blood pressure and 

general mortality is a continuous one, s tar t ing  &ready a t  the lower end. 

Blood pressure i s  a graded characteristic and the risk depends on the 

level  of pressure. 

A t  the upper end, naturally, the hazards of high blood pressure 

become even cl inical ly obvious i n  the form of i ts direct  complications: 

hypertensive heart  disease, hypertensive renal disease, re t ina l  haemorrhage, 

and cerebral aemorrhage. However, even l e s s  marked elevations do con- 

t r ibute  t o  the development of atherosclerosis, and t o  its main comPlica- 

tions, ischaemic heart disease and ischaemic brain disease. PoWlatlons 

based anatomical studies have shown impressive correlations between both 

degree and extent of coronary atherosclerosis and blood pressure previous- 

l y  observed. Several prospective epidemiological studies have demonstra- 

ted the importance of blood pressure as a risk factor of cornnary heart 

disease, even i f  only moderately above the usual values i n  a population. 

I n  a WHO epidemiolog%cal study, carried out on TO0 persons i n  seven 

c i t i e s  (Hirayama, Malmd, Moscow, Prague, Riga, Wazan and ~aku) , those 

In  the upper third of the frequency distribution of blood pressure had 

a 25 $higher prevalence of coronary heart disease than those i n  the 

middle o r  lower third. 

Higher blood pressure thus definitely seems tc be incompatible wit& 

"complete physical well-bd,ngtt, an essential component of health l i ke  the 

top of an iceberg, anly i t s  d i rec t  complications are immediately cknically 

visible. The epidemio1ogica;l. method, however, discloses i t s  blk, un- 

vei ls  1% real impact on the health of populations. If both the frequency 



and the relevance of high blood pressure are  taken in to  account, hypertenslon 

should be regarded as  a large-scale, widely spread epidemic. 

ADVANCES IN THE T R E A T i i  OF HYPl?ETENSION 

The cause of hypertensxon xs usually not known, and therefore cannot 

be prevented. Even i f  known, only exceptlonally can hypertension be cured 

by t reat ing the cause, Thus, treatment of hypertension means preventing 

its complications, and the most plausible way to do so i s  lowering the 

blood pressure i t s e l f .  I n  the past, hypertensxon treatment was vir tual ly 

r m l y  more than placebo-therapy. k r i n g  the past two decades, however, 

several families of potent and relatively harmless hypotensive drugs have 

been developed. Long-term, efficacious, systematical treatment of 

hypertenslon has thus become possible, the more necessary i n  order to prevent 

the complicatmns. Between 1961 ancl 1970 a number of stu&.es has demonstra- 

ted the favourable long-term ef fec ts  of hypotensive treatment i n  patients 

mtff more o r  l e s s  severely elevated blood pressure, the incidence ra t e  of 

compl~cations and death bexng smaller m the treated than i n  the control 

groups. 

The most significant investigation i n  this f i e l d  i s  the well-known 

Veterans Administration Co-operative Study on Antihypertensive Agents, 

pubhshed i n  1967 and 1970. More than 500 male hypertensive patients 

(diastolic blood pressures ranang from 90 t o  129 &g) were randomized 

in to  a placebo and an a c t ~ v e  therapy group. Treatment was conducted as 

a double blind trial. Already a f t e r  20 months of observation there was a 

slgmfichnt  difference m the incidence of complications between the two 

gmups i n  the upper part  of the diastol ic  pressure range (115-I29 rrun/%g). 



After three more years of observation, it became evident tha t  the prognosis 

of patlents with irutial values of diastolic pressure from 105 to l l 4  

also considerably improves w i t h  treatment; the benefit i n  patients having 

i n i t i a l  values of 90-104 m/Hg was l e s s  clear  cut. 

IMB SIWATTON I N  CXXPlWIlZES AND THE NEED FOR ACIICON 

In view of the high prevalence of hypertension, numerous men-hem 

i n  m w  populations should be el igible fo r  treatment. On the other 

hand, some observations show tha t  i f  a cormunity is surveyed as a whole 

only a fraction of those who need treatment, according to  widely accepted 

standards, are indeed being treated; a s t i l l  smaller part receives 

systematical and efficacious treatment. 

C 6 m t y  based data from Baldwin County, Georgia by J.A. Wilber 

and Wllber & Barrow showed that, i n  a random sample, 42 $ of hypertensives 

were unaware of t he i r  condition. Only 30 $ of the known hypertensives 

were under treatment and only 17 $ of the known hypertensives were under 

what was called "good control". Doctors los t  track of 56 $ of hypertensives 

within three months. Caldwell e t  a14 studied the drop-out problem i n  

anti-hypertensive treatment, i n  a p i lo t  study of social and emotional 

factors influencing the patients ' ab i l i ty  t o  follow treatment. Only 

11 $ of patLents f i r s t  seen and treated fo r  hypertension i n  1961 were found 

t o  be on treatment a f t e r  f ive years. By s tudy ing  i n  patients hospitalized 

for emergency complications of hypertension the causes leading to drop-out, 

it became evident tha t  i n  one-Wrd of these patients low income and high 

cost of treatment was a rea l i s t i c  reason, but that 24 5% of "drop-outs" 

abandoned tzeatment on advice of their physician, thus clearly demonstrating 



t he  mportance of an infomatlon programme f o r  physlclans. The most 

important factor  was, however, absence of motivation due t o  lack of 

health education m the patients and t h e i r  f d l i e s .  

I n  a c o m n i t y  of a k f f e r e n t  soclo-cultural sett ing, Tlbblin also 

found a Mgh prevalence of hypertension. The ra t io  of t reated t o  un- 

treated pat ients  was rather poor m men; approximately two-and-one-half 

times more hypertensive men were without than w i t h  treatment. H a l f  of 

those being treated had unsatisfactory blood pressure levels, i n  sp i te  of 

drug therapy. However, the pattern w a s  considerably more favourable i n  

women. 

These and other similar observations indlcate tha t  appropmate action 

1s needed f o r  the control of hypertension i n  populations. 

CONTROL PROGRAMMES 

The term (disease) "control" may give r i s e  t o  sane rmamderatandings 

and needs, therefore, some comments. It is  applied, l n  a s  context, i n  

~ t s  wldest sense, meaning comprehensive struggle a g a n s t  disease. It 

refers  t o  all aspects of health protection: prevention of a disease or  

of I t s  complications, early diagnosis, appropriate treatment, rehabili ta- 

txon, health education, and Lncludes also endeavours t o  obtain bet ter  

knowledge of a condition 1.a. of its natural history and epidemiology, 

The French counterpart fo r  "control of hypertension'' i s  " l u t t e  contre 

l'hypertension" and the Ftussian term "barba p r a t i  l-upertonicestoi boljezni". 

11 Programme" means a designed, organized action and a " c o m n i t y  programme" 

aims at health. pmtectlon and promtion of a large number of s u b ~ e c t s  i n  a 

commwmty, covering all of i t s  members i n  the idea l  case. 



Generally speaking, the ultimate goal of any control prograirifne is, 

by definition, the conquest of disease. However, Ws ideal  goal is  

a t  the end of a very long road passing through several stages. Flrst 

of al l ,  before establishing a programme rel iable information is needed 

on the s t a te  of the particular duease  i n  the particular population o r  

community, its rates of occurrence, natural history, practice of health 

care and other features. Such inlormation is necessary both i n  order t o  

be able t o  build up the plan of a community control programme, and i n  order 

to have a baseUne to  which, la ter ,  changes possibly induced by the control 

programme could be matched. It is understood that data on the structure 

of the population i t s e l f  are needed and also on other diseases prevdl ing 

i n  the area. 

Second, experience dictates  - and common sense as well - that any 

control programme undergo a t e s t ,  on a limited scale and within a reasonably 

limited time, before being extended to a popilation a t  large. Sue5 pi lo t  

programmes may be analyzed on four levels. Erst of all., they are expected 

t o  show whether a particular control programme is feasible a t  all, and if 

so, under what conditions and which adjustments t o  r ea l - l i f e  situations. 

On the second level, the following question is to be anmered: has the 

programme, i f  shown t o  be feasible, any demonstrable health protective 

effect? Therefore, the changes attributed t o  the programme should be 

compawd to changes occurring i n  a similar comnunity where no control 

programme was operating. 



RWEAFW ASPECTS 

A p i l o t  control pmgramme m a y  well show t o  be feasible  and also 

elflcaclous, and yet  a large scale extension may not be justified, i f  

i t s  output does not outwelght the input, a t  a third-level analysis. The 

xnput rncludes not only the financial and maternal cost of a programme, 

but also energy and time invested and, above a l l ,  the hazards of the 

programme such as unwanted effects  of medication and possible psychological 

ham caused t o  apparently well-off individuals. The output englobes 

a l l  beneficial effects  of the programme, e.g. prophylaxis of compllcatxons, 

prolongation of f r u i t f u l  l i f e ,  prevention of human suffemng. Some of 

these items can be rea&ly quantified (e.g. direc t  financial cost).  Others 

are  h f f i c u l t  t o  assess or  are even imponderable (e.g. psychological harm, 

prevention of suffering). Clearly, a comprehensive assessment of the t rue 

gain of a programme i s  exliremcly d i f f i c u l t  and can be done to-day only 

by rough approximation, probably i n  qual i ta t ive rather than i n  quantitative 

terns, but there should be no reason t o  refrain from such an essay. 

Estunatlon of benefit versus "costs" 1s not a specific feature of 

hypertension o r  any other control programme. It i s  a general pmnciple 

i n  any human decision &dung underlying to  c o n s t r a n t s  and therefore 

underlymgto the pmnciple of trade-off. Even i n  the f a r  l e s s  comphcated 

situatxon of deciding whether hypertensive treatment should be s tar ted m 

an individual pa-bient, the physician is  w-i@ng the pros and cons ID 

the part icular  case talung in to  consideration the inconveniences and 

possible Wards of therapy - there is no harmless medication - and the 

expected benefits t o  the patlent. Tkls analysis of a given situation 



cannot be replaced by any overall  rule; the reason why, i n  the WHO 

study t o  be discussed l a t e r ,  only therapeutic guidclmes, but no defini te  

instructions are glven concerning drug treatment i n  hypertensive subjects. 

There i s  also a fourth level  of analysis: assessment of efficiency. 

Two drugs, o r  two programmes, may require a simxlar input (cost, hazards) 

but yield a f f e r e n t  benefits. The one glvlng bet ter  resul t s  is the more 

ef f ic ient  one. Obviously, efficiency of community control programne can 

be evdusted only i f  two different,  ye t  comparable programmes are operating 

side by side, a c o n ~ t i o n  which w i l l  hardly be encountered a t  the time 

being. 

slot programmes thus have several important objectives, si tuated a t  

various levels,  and realization of a higher-level objective cannot be 

evaluated unless the objective o f  the preceding l eve l  has been at0ained. 

A p l lo t  hypertension control programme is thus more than a mere attempt 

to s t a r t  hypertenston control on a limited scale; it i s  a complex study 

which, xdeally, should be evaluated on a ser ies  of consecutive levels. 

Nevertheless, the basic goal of a p i lo t  programme f o r  the control of 

hypertension is, naturally, to demonstrate how hypertension could be 

controlled i n  populations a t  large. A p i lo t  programme is both an opera- 

t ing  model and a major research undertaking. 

THE NEED FOR DTI%FNATIONAL 0 - O F ' E R A T I ~  

Accordcmgly, the control of hypertension i n  populations should be 

preceded by p i l o t  programmes. WHO is  str iving t o  ,''.tiate a ser les  of 

such p i lo t  programmes wlthin the frame of an internationally co-operative 

p r o ~ e c t *  



There a re  several  reasons i n  favour of internat ional  co-operation 

i n  th is  f l e ld .  

Hypertension is a world-mde problem, prominently important I n  

m w  countries, regardless of the  leve l  of technical dcvelopnent attained. 

The pzlot  programmes a re  a l so  complex research projects,  and methodo- 

log ica l  ass is tance may facilitate t h e m  tasks. By proposing a common 

methodology, r e su l t s  f r o m  v a r i ~ u s  centres might be comparable. 

On the other  hand, there  are considerable differences between the 

various soclo-cultural  se t t ings  I n  which hypertenslon control  programmes 

a re  t o  be established. International co-operation may give r i s e  t o  

an exchange of experience f r o m  these various settings. 

.ilype&ension is  a chronic, usually slowly progressing, condition. 

I n  order t o  a r r ive  a t  an evaluation of the  incidence of hypertensive 

complications, a long observation period would be needed. However, 

by increasing the  number of observed subjects, the observation time could 

be held wlthin pract ical ,  acceptable limits. BLg numbers of o b s e ~ a t l o n s  

can hardly be c a r n e d  out by any one centre, while i n  s co-operative 

project ,  hopefully, pany observations can bc pooled wlthin the time l i m i t s  

of a p i l o t  programme. 

WHO A m m  

Definitions and epidemiologlcd aspects of hypertenslon were o u t l ~ n e d  

i n  previous pubhcations of WHO, I n  1959, 1962 and 1963. 



The need fo r  programmed large-scale control of hypertension was f i r s t  

f o m l a t e d  by WHO a t  a meeting on the Prevention, Treatment and Rehabilita- 

t i on  of Cerebrovascular IXseases, Chidelines fo r  such programmes were 

outllned a t  a meeting on the  c o n ~ r o l  of stroke and hyyertension in 1971. 

A t  preesnt, WHO is promoting an lnternat3 ona l  co-operative project f o r  

the establishment of a network of p i l o t  hjrpertension control programmes 

i n  a number of c o m t l e s ,  The basrs of the project w a s  established a t  

a WHO meeting on the community control of stroke and hypertension, held 

i n  Gbteborg i n  l a t e  1971. 

A t  the Gateborg meeting, i n v e s t ~ g a t o r s  fmm f l f t een  centres from 

four continents agreed on a common baslc procedure f o r  carrying out p i l o t  

community control programmes. Participating invest igators  envisaged co- 

operation between programmes In the  following places: Barbados; Leuven, 

(Belgium) ; North Carelia, Finland, Lyon & Paris, France; k b l i n ,  

Ireland; Tel-Aviv, I s r a e l  ; surroundings of Verona, I t a ly ;  IWmoka, 

Japan; Ulan Bator, Mongclia; vi l lages  near Ibadan, Nigeria; Goteborg, 

Sweden; a r u r a l  area near Ankara, Turkey; Boreham Wood, near bndon, 

UK; and the Tushino d i s t r i c t  of Moscow, USSR. Some of the prograrmnes 

already s t a r t ed  i n  1971, e.g. i n  Goteborg, Fuhoka and Moscow. Others 

s ta r ted  early i n  1972, e.g. I n  Lyon, Northern Caselia and Ulan Bator; ye t  

others a re  i n  preparation. 

The populatlon gmups involved vary widely. Some of them are  

occupational groups (e.g. factory workers and employees), others cover 

a defined general population o r  one of i t s  strata. Some of them a re  urban, 

others a re  rural population groups i n  developed o r  i n  develop* countries. 
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Appro~Amately 20 000 persons a r e  cornpmsed i n  occupational groups, w h l e  

the general populations xnclude 30-100 000 inhabitants of a defined area. 

On the  whole, corrnrmnlties with altogether some 750 000 members w i l l  be 

covered by the  p i l o t  programmes. 

The f l r s t  s tep i s  a basellne survey. Tnis i s  t o  establish the 

present s l tua t lon  concerning hypertenslone ~ t s  prevalence, the  proportion 

of previously known versus utiknown cases, the  number of those who had 

received regular medical carc  a s  compared t o  those who b d  not have 

appropriate care, and the  reasons f o r  ~ t .  I n  smaller groups (e.g. the 

occupational groups) all members a re  belng screened; I n  l a rge r  population 

groups, a representative sample of the  community 1s being screened a t  the  

baseline survey, t o  a r r ive  a t  a def i lv t ion  of the  baseline s i tuat ion.  On 

the whole, approximately 130 0000 persons a re  envisaged t o  be screened. 

A baseline survey w l l l  be carr ied out a l so  In  some reference communities 

of sunilar charactemstlcs,  without being followed by any par t icu la r  control  

programme. Reference c o m r n t i e s  w l l l  be l e f t  t o  cope w i t h  hypertenslon 

with the usual types of heal th  care. After a period of f l ve  years, a t  the  

end of the  p i l o t  stage, a ternunal survey t o  be c a r n e d  out i n  both 

programme and reference communities should show the bf fe rences ,  i f  any, 

acco&ng t o  endpoints as follow: 

Morbidity and mortality: Incidence and mortali ty of compllcatrons 

of hypertsnsion: stroke, hypertensive hear t  disease with f a i l u re ,  renal  

f a i l u re  due t o  hypertension, lncldence and mortali ty of coronary hear t  

disease; prevalence of known hypertensive subjects n t h  and without l e f t  

ventlzcular hypertrophy and organ damage; prevalence of unbagnosed 

hypertenslon; t o t a l  mortality. 



Data related t o  programme operation and health care delivery: 

e s tma te  of lnput t o  health care and i t s  part related t o  hypertension, 

including complications, Input tothehypertension programme i t s e l f .  

The s a s ~ e s  of morbidity and rnortallty data ml l  be: regular 

mortality s t a t i s t i c s ;  hospi tal  s t a t i s t i c s ;  stroke and myocardial 

infarction regis t r ies  ( i f  existing),  terminal rescreening of another 

sample of the population. 

I n  view of the heterogeneity of the populations and conditions of 

work, it may not be possible t o  obtsun a proper follow-up of the reference 

conrmunlty i n  all places. I n  such ~ns tances ,  the question of f eas ib i l i ty  

w l l l  be answered only, and the question of e f f icac i ty  w i l l  be l e f t  open. 

But hopefully, a number of co-operating centres w i l l  be able a lso  t o  answer 

the question whether community control programmes, as outlined i n  this 

project, are feasible and useful as well. 

PRlNCIPLES OF THE CONTROL PROGRAMME 

Hypertension seems t o  be so frequent and so important a disorder tha t  

the general approach t o  rts control includes, as  i n  any large-scale epidenuc, 

appropriate management of whole comunities, i n  additlon to glving adequate 

medical care t o  ~ndiv lduals ,  In order t o  do this, the " f i r s t  l l n e  of 

attack" against disease - the general public - and the second l ine,  the 

general practitioners, should be nobllrzed, i n  addition to creating good 

specialized services, Therefore, emphasls i s  on the  management of whole 

communities as soclo-biological en t i t ies ,  though of course individual 

patlents w i l l  be treated adequately, accordmg t o  up-to-date standards of 
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mebcal  sciences. Concerted, simultaneous action i s  thus needed along 

three  l ines .  general health educatlon, physic~ans ' educatlon and be t t e r  

care f o r  hypertensives, including timely diagnosis and appropriate treatment. 

An important feature of the control programme 1s act lve f ~ l l r n - ~ p  of 

idcnt l f ied  hypertensives. If a hypertensive person does not appear fo r  

a penodic  ex re-examination, a health visitor w i l l  enquire for  the 

reasons of his absence. A more d e t a l e d  annual re-examination (registered 

on special  forms) m l l  keep the programme centre lnl^ormcd on the course of 

each hypertensive subject t h a t  has been ident l f led  i n  the studied population 

group. 

The control programme i s  based primarily on available resources. 

Basically, x t  i s  concclvcd as  st movement of intensification and extension 

of already existing current activities. The general practi t ioners,  e i t h e r  

private o r  employed, should become associated wzth the programme team, 

whenever possible. A hypertensLon c l ln lc ,  operated by t h e  Programme 

Centre, i s  g i n n g  advlce t o  the co-operating ibysiclans, i.e. doing specla1 

laboratory investlgatlons, i f  necessary. Data handling and analysis, 

physicians' rnformation programme and research a re  some of the other 

a c t l n t l e s  of the Programme Centre, co-operating with other centres and 

WHO (Mg.1). 

SOME OPE8  QUESTIONS 

An ~mpol-tant questlon w i l l  f lnd no answer i n  the present project: it 

is related t o  mlld o r  borderline hypertension. Wherc i s  the leve l  below 

whlch it would be unjust l f led t o  leave a person without a hypotensive 

intervention? Up t o  now, the only secure guidelines are  cormng from the  



well-known US Veterans' Admrustratlon study. The present WHO project 

1s not supposed t o  give an answer t o  t h i s  questzon; it w i l l  be reviewed 

i n  another WHO meeting i n  1972, For the time belng it is  pointed out 

tha t  the deciszon, whether and what type of drug treatment should be 

Inst i tuted is  the responsibility of the t reat lng physzcian, who should 

take ln to  account not only the blood pressure values, but the patient as 

a whole. However, e r ror  is  esteemed t o  be l e s s  on the active than on 

the conservative side, and guidelines fo r  therapy are given t o  the co- 

operating physlclans . 
There arc several methodol~~gzcal impediments t o  the study. % r  

instance, it w i l l  be d i f f ~ c u l t  t o  avoid "contamination" of a reference 

community by the programme In  an adjacent c o m n i t y ,  Contamination tends 

t o  lower the vis lble  effects  of a programme, and though z t s  t m e  effects  

may be satisfactory, the differences t o  be observed may be l e s s  than 

expected. 

The communities t o  be studied cover a very mde soclo-cultural range 

~ndecd. I n  a d a t i o n  t o  the common basic procedures, accepted a t  the WHO 

meeting i n  Goteborg, each centre 1s free t o  adopt approaches best suited 

t o  the local  conditions. 

WHAT THE PROJECT IS E X P E m  TO GIVE 

Several points of importance should be made clear  by this project. 

The survey done a t  the i n l t i a l  stage (baseline survey) ehould assess the 

burden of hypertension on various populations, and also the true situation 

concerung i t s  actual management, including inadequacies and t h e i r  causes. 



The control programmes themselves should lead t o  experience m operating 

large-scale projects f o r  the control of a common, and often symptodess 

condition. They should also show the best  ways f o r  operation I n  various 

socio-cultural settings. It should become cLezr, whether therapcutlc 

measures successfully applied t o  hospitalized pat ients  can equally success- 

f'ully be applied i n  the general. pract ice  a t  large.  Whether an organized 

programme has advantages ovcr medical care a s  adrmnistered i n  the r e spec t~ve  

areas i n  the usual way is a basic question t o  be answered by the project. 

More i n s ~ g h t  into the n a k r a l  his tory of hypertons~on should also be gamed. 

A duration of f ive  years i s  fereseen f o r  the p r o ~ e c t .  It is understcod 

t h a t  if a p i l o t  p r o g r a m  proves t o  be successful, ~t should be continued 

a s  a model programme i n  tho respective area, and should eventually be 

expanded t o  cover even largor  population groups. It should also be 

integrated with other  control programmes f o r  ca?.fhovascular diseases i n  

the area, e.g, strok and myocarchal infarction programmes, t he  eventual 

objective being a comprehensive programme f o r  the control o r  caixb.ovascular 

diseases, and also other chrotllc a s e a s e s  i n  en t i re  populations. 




