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SAZETAK: Moderna definicija pojma globalnoga zdravlja obuhvaca vise od brige o zanemarenim bole-
stima i nerazvijenim zemljama. Postojece inicijative usredotocuju se na poboljSanje zdravlja, smanje-
nje nerazmjera te zastitu od globalnih prijetnji, pokusavajuéi utjecati na zdravstvenu praksu, politiku
1 sustave. Zanimanje za istrazivanje globalnoga zdravlja raste, s obzirom na epidemiolo$ku tranziciju
koja se trenutacno zbiva u zemljama s malim i srednjim BDP-om te rastuci epidemioloski znacaj kardi-
ovaskularnih i drugih nezaraznih bolesti naustrb zaraznih bolesti i prehrambenih deficijencija. Razni
vidovi tih bolesti — dosad zanemareni, kao sto su epidemiologija, prevencija, dijagnostika i lijeGenje,
predmet su rasprave u publikacijama o globalnom zdravlju, $to vodi do boljeg razumijevanja zdravlja
kao javnoga dobra neovisnoga o drzavnim granicama. Znanstveni dokazi podupiru Sire inicijative u
kojima vlade, udruge i civilno drustvo moraju dijeliti odgovornosti i financijsko breme kako bi postigli
zdravstvenu ravnopravnost - glavni cilj globalnoga zdravlja.

SUMMARY: The modern definition of Global Health has expanded its scope beyond neglected dis-
eases and low-income and underdeveloped countries. The current initiatives focus on improvement
of health, reduction of disparities and protection against global threats, seeking for interaction with
health practices, policies and systems. There has been a growing interest on Global Health research,
given the epidemiological transition currently underway in low and mid-income countries and the
increasing epidemiological importance of cardiovascular and other non-communicable diseases, to
the detriment of infectious diseases and nutritional deficiencies. Various aspects — formerly neglected
- of these diseases, such as epidemiology, prevention, diagnosis and therapy, have been addressed in
Global Health publications, leading to a better understanding of the importance of health as a public
good, beyond borders. Scientific evidence supports broader initiatives in which governments, founda-
tions and the civil society must share responsibilities and funding to achieve health equity, the main
goal of Global Health.
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Globalno zdravlje, neko¢ zvano i medunarodno
zdravlje,! ukljucuje mnogobrojne oblike zdrav-
stvene politike, epidemiologije, prevencije, dija-
gnostike i lije¢enja zanemarenih bolesti te nije
ograniceno na zemlje s niskim BDP-om. Pojam
globalnoga zdravlja utemeljen je na cetiri osnov-
ne ideje: (A) klinicke odluke utemeljene na podat-
cima i dokazima; (B) usredotocenost na popula-
ciju umjesto na pojedince; (C) drustveni ciljevi;
(D) prevencija a ne lijec¢enje.? Opéenito, globalno

INTRODUCTION

Global Health, formerly referred to as ‘Inter-
national Health! involves numerous aspects
of health policies, epidemiology, prevention,
diagnosis and therapy for neglected diseases
and is not restricted to low resource regions.
It is supported by four main bases: (A) clinical
decision based on data and evidence; (B) pop-
ulation-based rather than individual focus; (C)
social goals; (D) preventive rather than curative
care.? Broadly, Global Health has been defined
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se zdravlje definira kao unaprjedenje zdravlja diljem svijeta,
smanjenje nerazmjera i zastita od globalnih prijetnji koje ne
ovise o drzavnim granicama.® Edukacijski konzorcij za glo-
balno zdravlje istice svoj odnos sa zdravstvenom praksom,
politikom i sustavima, s naglaskom na razlike umjesto na
slicnosti medu zemljama.* Americ¢ki Institut za medicinu
srocio je zadatak Edukacijskog konzorcija kao zastita intere-
sa drustva kroz osiguravanje uvjeta u kojima ljudi mogu biti
zdravi.®

Globalno zdravlje Sire je od bavljenja zaraznim ili zanema-
renim bolestima i nerazvijenim podrucijma te se usredotocu-
je na multidisciplinarnost, interdisciplinarnost i prevenciju, a
cilja na jednakost i zdravlje vidi kao javno dobro, neovisno o
drzavnim granicama.

Cilj ovog rada procjena je doprinosa ¢asopisa Heart znanju
o globalnom zdravlju vezanom uz kardiovaskularne bolesti
(KVB). Pregledali smo ¢lanke objavljene tijekom razdoblja
od svibnja 2012. do travnja 2014. godine. S obzirom na Siroki
raspon vaznih tema, podijelili smo ovaj ¢lanak u odjeljke o
razumijevanju epidemioloske tranzicije KVB, trendovima u
pobolu i smrtnosti, oblicima vaskularnih bolesti ne-KVB, kar-
diovaskularnim manifestacijama odabranih zaraznih bolesti,
ostalim KVB i promoviranju kardiovaskularnoga zdravlja.

EPIDEMIOLOSKA TRANZICIJA

U proslom je stolje¢u zbog unaprjedenja zdravstvenih uvjeta
svijet doZivio promjenu vodec¢ih uzroka smrti zbog zaraznih
bolesti i nedostataka u prehrani na nezarazne bolesti kao §to
su novotvorine, dijabetes te plu¢ne 1 kardiovaskularne bole-
sti.%" Ta epidemioloska tranzicija posljedica je starenja popu-
lacije — uslijed niZeg nataliteta i viSe prosjeéne duljine Zivota
—1ipovec¢anom urbanizacijom koja, kao i globalizacija opéeni-
to, dovodi do oblika ponasanja koji povisuju kardiovaskularne
riziéne ¢imbenike za ishemijsku bolest srca (IBS) i mozdani
udar, glavne uzroke smrtnosti u svijetu.”

Stovise, predloZene su jednadzbe koje integriraju dob, ¢im-
benike rizika i oblike pona$anja u varijabli nazvanoj dob kar-
diovaskularnog rizika kao prakti¢na i intuitivna metoda ko-
munikacije o kardiovaskularnom riziku.®

Tako se epidemioloska tranzicija ve¢ dogodila u zemljama
s visokim BDP-om, kao sto su SAD i Zapadna Europa, ona se
trenutaéno odvija razli¢itim brzinama u zemljama s malim i
srednjim BDP-om,° naj¢esce utjecucéi na mlade osobe i iz siro-
masnijih etnic¢kih skupina ili podrucja.®!® Primjerice, u sub-
saharskoj Africi su KVB kao §to su reumatska sr¢ana bolest
1 poremecaji vezani uz HIV vrlo rasireni, no hipertenzivna
bolest srca i mozdani udar postali su ¢esti uzroci smrtnos-
ti 1 invaliditeta, kao posljedica loSeg lijeCenja hipertenzije.**
Svjetska zdravstvena organizacija (SZO) nedavno je uvela
STEPS sustav prac¢enja bolesti koji ukazuje na to da su stope
¢imbenika rizika KVB jo$ uvijek niZe u tim zemljama nego
u drugim drzavama svijeta — no ne moze ih se vise smatrati
niskima — usprkos ¢injenici da je stopa IBS-a niska. U zemlja-
ma u kojima je ve¢ doslo do starenja populacije, primjerice ze-
mljama JuZzne Amerike,'*? nezdravi Zivotni stilovi postali su
CeS¢i, sto je dovelo do vece ucestalosti aterosklerotske KVB u
ranijoj dobi u usporedbi sa zemljama koje imaju vise prihode.”

O Cardiologia Croatica
2015,10(5-6):114.

as “worldwide improvement of health, reduction of disparities
and protection against global threats that disregard national
boundaries”?® The Global Health Education Consortium high-
lights its relation to “health practices, policies and systems,
stressing the differences rather than commonalities between
countries” Its mission has been proposed by the US Institute
of Medicine as: “fulfilling society’s interest in assuring condi-
tions in which people can be healthy”

Global Health exceeds the boundaries of infectious or ne-
glected diseases and underdeveloped areas and focuses on
multidisciplinarity and interdisciplinarity, embraces preven-
tion, seeks equity and emphasises health as a public good,
beyond borders.

The aim of this paper was to assess the contribution of
‘Heart’ to Global Health knowledge related to cardiovascular
diseases (CVDs), reviewing articles published in the past 2
years (from May 2012 to April 2014). Given the breadth of im-
portant topics, we categorised our review into studies relevant
to understanding CVD epidemiological transition, trends in
morbidity and mortality, aspects of vascular diseases and
non-CVD, cardiovascular manifestations of selected com-
municable diseases, other CVDs and cardiovascular health
promotion.

EPIDEMIOLOGICAL TRANSITION

In the last century, with the improvement in health condi-
tions, the world has lived a change of the predominant causes
of death from infectious diseases and nutritional deficiencies
to non-communicable diseases (NCDs), such as cancer, dia-
betes, respiratory and cardiovascular diseases.®” This ‘epide-
miological transition’ resulted from population aging— due
to lower fertility rates and greater life expectancy— and the
rising rates of urbanisation that, along with globalisation,
favoured health behaviours that raised the burden of cardio-
vascular risk factors for ischaemic heart disease (IHD) and
stroke, the main causes of mortality worldwide.”

Indeed, equations that integrate age, risk factors and health
behaviours in a variable defined as ‘cardiovascular risk age’
have been proposed as practical and intuitive methods for
communicating about cardiovascular risk.®

Although the epidemiological transition has already oc-
curred in high-income countries (HICs), like the USA and
Western Europe, it is happening in different paces in low and
middle-income countries (LMICs),° commonly affecting in-
dividuals at premature ages and from poorer ethnic groups
or regions.*® In the Sub-Saharan Africa, for example, CVDs
such as rheumatic heart disease and HIV-related disorders
are highly prevalent, although hypertensive heart disease
and stroke have more recently became established causes of
death and disability, resulting from poorly controlled hyper-
tension. Recent WHO STEPwise approach to surveillance
(STEPS) surveys suggest that the rates of CVD risk factors are
still lower in these countries than other regions of the world—
but should not be considered low—although the rates of IHD
remain low. In countries where population aging has evolved,
such as in South America,®? unhealthy lifestyles became
more common, resulting in higher rates of atherosclerotic



Smatra se da napori da se prevenira, dijagnosticira i lije¢i IBS,
mozdani udar, i njihovi ¢imbenici rizika odgadaju povec¢anje
smrtnosti i pobola uslijed vec¢e ucestalosti tih bolesti, koje
se obi¢no javljaju u Zivotnoj dobi iznad 50 godina.” Podatci iz
nordijskih zemalja pokazuju da takvi napori mogu, usprkos
starenju populacije, dovesti do znatnog pada dobno standar-
dizirane stope smrtnosti od KVB.2?

TRENDOVI U POBOLU | SMRTNOSTI

Skupina KVB odgovorna je za oko treé¢inu smrtnih slucaje-
va diljem svijeta, ali i za veliki broj invaliditeta sa zna¢ajnim
ekonomskim uc¢inkom. Americko istrazivanje je pokazalo da
suKVB od 2000. godine do danas bile uzrokom 33,7% smrtnih
slu¢ajeva (od ¢ega 42,5% IBS), s ve¢om ucestalosti u zena.'?

Registrirano snizenje smrtnosti od KVB za 20% primijece-
no je pretezito u zemljama visokih prihoda (oko 50-80%), a u
padu su i stope smrtnosti i bolni¢kog lijec¢enja.***s No primi-
je¢eni su nerazmjeri izmedu drzava, a ¢ak 1 medu razli¢itim
podrucjima iste drzave,® sto moze biti posljedica nejednakom
pristupu zdravstvenom sustavu i preventivnim inicijativa-
ma.® Prosjek stopa smrtnosti od KVB u ameri¢kim zemljama
nizegisrednjeg prihoda je 56,7% visi u usporedbi sa zemljama
visokih prihoda (slika 1)*?, a istraZivanje provedeno u istom
vremenskom razdoblju u Brazilu pokazalo je da iako su sto-
pe smrtnosti u padu, jo$ su uvijek vece od onih u bogatijim
zemljama.'® U Kini pak smrtnost od IBS-a raste od 1984. god.
uslijed ucestalog pusenja, visokih vrijednosti kolesterola i
starenja populacije.®

VASKULARNE | NEVASKULARNE BOLESTI

OBLICI PONASANJA | CIMBENICI RIZIKA

Vecéina KVB moze se pripisati malom broju ¢imbenika zZivot-
nog stila® — prehrana, tjelesna aktivnost, pusenje i konzuma-
cija alkohola. Pokazano je da lokalne i drustvene osobitosti
prehrane imaju znac¢ajan uzro¢no-posljedi¢ni odnos s KVB.
Primjerice, viSa razina n-3 polinezasi¢enih masnih kiselina
u serumu, uobic¢ajena za azijsku prehranu, pridonosi nizoj
ucestalosti koronarnih kalcifikacija u japanskih muskaraca,
prema rezultatima petogodisnjeg kohortnog istrazivanja.'
Dansko kohortno istrazivanje takoder je pokazalo negativnu
povezanost izmedu koncentracije n-3 polinezasi¢enih ma-
snih kiselina u tkivima s novonastalom fibrilacijom atrija.'”
IstraZuje se 1 utjecaj pove¢anog unosa kalcija na kardiova-
skularnim rizik. U 1206 pacijenata s nekim akutnim kardi-
ovaskualrnim dogadajem uklju¢enih u njemacko KAROLA
(Langzeiterfolge der KARdiOLogischen Anschlussheilbe-
handlung) istrazivanje visa vrijednost kalcija u serumu bila
je povezana s vec¢im rizikom od kardiovaskularne (HR=2.76)
i ukupne smrtnosti (HR=2.39) unutar 8 godina.’® Paradoksal-
no, u drugom velikom njemackom populacijskom kohortnom
istrazivanju, vec¢i ukupni i prehrambeni unos kalcija smanjio
je 11-godisnji rizik infarkta miokarda u 23,980 ispitanika bez
kardiovaskularnih dogadaja, dok su rizik mozdanog udara i
smrtnost od KVB ostali nepromijenjeni.’ Prilagodeno sma-
njenje unosa soli utvrdeno je kao mjera utemeljena na doka-
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CVD, that occurs in more premature ages when compared
with HIC” The efforts to prevent, diagnose and treat IHD,
stroke and their risk factors delay the morbimortality from
these diseases, which will then usually occur at ages above
50 years.” Data from Nordic countries registries show that de-
spite the aging process, such efforts still result in steep de-
clines in age standardised CVD mortality.*®

CURRENT MORBIDITY AND MORTALITY
TRENDS

Itis estimated that CVDs account for about a third of all deaths
worldwide, being also responsible for a great number of dis-
abilities and significant economic impact. In the Americas, a
study showed that from 2000 to the present, CVD comprised
33.7% of recorded deaths (with 42.5% attributed to IHD), with
higher rates in women.*?

The 20% mortality reduction in the continent during this
period has mainly occurred in HICs — around 50-80% — and
mortality and hospitalisation rates are decreasing.**'s How-
ever, discrepancies can be observed across nations and even
in regions of the same country,* which may reflect inequality
in access to healthcare and preventive policies.® The median
of CVD death rates of American LMICs, for example, is 56.7
higher compared with HICs (Figure 1)*2 and a study conduct-
ed in the same time frame in Brazil showed that, although
falling, death rates are still higher than those observed in
wealthier countries.®In China, on the other hand, IHD mortal-
ity increased since 1984, driven by persistent smoking, high
cholesterol levels and population aging.®

VASCULAR AND NON-VASCULAR DISEASES

HEALTH BEHAVIOURS AND RISK FACTORS

Most of the CVD burden can be attributed to a small number of
lifestyle factors®—diet, exercise practices, smoking and alco-
hol consumption. Among these health behaviours, the region-
al and social peculiarities of dietary habits are known to have
a significant cause-effect relationship with CVD. For exam-
ple, higher serum concentrations of n-3 polyunsaturated fatty
acids, common in Asian diets, contributed to the lower inci-
dence of coronary calcification in Japanese men in a 5-year
follow-up cohort.’® Similarly, in a Danish cohort a negative
dose-response trend was observed between tissue concentra-
tions of n-3 polyunsaturated fatty acids and the new onset of
atrial fibrillation (AF).”” The role of higher calcium intake on
cardiovascular risk has also been under evaluation. In 1206
patients of the German KAROLA (Langzeiterfolge der KARdI-
OLogischen Anschlussheilbehandlung) study, after an acute
cardiovascular event, higher baseline serum calcium levels
were associated with higher risk of all cause (HR=2.39) and
cardiovascular (HR=2.76) death at 8 years.!® Paradoxically, in
another large German population-based cohort, higher total
and dairy dietary calcium intakes reduced the 11-year risk of
myocardial infarction in 23.980 event-free participants, while
stroke risk and CVD mortality were not affected.’ Tailored
salt restriction has been established as an evidence-based
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zima za lijeCenje arterijske hipertenzije te u odredenim sluca-
jevima kao §to su kroni¢na bubrezna bolest i kod odredenih
etnickih skupina.?®

Globalno zdravlje uzima u obzir i pusSenje. Kulturne navike
vezane uz pusenje naizgled imaju sliéne negativne u¢inke, no
jo§ uvijek ih se istrazuje. Primjerice, u presje¢noj studiji veli-
ke kohorte u Iranu dosljedno je pokazana povezanost izmedu
pusenja nargila i ucestalosti KVB (HR=3.75), dok Zvakanje du-
hana nije imalo isti u¢inak.?

OKOLINSKI CIMBENICI

lako povezanost nije tako ¢vrsto pokazana, u raspravi o epi-
demiologiji KVB moraju se spomenuti i okolinski ¢imbenici.
Jedan od primjera je kardiovaskularna reakcija na tempe-
raturne ekstreme. Hladno vrijeme povezano je s povec¢anim
rizikom od infarkta miokarda u razli¢itim populacijama, a
¢ini se da kulturne navike zastite od hladnoc¢e tu imaju utje-
caja.?? Epidemiolo$ki podatci nedavnog istrazivanja u pet ki-
neskih gradova pokazuju da izrazeno toplo i hladno vrijeme
nelinearno povec¢ava smrtnost od IBS (18% 1 48%).2° Zagadenje
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measure for hypertension, and also in particular situations—
such as chronic kidney disease and specific ethnicities.?

Smoking habits have also been given attention in Global
Health research. Cultural habits related to smoking seem to
have similar deleterious effects, but are still under investiga-
tion. In a cross-sectional study in a large Iranian cohort, for
example, the association of water-pipe smoking and CVD
prevalence was consistently shown (HR=3.75), whereas chew-
ing nass did not have the same effect.?*

ENVIRONMENTAL FACTORS

Although less established, environmental characteristics
must also be discussed in CVD epidemiology rounds. An ex-
ample is cardiovascular response to extreme temperatures.
Cold weather was associated with increased risk of myocar-
dial infarction in different populations and this effect seems
to be affected by cultural habits, such as behavioural protec-
tion.22 Epidemiological evidence from a recent surveillance in
five Chinese cities demonstrated that extremely hot or cold
temperatures increased IHD mortality (18% and 48%, respec-



zraka takoder je mogu¢ uzrok povecéanja i kardiovaskularne i
ukupne smrtnosti,?* s izraZzenim posljedicama u Zena poslije
menopauze.? Nova meta-analiza 29 istrazivanja potkrjepljuje
tezu da malo povecéanje Cestica u zraku ima recipro¢ni odnos
s varijabilnosti sréanog ritma, markeru losije kardiovaskular-
ne prognoze.?® Nadalje, izloZenost biogorivu ¢ini se poveza-
nom s ve¢om ucestaloséu karotidnoga plaka (OR=2.6).%

ETNICKI CIMBENICI

Istrazivanja ukazuju na to da razli¢ite etnicke skupine u po-
pulaciji takoder dovode do razlika u KVB 1ishodima lije¢enja,
Sto se moze pripisati bioloskim, kulturalnim, zdravstvenim i
drustvenim uzrocima.?® Primjerice, postoji hipoteza da Afri-
kanci 1/ili Azijati imaju visu stopu smrtnosti od IBS-a zbog
bioloskih ¢imbenika. U Indijaca u Aziji pronadena je poveza-
nost izmedu visokog titra antitijela citomegalovirusa i pove-
¢anog rizika od IBS-a, §to moZze znadciti da u toj populaciji in-
fektivne bolesti utje¢u na povisenje smrtnosti uslijed KVB.?
U Ujedinjenom Kraljevstvu je poveé¢ana koronarna smrtnost
medu juZznoazijskim manjinama povezana s ve¢om ucestalo-
S¢u [BS-a, uz sliénu stopu smrtnosti.*°

Ovu tezu potkrjepljuje meta-analiza koja snazno pokazuje
da pojedinci iz juZne Azije imaju vec¢u stopu smrtnosti zbog
viSe stope IBS-a, iako im se prognoza na pojedinacnoj razini
¢ini boljom nego kod populacije bijelaca, nakon prilagodbe na
moguce ¢imbenike.®

Juznoazijska populacija takoder ima visu ucestalost moz-
danog udara (OR=1.67), prema jednom britanskom britanskom
popre¢nom populacijskom istrazivanju kod 6.292 pacijenta s
fibrilacijom atrija.** Paradoksalno, u kanadskom kohortnom
istrazivanju kod pacijenta s novodijagnosticiranom arterij-
skom hipertenzijom, JuZnoazijati imaju nizi rizik od smrti i
nezeljenih kardiovaskularnih ishoda, usprkos nizim prihodi-
ma i vecoj ucestalosti hipertenzije u usporedbi s bijelcima.®
Stopa periferne arterijske bolesti takoder je znatno niZa u
JuZnoazijata, prema meta-analizi 15 istraZivanja (slika 2).3*
Dakle, etnicke osobitosti impliciraju skup metaboli¢kih, po-
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tively), in a non-linear way.?® Air pollution is also implied as
a trigger for increased allcause mortality and cardiovascular
mortality,* with pronounced effects demonstrated in post-
menopausal woman.?® A recent meta-analysis of 29 studies
supported that slight increases in particulate matter have an
inverse relation with heart rate variability, a marker of worse
cardiovascular prognosis.?® Similarly, exposure to biomass
fuel seems to be associated with higher prevalence of carotid
plaques (OR=2.6).%"

ETHNIC FACTORS

The ethnic composition of populations in also implied in dif-
ferences in CVD burden and outcomes, which can be attrib-
uted to biological, cultural, healthcare and social issues.? For
example, it has been suggested that Africans and/or Asians
might have higher IHD mortality due to intrinsic biological
aspects. In Asian Indians, a positive association between
high cytomegalovirus antibodies titles and increased risk of
IHD was found, suggesting that infectious disease prevalence
may be involved in higher CVD mortality in this population.?
In the UK, the increased coronary mortality among south
Asian minorities was related to a higher incidence of IHD,
with similar case fatality.®®

These findings are supported by a meta-analysis that
strongly showed that south Asians have higher mortality be-
cause of higher incidence of IHD, even though their individual
prognosis appeared to be better than that of white populations
after adjustment for confounding factors.®

This subpopulation also had a higher risk for stroke
(OR=1.67) in another British cross-sectional study involving
6292 patients with AF.32 Paradoxically, in a Canadian cohort
involving patients with newly diagnosed hypertension, south
Asians had lower risk of death and adverse cardiovascular
outcomes, despite having lower incomes and higher rates of
hypertension compared with white patients.® Peripheral ar-
tery disease prevalence was also significantly lower among
South Asians in a meta-analysis of 15 studies (Figure 2).34
Thus, a combination of metabolic, behavioural and environ-

South Asian  White Odds Ratio 0Odds Ratio

or Events Total Events  Total Weight M-H, Random, 95% Cl M.-H, Random, 95% CI
Albarak et al,, 2012 4 487 86 6648 30% 063(0.23,1.73) —
Chaturvedi et al, 2007 17 84 27 83 59% 0.53[0.26, 1.06) =
Dhanjal et al, 2001 2 70 6 20 11% 0.07 [0.01,0.38)
Gupta et al,, 2002 39 553 86 553 151% 0.41[0.28,0561) e
Jones etal, 2012 23 1805 221 7966 134% 0.45[0.29,0.70) —
Khan et al., 2010 40 2190 1586 38479 209% 0.43[0.32,0.59) -
Quan etal,, 2010 159 3061 7190 77314 406% 0.53[0.45,063) =
Total (95% CI) 8250 131063 100.0% 0.47 [0.39, 0.56) &
Total events 284 9202
Heterogeneity. Tau®= 0.01; Ch*= 7.97, df= 6 (P = 0.24), P= 25% %01 oh 0 00

Testfor overall effect Z=8.22 (P < 0.00001)

Favours South Asian Favours White European

Forest plot of peripheral artery disease prevalence in coronary artery disease comparison studies, between South Asians

and White Europeans (adapted from Sebastianski et al®*).
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nasajnih i okolinskih ¢imbenika, pa su stoga nuZne ranije
preventivne intervencije

Etnicka raznolikost i njezini multifaktorijalni mediatori
mozda takoder utje¢u na prediktivnu snagu stope kardiova-
skularnog rizika: ni Framingham niti QRISK bodovna ljestvi-
ca nisu dobili dosljedne rezultate u tri etnicke skupine u ko-
hortnom istrazivanju u pacijenata u primarnoj zdravstvenoj
zastiti u Londonu.** Razumijevanje etnickih razlika u zdravlju
pomaze manjinama i pridonosi smanjenju zdravstvenih ne-
jednakosti u opéenitom smislu.

KARDIOVASKULARNE MANIFESTACIJE
POJEDINIH ZARAZNIH BOLESTI

Pored [BS-a, ucestalost drugih KVB takoder se razlikuje u
visoko razvijenim zemljama u odnosu na srednje- 1 niskora-
zvijene zemlje. U srednje 1 niskorazvijenim zemljama cesto
dolazi do ozbiljnih kardioloskih posljedica uslijed endemskih
bolesti vezanih uz dano drustveno i ekonomsko stanje.

U Africi je utjecaj infekcija HIV-om znatan, pogotovu u su-
bsaharskome dijelu, sto utjece i na KVB. Prema rezultatima
Heart of Soweto istrazivanja, 10% pacijenata s novodijagnosti-
ciranim KVB takoder su HIV-pozitivni, a najées¢e KVB pove-
zane s HIV-om su kardiomiopatije, bolesti perikarda i pluéna
hipertenzija.*® Infekcija HIV-om je takoder povezana s izne-
nadnom sr¢anom smrti, a ¢esto i s infekcijom Mycobacterium
tuberculosis. Gotovo svi perikardijalniizljeviuHIV-pozitivnih
pacijenata u subsaharskoj Africi uzrokovani su tuberkulo-
zom,; povezanost s mioperikarditisom takoder je ¢esta, a zna-
tan dio, oko 40%, razvija se zajedno s sniZzenom sistolickom
funkcijom lijeve klijetke.*” Bitan je ¢imbenik takoder i to da su
kardiomiopatije uzrokovane HIV-om ¢esce pri pojacanoj imu-
nosupresiji 1 viremiji, dok primjerena antiretroviralne terapije
smanjuje njihovu ucestalost,* §to moze znaciti da lijecenje
HIV-a moZe smanjiti kardiovaskularne posljedice.

U nekim su dijelovima Afrike zbog poboljsane pristupac-
nosti zdravstvenoj njezi i ehokardiografiji pronadeni slucaje-
vi endomiokardijske fibroze u podruc¢jima gdje ta bolest dotad
nije bila zamije¢ena. Iako sunapravljeni veliki pomaci u razu-
mijevanju epidemologije i u poboljSanju klinicke dijagnostike
te farmakoloskog i kirurskog lijecenja, stopa je smrtnosti kod
te bolesti nazalost jo§ uvijek znatna.*

OSTALE KARDIOVASKULARNE BOLESTI

U pregledom radu o zatajivanju srca u Africi primije¢eno je
da su uzroci akutnog dekompenziranog zatajivanja srca ve-
¢inom arterijska hipertenzija, kardiomiopatija i reumatska
bolest srca — u 90% slu¢ajeva, za razliku od Sjeverne Amerike
1 Europe gdje prevladava IBS (slika 3). Na tom kontinentu za-
tajivanje srca pogada prvenstveno mlade ljude (prosje¢na dob
iznosi 52 godine), neovisno o spoluy, a povezan je sa smrtnosti
od 18% unutar Sest mjeseci, slicno kao i u ne-Africkim regi-
strima o zatajivanju srca, §to implicira da je zatajivanje srca
losa prognoza neovisno o podrucju.*°

Istrazivanje u Tanzaniji pokazalo je da su pacijenti hos-
pitalizirani zbog zatajivanja srca mladi, a njihova smrtnost
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mental factors are implied in these ethnic particularities, re-
quiring earlier preventive interventions.*

Ethnic diversity and its multifactorial mediators may also
influence the predictive power of cardiovascular risk scores:
neither Framingham nor QRISK performed consistently well
in the three ethnical groups evaluated in a primary care Lon-
doner cohort.* The understanding of ethnic differences in
health isbeneficial to minorities and it contributes to decreas-
ing health inequalities in a large sense.

CARDIOVASCULAR MANIFESTATIONS OF
SELECTED COMMUNICABLE DISEASES

Besides ITHD, the burden of other CVDs is also different be-
tween HICs and LMICs, with the latter dealing with severe
cardiac consequences of endemic diseases, typical of their
social and economic situation.

In Africa, the impact of HIV infection is considerable, es-
pecially in the sub-Saharan region, influencing CVDs. In the
Heart of Soweto Study, 10% of patients with newly diagnosed
CVD were HIV positive, and the most common HIV-related
presentations were cardiomyopathy, pericardial disease and
pulmonary hypertension.*® HIV infection also seems to be
associated with sudden cardiac death and its burden is in-
creased by the common association with Mycobacterium tu-
berculosis infection. In HIV-infected patients in sub-Saharan
Africa, close to 100% of pericardial effusions are due to tuber-
culosis; the association with myopericarditis is common and
an important part of it (40%) evolves with decreased LVEF.%"
A factor of major relevance is that HIV-related cardiomyopa-
thy is more common with increased immunosuppression and
viraemia, whereas adequate antiretroviral therapy lowers its
prevalence,® implying that controlling this disease may re-
duce its CVD consequences.

Increased access to medical care and to echocardiography
in some parts of the continent has led to the recognition of
endomyocardial fibrosis in areas in which the disease had not
been previously reported. Although advances in establish-
ing the epidemiology and improving clinical diagnosis and
management through medical therapy and improved surgi-
cal techniques have been made, unfortunately the mortality
related to this disease is still considerable.®

OTHER CARDIOVASCULAR DISEASES

In areview about heart failure (HF) in Africa, it was observed
that the main aetiologies that resulted in acute decompen-
sated HF were hypertension, cardiomyopathy and rheumatic
heart disease, comprising 90% of cases, a pattern that con-
trasts with the predominance of IHD in North America and
Europe (Figure 3). In this continent, HF affected mainly the
young (mean age=52 years), without sex predominance, and
is associated with 18% mortality at 6 months, similar to what
has been observed in non-African HF registries, suggesting
that HF has a dire prognosis independently of the region.

In Tanzania, a study showed that patients hospitalised by
HF were younger and their mortality was higher when com-
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viSa nego u razvijenim zemljama. Etiologija zatajivanja srca
postupno postaje sve sli¢nija onoj u bogatijim zemljama, s
porastom hipertenzije kao uzroka, a smanjenjem ucestalosti
reumatske bolesti.*

Hipertenzivna kardiomiopatija, neko¢ smatrana rijetkos¢u
u subsaharskoj Africi, takoder je postala rastuc¢a epidemija u
tom podrucju te ¢e, ako se ne poduzmu prikladne mjere, vije-
rojatno dovesti do poveéanja broja pacijenata sa zatajivanjem
srca, a mozda i pove¢anog broja sluc¢ajeva IBS-a, fibrilacije
atrijaimozdanog udara.*

Vezano uz peripartalnu kardiomiopatiju nedavno juznoa-
fricko istrazivanje kod 176 pacijenata pokazalo je da njih 26%
imaloSuprognozu (smrt, ejekcijska frakcijalijeve klijetke <35%
ili tesko simptomatsko zatajivanje srca), Sto ostavlja znatne
posljedice, pogotova kada je poznato da bolest zahvaca Zene
u generatvnoj dobi. Prediktori losije prognoze su funkcijska
klasa, ejekcijska frakcija lijeve klijetke i veli¢ina lijeve klijet-
ke na kraju dijastole.*®* SaZetak ¢lanaka o globalnom zdravlju
objavljenih u ¢asopisu Heart tijekom zadnje dvije godine na
temu ostalih ne-vaskularnih bolesti prikazana je u tablici 1.

PROMOCIJA ZDRAVLJA, PREVENCIJA |
LIJECENJE KARDIOVASKULARNIH BOLESTI

Ozbiljnost problema vezanih uz KVB u trenutacnom kontek-
stu globalnog zdravlja ¢ini ih zdravstvenim prioritetom. Iza-
zov s kojim su suocene visokorazvijene zemlje jest odrzati
smanjenje smrtnosti od KVB postignuto u zadnjim desetljeci-
ma®*? te ublaZziti nejednakosti radom s manjinama koje u tim
zemljama posebno pate od KVB, primjerice Afroamerikanci u

pared with developed countries. The aetiologies of HF are be-
coming progressively similar to wealthier countries, with an
increase of hypertension and a decrease of rheumatic heart
disease.*

Hypertensive cardiomyopathy, once considered rare in sub-
Saharan Africa, also seems to be a growing epidemic in this
area and, without appropriate control, it will probably result in
new patients with HF, and it might increase the incidences of
IHD, AF and stroke.?

Concerning peripartum cardiomyopathy, a recent South-
African study with 176 patients showed that 26% had a poor
outcome (death, LVEF <35% or severe symptomatic HF), what
translates in great impact, especially if it is considered that
this disease affects women in reproductive age. The predic-
tors of worse prognosis were functional class, LVEF and LV
end diastolic dimension.®* A summary of Global Health arti-
cles published in Heart in the past two years about other non-
vascular diseases is in Table 1.

HEALTH PROMOTION, PREVENTION AND
CARE OF CARDIOVASCULAR DISEASES

The magnitude of the problem regarding CVD in the current
context of Global Health makes facing these diseases a health
priority. The challenge faced by HICs is to maintain their
achievements in CVD mortality rate reduction conquered in
the last decades®*? and also to reduce inequities, by promot-
ing this decline in specific minority groups that suffer the
greatest burden of CVD in these countries, such as the Afri-
can Americansin the USA and the South Asiansin the UK 344
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TABLE 1. Main Global Health articles published in Heart from May 2012 to April 2014 about other non-vascular diseases.

Author/Year  Country/Region Issue Disease/Factors Paper type Study design N Main conclusions
Makubietal,  Tanzania/Africa  Aetiology and HF Original Prospective 427  Patients with HF are younger than in
2014 prognosis research observational the developed world. Aetiologies are
study similar—hypertension is becoming
more and RHD less important.
Griffiths etal,  UK/Europe Therapy HF Original Cost-effecti- 6505 Ivabradine is likely to be cost-effective
2014 research veness model in eligible patients with HF in UK.
from a popu-
lation-based
cohort
Syed et al, South Africa/ Prognosis Tuberculous Original Prospective 81 Myopericarditis is common in
2013 Africa pericarditisand  research observational tuberculous pericardial effusion and
myopericarditis study associated with
HIV-related immunosuppression.
Ogah et al, Nigeria/Africa Epidemiology HTN Review paper  Systematic N/A  Public health interventions are needed
2013 review to control the growing HTN epidemic in
sub-Saharan Africa.
Mocumbi Mozambique/ Epidemiology, Endomyocardial ~Review paper Literature N/A  Joint efforts may be necessary to
etal, Africa prevention fibrosis review overcome the lack of expertise and
2013 and therapy financial constraints for treatment of
endomyocardial fibrosis.
Sliwa et al, South Africa/ Epidemiology, HF Review paper Literature N/A  Improvement of treatment and control
2013 Africa aetiology and review of HTN play a central role for the
prognosis improvement of cardiovascular health
in Africa.
Zihlkeetal,  South Africa/ Epidemiology, CHD and RHD Review paper Literature N/A  Africa still carries a high burden of
2013 Africa diagnosis and review RHD, and management of simple CHD
prevention is yet to be addressed.
Blauwe etal,  South Africa/ Epidemiolo-  Peripartum Original Prospective 176 Increased LVESD, lower BMI and lower
2013 Africa gy: predictors cardiomyopathy  research cohort study serum cholesterol are predictors of poor
and outcome; older age and smaller LVESD
outcomes are independently associated with a
higher chance of LV recovery.
Syed et al, Nigeria/ Epidemiology HIV-associated  Review paper Literature N/A  10% of patients with newly diagnosed
2013 Sub-Saharan heart disease review cardiovascular disease were HIV+; the
Africa most common presentations were

HF (38%), pericardial disease (13%)
and PAH (8%), with association with
immunosuppression and viraemia.

BMI, body mass index; CHD, congenital heart disease; HF, heart failure; HTN, hypertension; LV, left ventricle; LVESD, LV end systolic diameter; N/A, not applicable; PAH,

pulmonary artery hypertension; RHD, rheumatic heart disease.

SAD-u i JuZnoazijati u Ujedinjenom Kraljevstvu.2%44 Srednje i
nize- razvijene zemlje Zive u drugoj zbilji: u nekima smrtnost
od KVB raste, a makar je u nekima doslo do pada smrtnosti,
sveukupna je brojka u porastu prvenstveno zbog starenja po-
pulacije.’? Stoga valja u tim zemljama primijeniti dosad nau-
¢eno, na nacin primjeren osobitostima svake zemlje.

Pri dono$enju odluka o mjestu djelovanja vazan je podatak
da su za smanjenje stope smrtnosti od IBS-a u visokorazvije-
nim zemljama zasluzni kontrola ¢imbenika rizika (45-75%) i
lijecenje (25-55%).6° Jasno je da se pri odlu¢ivanju mora usre-
dotociti na strategije koje zahvacaju cijelu populaciju te ciljati
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LMICs live a different reality: CVD mortality rate is increasing
in some countries and, although in others it has decreased,
the absolute numbers are increasing, mainly due to popula-
tion aging.’? Therefore, lessons learned worldwide should be
adapted to each country's reality.

To choose where to act, policy makers have evidence re-
vealing that the reduction in IHD mortality rates in HICs are
45-75% a result of risk factor control and 25—-55% due to treat-
ment interventions.®® It is clear that policies should focus on
population-wide strategies, as well as aim at raising public
awareness, empowering people to be partners in their own



TABLE 2. Priority action areas for non-communicable

diseases (adapted from Ntsekhe and Damasceno®).

Five priority action areas identified at the United Nations
High-Level Meeting on Non-Communicable Diseases—
September 2011

1. Strong committed leadership and political support for
a programme action

2. Tackle the priority areas of tobacco control, salt
intake, unhealthy diet, alcohol abuse and physical
inactivity

3. Increase access and availability of affordable cost-
effective treatment

4. Promote local and international partnerships that
focus on implementation and research of prevention
and control strategies

5. Monitor the determinants and burden of non-com-
municable diseases, and evaluate progress at global,
regional and national levels

na podizanje svijesti javnosti, educiranje ljudi kako bi mogli
sudjelovati u vlastitom lije¢enju, poboljsanje ekonomije i brige
o okolisu i orjentiranje sredstava zdravstvenih sustava (tabli-
ca 2).11’45'46

Nezdravim oblicima ponasanja koji dovode do porasta KVB
mozZe se suprotstaviti marketinskim strategijama koje poti¢u
tjelesnu aktivnost i zdravu prehranu.%**® Regulacija visoko-
energetske hrane kao §to su slatka pic¢a te subvencioniranje
voca, povréa i integralne hrane promovira zdraviju prehra-
nu.®%4 Dokazano je da zabrana pusSenja i poviSen porez na
duhanske proizvode smanjuje KVB.4” U Nizozemskoj je za-
brana pusenja na radnom mjestu smanjila stopu vanbolnicke
iznenadne sré¢ane smrti za oko 12% (slika 4),%® a u Brazilu se
procjenjuje da je smanjenje duhanskih proizvoda sprijeci-
lo oko 420.000 smrtnih slu¢ajeva u razdoblju izmedu 1989. i
2010. godine.*® VaZzna su takoder i unaprjedenja u dijagnostici
1 lije¢enju.®* Primjerice, u Ceskoj Republici je poboljsanje li-
jecenja u razdoblju od 1994. 1 2009. godine znatno pridonijelo
smanjenju kardiovaskularne smrtnosti.®® Da bi se postigao
veci ucinak, lijeCenje utemeljeno na dokazima mora biti: pri-
stupacno svima, financijski isplativo 1 postizati preporu¢ene
terapijske ciljeve.

Da bi se lijecenje ucinilo pristupac¢nim svima, prvi je korak
posti¢i jednakost u pristupu lijeGenju. Stoga se sve vise usre-
dotocuje na strukturu drzavnih zdravstvenih sustava, pogo-
tovu glede potrebe za besplatnom zdravstvenom zastitom,
jer pla¢anje za zdravstvene usluge moze uvecati drustvene
nejednakosti.®

Neke su inicijative bile uspjeSne u svim dijelovima svije-
ta, primjerice snazenje uloge primarne zdravstvene zastite i
osiguranje besplatnih lijekova za kroni¢ne bolesti.®* Postoje
neke naznake da placanje kvalitete — umjesto pla¢anja usluga
— poboljsava zdravstvo, no iako je ta strategija obec¢avajuca,
dokazi jo$ nisu sasvim jasni. Zdravstveni se sustavi u viso-
korazvijenim zemljama moraju nositi s rastué¢im cijenama
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care; enhancing economic and environmental policies and
orientating health systems capacities (Table 2) 114546

To confront the unhealthy behaviours that lead to the grow-
ing incidence of CVD, marketing practices can be used to
stimulate physical activity and healthy eating.%** Regulat-
ing contents of high-energy foods, such as sugary drinks, and
subsidising fruits, vegetables and wholefoods can promote
healthier diets.®*** Smoking bans and increased taxation of
tobacco and alcohol have been proven to reduce CVD.**"In the
Netherlands, the working-place smoking ban significantly
decreased the rates of out-of-hospital sudden cardiac deaths
by about 12% (Figure 4),% while in Brazil about 420 000 deaths
are estimated to have been prevented due to tobacco reduc-
tion over the years 1989-2010.%° Improvements in diagnosis
and treatment are also important.®4s

In the Czech Republic, for example, improved case-fatality
from 1994 to 2009 had a substantial contribution to the reduc-
tion in the national CVD mortality rate.®® To achieve a greater
impact, evidence-based treatments must be: available for all
in need, cost-effective and achieve the recommended thera-
peutic targets.

To be available for all in need, the first obstacle to be trans-
posedisequal access to healthcare. Therefore, the importance
of a structured national health systems has gained increas-
ing attention, especially regarding the need for universal cov-
erage, as payment for healthcare can enhance social dispari-
ties. St

Some initiatives have been successful in all world regions,
as strengthening primary care and providing free-of-charge
medication for chronic diseases.® Evidence to suggest that
paying for performance—instead of paying for services—im-
proves healthcare is mixed and not yet conclusive, but it's also
a promising strategy. Health systems in HICs face the rising
costs of technology intensive care for their aging populations
and cost-effectiveness studies are essential to optimise al-
location of resources.%% LMICs have a more difficult task,
as they have to confront the double burden of diseases and
the interaction between them, exemplified by the growing
numbers of HIV-related CVDs."* In these countries, health
systems must be prepared for the rise of NCDs, but still cope
with the burden of communicable and nutritional diseases, to
which the social determinants are even more important, such
as the housing conditions for rheumatic heart disease and
Chagas heart disease.™*5* In Africa, regional differences can
be seen in the countries’ readiness to combat cardiovascular
risk factors: 61% had funding available for NCD, however only
26% had a specific policy for diabetes.%

To achieve the recommended targets, health workers must
be motivated and patients must be adherent, which is a chal-
lenge even to structured health systems, such as in the UK,
where the majority of patients with IHD or those at high risk of
developing CVD do not achieve lifestyle, risk factor and thera-
peutic targets suggested by the national prevention guide-
lines 5657

Strategies such as the use of telephone calls to monitor ad-
herence are good alternatives to be used.®

Another contribution of technology to Global Health is the
spreading of information, which may contribute to the imple-
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tehnologije intenzivne njege za sve stariju populaciju, pa su
istrazivanja financijske isplativosti kljuéna pri optimizaci-
ji raspodjele sredstava.’*5® Manje razvijene zemlje suocene
su s tezim zadatkom, posto se moraju nositi sa dvostrukim
teretom i samih bolesti i njihovih meduodnosa, $to prikazu-
je rastuci broj KVB uzrokovanih HIV-om.”* U tim zemljama
zdravstveni sustav mora biti spreman za porast nezaraznih
bolesti, no istodobno se mora boriti s jos prisutnim teretom
zaraznih bolesti i bolesti uzrokovanih prehranom za koje su
socijalne odrednice jo$ vaznije, primjerice kvaliteta mjesta
Zivljenja za reumatsku bolest srca i Chagasovu bolest srca .5
U Africi se regionalne razlike mogu primijetiti u spremnosti
pojedinih drzava za borbu protiv kardiovaskularnih ¢imbeni-
ka rizika: 61% odvaja sredstva za nezarazne bolesti, no samo
26% ima strategiju za dijabetes.%®

Da bi se postigli preporuceni ciljevi, zdravstveni radnici
moraju biti motivirani, a pacijenti moraju slijediti upute, §to je
izazov i za strukturirane zdravstvene sustave kao u Ujedinje-
nom Kraljevstvu, gdje vec¢ina pacijenata s IBS-om ili visokim
rizikom od KVB-a ne postignu ciljeve u promjeni Zivotnog
stila, ¢éimbenika rizika i lijeGenja koje propisuju nacionalne
smjernice za prevenciju.®57?

Strategije kao §to je koristenje telefonskih poziva za prace-
nje ustrajnosti pacijenata dobra su alternativa koju se moze
iskoristiti.®
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mentation of evidence-based interventions worldwide. How-
ever, while information travels even to remote areas, the un-
even distribution of workforce is still a problem.%

Sub-Saharan Africa, for example, carries 24% of global dis-
ease burden, but has only 3% of health workforce.*° The poorer
and rural areas of the globe have less health workers per 1000
inhabitants, mainly a consequence of poor infrastructure and
training.®® To counteract this trend, technology can also be
used for training by online courses and monitoring at a dis-
tance, giving the opportunities for shared medical decision.
The use of telemedicine for the interpretation of ECGs as a
support for primary health in remote areas is a successful ex-
ample that can be replicated in diverse areas.®®

In a broader aspect, cooperation is essential if the global
community wants to respond to conditions that affect their
health. Regarding environmental sustainability, coordinated
actions are important to achieve goals such as the reduction
of pollution and, consequently climate changes.?*?¢ Global
Health initiatives should focus on long-term strategies that
promote peace, mitigate the impacts of poverty and are in
synergy with the needs of the global and local communities.5
Global commitments to achieve reduction in NCD mortality,
such as proposed by the United Nations that aims at a 25% re-
duction in premature NCD mortality by 2025 (the 25x25 goal)



Jo$ jedan doprinos tehnologije globalnom zdravlju je Sire-
nje informacija, $to moZe pridonijeti uvodenju intervencija
temeljenih na dokazima Sirom svijeta. No iako informacije
stizu i uizdvojena podrucja, neravnomjerna raspodjela radne
snage jo$ je uvijek problem.%°

Primjerice, subsaharska Afrika nosi 24% svjetskog tereta bo-
lesti, noima samo 3% svjetskih zdravstvenih djelatnika.*® Siro-
masnija i ruralna podrucja u svijetu imaju manje zdravstvenih
djelatnika na 1000 stanovnika, prvenstveno uslijed lose infra-
strukture i edukacije.®® Protiv toga se moZe boriti online edu-
kacijskim tecajevima i pracenjem na daljinu, sto omogucuje
donosenje zajednicih lijeénickih odluka. Uporaba telemedici-
ne za interpretaciju EKG-a kao potpora primarnoj zdravstvenoj
zastiti u izdvojenim podruc¢jima uspjeSan je primjer koji se
moZe primijeniti u razli¢itim podruc¢jima medicine.

Sire govoredi, ako svjetska zajednica Zeli mijenjati uvjete
koji utjeéu na zdravlje, kljuéna je suradnja. Sto se tie odrzivo-
stiiokolisa, koordinacija je vazna za postizanje ciljeva kao §to
su smanjenje zagadenja te klimatskih promjena.?*? Inicijati-
ve globalnoga zdravlja trebale bi se usredotoc¢iti na dugoro¢ne
strategije koje promoviraju mir, umanjuju utjecaj siromastva
te suu skladu s potrebama globalnih i lokalnih zajednica.®* Da
bi se ostvarile obveze preuzete na globalnoj razini za smanje-
nje smrtnosti od KVB, kao sto je prijedlog Ujedinjenih Naro-
da, koji cilja na dvadesetpetpostotno smanjenje preuranjene
smrtnosti od KVB do 2025. godine (cilj 25x25), nuZna je potpo-
ra lokalnih vlasti i medunarodnih udruga.®?

Razvoj tehnologije i znanstvena istrazivanja jos uvijek tre-
baju posvetiti vise paZnje zanemarenim bolestima. Bolesti
koje prvenstveno pogadaju manje razvijene zemlje moraju
biti u sredistu paznje istrazivackih instituta cijeloga svijeta te
prilika za suradnju medu drzavama. Takoder nedostaju dobri
podatci o demografiji, epidemiologiji 1 teretu bolesti u tim dr-
Zavama, $to otezava okrivanje slabosti te planiranje i provo-
denje rjeSenja u tim zemljama. Pracenje i razmjena podataka
kljuéni su da bismo ucinili svijet zdravijim.®?

ZAKLJUCAK

Poboljsanje globalnoga zdravlja zahtijeva razvijanje 1 pri-
mjenu rjesenja utemljenih na podatcima iz niza razli¢itih
disciplina koje pomazu pri donosenju odluka, ukljucéujuci
medicinu, demografiju, epidemiologiju, javno zdravstvo i eko-
nomiju.* Clanci povezani s globalnim zdravljem tijekom za-
dnje dvije godine znatno se ¢escée objavljuju u ¢asopisu Heart,
Sto pridonosi razumijevanju i povecanju svijesti o ovoj temi.
No jo$ uvijek postoje teme kojima se tek treba poceti baviti u
znanstvenim ¢asopisima, kao sto je zdravstvena edukacija i
uspjednost programa probira.

Glavni je cilj globalnoga zdravlja staviti naglasak na zdrav-
stvenu jednakost, pri ¢emu treba obratiti paznju na lekcije iz
cijeloga svijeta te ih prilagoditi osobitostima danog podrucja.
Taj se cilj moZe ostvariti primjenom promocije i prevencije
intervencijama na razini ¢itave populacije te uspjesnim lije-
¢enjem na razini pojedinca. Vlade, udruge i civilno drustvo u
zemljama s razli¢itim stupnjem razvijenosti moraju biti spre-
mne dijeliti odgovornosti i financijski teret sa zajednic¢kim ci-
ljem postizanja zdravlja i blagostanja ljudi diljem svijeta.

Nascimento BR, Brant LCC, Moraes DN, Ribeiro ALP

need efforts from local governments and international insti-
tutions.®?

Research and technology development still needs to give
more attention to neglected conditions. Diseases that mainly
affect LMICs must be in the focus of research institutes world-
wide and also be an opportunity for collaboration between
countries. Good quality data about demography, epidemiology
and the burden of diseases in this group of countries are also
lacking, making identification of weaknesses, planning and
implementation of solutions harder in these countries. Sur-
veillance and information sharing is key to make the globe
healthier.6?

CONCLUSION

The approach to improve Global Health requires the develop-
ment and implementation of solutions based on information
derived from a variety of disciplines including medicine, de-
mography, epidemiology, public health and economy to help
policy decision making.* Heart manuscripts have advanced
significantly in these topics in the past 2 years, contributing
to their understanding and dissemination. However, some
particular gaps such as health education and effectiveness of
screening programmes still need to be addressed in scientific
literature.

Trying to benefit from lessons learned across the world
and adapting them to local appropriateness, the main objec-
tive of Global Health is to emphasise health equity. This task
will be achieved by embracing promotion and prevention us-
ing population-wide interventions and also through effective
delivery of clinical care at the individual level. Governments,
foundations and the civil society from countries with differ-
ent incomes must be willing to share responsibilities and
funding in a common perspective, to reach health and well-
being of people around the world.
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