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“What we will plan, we will do.”
Datuk N. Arumugam, Tagaytay, April 2006

EXECUTIVE SUMMARY

Eight member countries of the Asia Pacific Society of Cardiology (APSC) held its 1st
Task Force activity on research priority setting at Tagaytay City, Philippines last April
7, 2006. Bangladesh, Indonesia, Malaysia, Nepal, Singapore, Taiwan, Japan and the
Philippines each reported briefly on the current health situation (morbidity, mortality,
prevalence and burden of cardiovascular diseases) and cardiovascular disease
research priorities in their country.

Priorities on cardiovascular diseases (CVD) for the Asia Pacific Region were the
workshop’s principal output. Research topics on CVD were identified, assessed and
ranked based on relevance, avoidance of duplication, feasibility, urgency,
applicability, and political as well as ethical acceptance. By order of rank, these are:
1) Tobacco control strategies; 2) Epidemiology of cardiovascular diseases; 3) Risk
factors for cardiovascular diseases; 4) Disease Registries; 5) Guidelines/policies; 6)
Clinical trials; 7) Advocacy/social marketing; 8) Knowledge translation; and 9)
Genomics. Each member country is expected to discuss and select a research topic
locally, and present their individual results at the PHA-APSC joint symposium in May
2006.

Other concerns to be addressed by APSC in the future include strategies on
improving organizational structures, infrastructure and websites; as well as
identifying funding sources, capacity building and collaboration activities.




WORKSHOP OBJECTIVES

Provide overview of the research priority process
Presentation of country reports

Identification of research priorities in the region
Explore potential partnerships



Highlights of the APSC Research Meeting

Mumbai, India (Dec 2005)
Eugene Reyes, MD

Key Points:

e Australia, Indonesia, Japan, Nepal, Pakistan, Philippines, Singapore and Thailand were
among the member countries that attended the APSC meeting in Mumbai in December
2005.

e APSC'’s obligation as a healthcare organization is to conduct research and develop
programs that promote improvement in healthcare.

e |[ts vision is to conduct basic and clinical research and effectively implement and apply
results to improve health.

e lterative loop of the epidemiologic cycle
0 lIdentify the burden of iliness (research may kick off from this stage)

Identify possible etiology or causation

Assess the effectiveness of available treatment/s

Synthesize results by guidelines provided

Monitor the implications

Reassess the significance and effectiveness of treatments

e The APSC Task Force on Research was formed to explore collaboration and facilitate
coordination thus the 1st APSC Research Priority Workshop was organized.

e Problems to be addressed:

0 There is a high number of research output but low utilization of these outputs
because of “low quality” researches

0 Minimal or no funds to do research

0 Lack of technical assistance and training centers in most regions

0 Political and economic situations

Oo0oo0oo0oo

As a member of a healthcare

Let Us Improve Healthcare organization we have an
through Research! obligation to conduct research

that is of importance to patient

care and society




Mumbai, India
December 2005

i " Pakistan
(afnian, ¢ Philippines
Americay Singapore
f { Thailand
=

Core Value (Reyes 2005)

To conduct basic and clinical
researches and develop
programs to improve patient
care and to benefit society

BURDEN OF ILLNESS
Determine the health
&  Status using health

REASSESSMENT e indicators
Reassess the How grave is the burden
ap-—E of ifiness? T

burden of illnesz ETIOLOGY OR

DA ey Cese CAUSATION
decrease signfficantly’ Identify and assess the
causes of the burden of
illnesz.
MONITORING What are the causes or

Ongaing manitoring
using markers selected
To indicate success.
Is implementation

well in the field> MUNITY
EFFECTIVENESS
f Assess the benefit or
harm or potentially
- feasible interventions
Skl EFFICIENCY anl estimete the effect
Intagration of feasibili Determine the relationships on the burden of illness.
i..,,.:;' :‘d:{ﬁc::g;g' between costs and effects Is the freatment of effeciive
e e e Ao of options within and across in reducing the preblem?
How will the program be programs. - -
implemented? What procedure is more
) cost effective?

Research Impact Cycle

Basic Lab Research

* W
‘ Clinical Reﬁearch ‘

I \

| Practice/policy
| \

|

-

‘ Implementation and Monitoring‘
\

Improved Health —t

APSC TASK FORCE ON
RESEARCH

- Explore Collaboration
- Facilitate Coordination

Achieving Our Vision

Basic— Clinical - Implementation— Improved Health

Translating Biomedical Research fo the Bedside:
A National Crisis
JAMA, March 2003




Problems

Increased research outputs
— less utilization

No unified priority setting
Funding

- resort to low cost studies
Lack of technical assistance
Limited training centers
Political and economic situation

Thank you

10




Process and Criteria for Research Priority Setting
Nina T. Castillo-Carandang, MA, MSc

“Research results must be translated to everyday practice.”

Key Points:

Health research is of global importance. It must not only focus on the disease but
also examine the social, environmental and economic contexts that determine
the occurrence and persistence of diseases. Economic growth may be a
determinant to improved health and vise versa.
Approaches to identifying global health research priorities (Labonte and Spiegel):
0 Burden of disease (BOD)
0 Inherently Global Health Issues (IGHIs)
IGHIs are subdivided into three categories:
0 Environmental global degradation
0 Social/economic trends
0 Cross-cutting issues
According to Labonte’s and Spiegel’s briefing paper for the Canadian Institutes of
Health Research (CIHR), research must focus on both burden of disease and
Inherently Global Health Issues (IGHIs). Thus priority to research on IGHIs that will
reduce the burden of disease should be given importance.
Priorities are set to ensure that resources are properly allocated, human and
financial resources are identified. They are set to reinforce the links between
research action policy and practice.
Benefits of priority setting:
0 Encourages systems thinking
0 Evaluate programs and interventions
0 Monitor results vs. the health system
Criteria for funding, which are based on number of individuals affected, number
of deaths, disability and economic costs, or based solely on immediate dangers if
applied exclusively would under-fund rare diseases.
Approaches to Priority Setting:
0 Essential National Health Research (ENHR) Approach
It focuses on the analysis of health needs, people’s expectations and
demands and applied on a national level. Priorities are set based on
relevance, feasibility and impact. It involves researchers, health providers and
communities.
0 Five-step Process or Ad-Hoc
This approach is applied on a global scale. Burden of disease, knowledge
base, resource allocation and cost-effectiveness of interventions are the
criteria used by experts to set priorities
0 Combined Approach
It incorporates criteria and principles both from the ENHR and Ad Hoc



e Steps in Setting Priorities:

0 Identify a leader and set a work plan
0 Assess the needed information

0 Identify and involve stakeholders
o
o

Select and use criteria

Product of the priority setting

. After setting priorities, the next step is to develop a proposal

7.

Health Research & Development:
A Global Imperative

(Source: Prioity Sefting for Health Research, Adhan A, Hvalr, MDMPMHBRO)
Population - the most valuable asset of a country.
Value of the Asset is measured by its Health Status.
Health Status depends on many determinants.

With unlimited resources, we could act on all
determinants.

Resources being limited, we have to select the
determinants which have the greatest impact on health.

. Only through research can a country identify the key

determinants for the health of the country.
Conditions of success: keep research out of isolation.

Table 1: Inherently Global Health

Issues
Environmental global 1. Greenhouse gas emissions (climate change)
degradation 2. Biodiversity loss

3. Water shortage
4, Decline in fisheries
5. Deforestation

Social / economic 6. Increasing poverty

7. Financial instability (capital markets)
8. Digital divide

9. Taxation (tax havens, transfer pricing)

Cross-cutting 10. Food (In)security

11. Trade in health-damaging products
12. Governance

13. War and conflict

INHERENTLY GLOBAL HEALTH
ISSUES (Labonte and Spiegel 2001)

e Inherently Global Health Issues (IGHIS)
are health determining phenomena that
transcend national borders and political
jurisdictions.

¢ The analytical pathways triggered by
these global “drivers” may be more
difficult to trace or, in some cases, still
somewhat speculative.

Why set health research priorities?

- Ensure that available resources are
properly allocated

- Identify human and financial resources
required

- Reinforce and strengthen the links
between research, action, policy and
practice

INHERENTLY GLOBAL HEALTH
ISSUES (Labonte and Spiegel 2001)

¢ Their potential health effects, however,
could overwhelm the best efforts of
disease-based intervention.

» Global health research requires more
attention on the assessment of IGHIs as
a way to complement the more
traditional focus on diseases or
vulnerable groups.

Priority-Setting Benefits

- Encourages “systems thinking” within an
institutional or national health research
system.

- Disciplines the system and the actors
(healthcare workers, patients,
policymakers, etc.) in it to:

v 'monitor the contribution of research to the

health of populations and the performance of
the health system;

v evaluate programs and interventions;

v be explicit about values and the criteria by
which decisions are made:

v'be more accountable to stakeholders.

10




Setting Research Priorities at the National
Institutes of Health

Assessing Health Needs and
Scientific Opportunities

http:/fwww nih.gov/about/researchpriorities. htm#opportunities

BURDEN OF ILLMNESS
Determine the health
status using health

r

REASSESSMENT L2 indicators
Joaemmthal How grave is the burden
‘magnitude + -
Laidaa of Euats of ilness? ETIOLOGY OR
rate
s iy e s
causes of the burden of
iliness.
MONITORING What are the cases or
PROGRAM
Ongoing monitaring of the disease?
using markers selected
to indicate success.
Is implementation
well in the field? COMMUNITY
EFFECTIVENESS
Assess the benefit or
. S ey
feasible interventions
;mi—lﬁ‘#;g” EFFICIENCY and estimate the effect
Intagration of feasibility, Determine the relationships on the burden of illness.
impozt. ond efficiency to between costs and effects Is the treatment of effective
mihe recommendations. | W= of options within and across | = i redicing the problem?
v will the program be . P I I e S
i What procedure is more
cost effective?

If health needs alone were used to gauge
priorities, research funds might be
distributed based on:

1. The number of people who have a particular
disease.

2. The number of deaths caused by a disease.

3. The degree of disability produced by a
disease.

4. The degree to which a disease cuts short a
normal, productive, comfortable life.

5. The economic and social costs of a disease.

6. The need to act rapidly to control the spread
of a disease.

10

Using any one of these criteria to make
funding decisions would produce a
different result:

1. Funding according to the number of
individuals affected

+ This would emphasize common diseases,
but might have a limited effect on overall
health and survival

Example:

Much research would be done on the common
cold and allergies and little on childhood cancers.

11

Assessing the health needs of
the nation

« Difficult to simply prioritize research
problems and allocate funds to research
on one disease or another according to
a single set formula.

* Many possible ways of measuring the
health needs of the nation and
distributing research funds, each with
advantages and drawbacks.

If health needs alone were used to gauge priorities,
research funds might be distributed based on:

2. Funding according to the number
of deaths

— This would neglect chronic diseases that
produce long-term disability and high
costs to society, such as mental iliness,
arthritis, and heart diseases.

12

11




If health needs alone were used to gauge priorities,
research funds might be distributed based on:

3. Funding according to disability or
economic cost raises questions
about
— how well disability or economic costs can
be quantified

— whether only the direct costs of medical
care should be counted or

— whether indirect costs (e.g., lost

productivity), which are difficult to
measure, should also be included.

e Al of these criteria for weighing and
weighting health needs are justifiable

e Yet applying any one of them exclusively
would cause the neglect of some classes of
diseases altogether.

e« Moreover, any of these criteria used
exclusively would, for example, under-fund
research on rare diseases
- Research that has taught us much about the

diseases themselves and a great deal about
normal human biology, other diseases, and new
approaches to treatment.

13

16

If health needs alone were used to gauge priorities,
research funds might be distributed based on:

4. Funding according to the economic
cost of illness

This would under-fund diseases that result
in a short illness and rapid death.

This choice would provide a great deal of
funding for Alzheimer's disease and muscular
dystrophy and little, or none, for sudden infant
death syndrome or certain types of cancer.

14

e Clearly, it is not easy to
determine how to allocate
funds according to the
impact of various diseases.

If health needs alone were used to gauge priorities,
research funds might be distributed based on:

5. Funding based solely on immediate
dangers to public health

May divert funds from areas of research of
much broader long-term impact.

This choice would mean that a great deal of
research would be done on AIDS and
tuberculosis and little on Parkinson's disease
and asthma).

17

15

Assessing scientific

opportunities
s Assessing scientific opportunities is no less
complex than evaluating health needs.
e It requires
— expertise in many scientific fields,
- br%adth of vision across many disciplines,
an

— judgment to determine the likely yield from
making investments in particular areas of
research.

It is never certain which scientific areas will
produce the greatest returns soonest.

18

12




Assessing scientific
opportunities

« At any given time, moreover, some fields
appear to be
- progressing more rapidly than others and
— more likely to repay the investment in them by
producing great discoveries that advance
knowledge.
» Scientific opportunities may arise from many
sources
- from a single technological development, or
- from a scientific "breakthrough."

Heart Disease

s Progress in this area was slow at first, but
then scientists began to associate lipids (such
as cholesterol, carried in the blood) with the
development of atherosclerosis in humans.

¢ In the early 1960s, research on the NIH
Bethesda campus led to a way of classifying
various types of lipid abnormalities in
families.

» This work led to meaningful associations
between variations in lipid metabolism and
atherosclerotic heart disease.

19

22

Assessing scientific
opportunities

Often the breakthrough or even the
knowledge accumulated is in an area
that appears only remotely related to
the area where it will have its greatest
impact.

Recognition of these scientific
opportunities allows investigators to
approach previously unanswered
questions in new ways.

20

Heart Disease

Work in blood lipid research and heart
disease illustrates how health needs and
scientific opportunities coincide.

Nearly 55 years ago, the NIH identified
research on coronary heart disease as an
important health priority.

This disease is caused by atherosclerosis, the
build up of lipids (fatty substances) in the
heart's main arteries, which can block blood
flow and thereby cause the death of heart
tissue — that is to say, a heart attack.

L]

Heart Disease

« In addition, through carefully planned, long-term
epidemiologic studies (studies of the occurrence and
distribution of disease in large groups of people), the
understanding emerged that risk factors such as
blood cholesterol levels and cigarette smoking, as
well as high blood pressure (which was recognized
much earlier as a predictor of premature death) can
make people susceptible to disease.

» Identifying scientific opportunities in basic, clinical,
and epidemiological research on lipid metabolism has
resulted in phenomenal progress in understanding
the underlying processes that lead to atherosclerosis,
as well as its prevention and treatment.

23

21

Heart Disease

For example, benefits from this research include the
development of cholesterol-lowering drugs and
prescriptions for changes in behavior (less dietary fat,
no smoking, more exercise), with a dramatic
decrease in age-adjusted mortality from heart
disease as a consequence.

Still, many challenges in coronary heart disease
remain.

Future targeted areas of research include an analysis
of why cholesterol accumulates in artery walls and
ways to facilitate its removal, and prevention of the
accelerated form of atherosclerosis which causes
between 30 and 40 percent of grafts to become
narrowed again after bypass surgery.

24

13




Approaches to Priority Setting

1. Essential National Health Research

(ﬁ(\ (ENHR) Approach

DeveloEed by Council on Health Research for Development

Ly \/ (COHR

Strategn for each developing country to set national priorities for
research.

D)

Requires the best currently available and locally specific
information

Should address issues of equity.

Approaches to Priority Setting

3. Combined Approach Matrix

Global Forum for Health Research (GFHR)

ims to incorporate criteria and principles
for priority-setting defined in:
—ENHR approach
— Five-step approach

25

Approaches to Priority Setting

2. The Five-Step Process

Ad Hoc Committee on Health Research Relating to
Future Intervention Options (1994-1996, WHO).

uggests 5 steps to inform decision-making about
the allocation of R&D resources to and within a
problem area.

28
The Global Forum Combined Approach
Matrix to help priority-setting for health
research
Five steps in priority The individual, | Health ministry Sectors Macrosconomic
setting ':ﬂ::;'d I:;P:I::E:: u&h:.:;:ln paolicies

1. What is the burden of
the disease/risk factor?

Z Why does the discase
persist? What are the

3. What is the present
level of knowledge?

4. How cost effective
could future
interventions be?

5. What is the resource
Mow for that

disease [risk factor?

26

Five steps of priority setting

+ Magnitude
What is the burden of the disease?
+ Determinants
Why does the burden of disease persist?
Knowledge today
What is known today about existing interventions
How cost-effective are they?
* Cost-effectiveness of future interventions
* Investments

What are the resource flows for that disease/risk
factor?

27

29
Comparative Analysis of Approaches
Issues ENHR Ad Hoc Combined Matrix
(5-Step)

Rationale  Systematically guide Assist decision making Incorporate criteria
current & future by governments, & principles for
country efforts in industry and other priority setting of
developing & investors on the ;

; 5 . previous
implementing research  allocation of funds, to approaches into a
agenda and within, health R&D. Embined ore
Complement national el
assessments with a tise priority.
global one. setting techniques
to gain as many
years of healthy
life as possible for a
given investment
in health research
30

14



Comparative Analysis of Approaches

Issues

Level of
application

Informatio
used

ENHR
National and subnational

Quantitative &

n  qualitative data in
relation to:
» health status
= the health care system
= the health research

Ad Hoc
(5-5tep)
Global

Burden of disease
{DALY).

Information abeut 20 rick
factors &

Determinants (e.g. alcohol
use, blood pressure, unsafe

Combined Matrix

Global (disease,
determinantsrisk factors)
The same

information as

Five Step process, but
applied at four

levels of intervention:

« individual, family

system & community
water #ic. « health ministry,
Focus on: health systems &
+ analysis of health needs ~ Knowledge base services, health
+ people’s expectations about the health problem | 1oy, community
= societal trends {demand = sectors other
side) Cost-effectiveness of than health
current & potential « eaniral govt. &
interventions macrosconcmic
palicies

Resource allocation
to R & D on specific

« Use different weights and information base

e Address explicitly the issue of underlying
values

» Different levels of application (national,
subnational or global)

health problem
31 34
e ethical and moral ssues
Comparative Analyy -« humsn rhts ssues
pa y = legal aspects
Issues ENHR « political acceptability trix
Criterta ™ I.he‘current a":w ek ol g R
é—* 7 Promotmg
2 . the use of
« burden of discase # | |for policy L
+ determinants of 2 practice
disease burden 2 =
= effect on equity i
+ ethical,political, = — ¥
social, cultural Policies &
acceptability =
+ probability of :
finding a solution 3
= scientific quality ?-
» feasibility T
= contribution to %
\ capacity
'\ strengthening ‘ 1|
32 35
¢ Each of the three approaches
» Both a mixture of methods and tools as well as to the
process of setting priorities
» Rational
# Collect all available information on what is needed and what P
is possible -~
> Identify objectives and collect data on what value is placed :
on these objectives by various groups
» Require an adaptation of their methodology to the context
(level, area, type of problem) they are addressing.
> Recognize the need for criteria as the means by which
health research needs can be ranked.
33 36
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e STEP 1 - Plan and get started
»Identify suitable leadership
»Raise awareness with stakeholders
»Agree on a workplan

e STEP 2 - Situation Analysis
(Assemble the Needed Information)

»Health status information
»Health care system information

»Health research system

37

40

Preparatory Work by the Team Convening
the Priority Setting Process

=g o

d the COHRED Working Sroup an Priorfly Selting
i Strategy. Geneva: Council on Health Ry

CORRED Docurment NG,

1. Is the country/state/district/institution ready for
priority setting?

¢ Is the process of setting priorities adequately
understood?

¢ Has the need for priority setting been explicitly
stated?

+ If so, what is the evidence?

- If not, why not?

38

4. Do the groups represented understand the key elements
of priority setting?

Elements:
¢ Inclusiveness and partnership
* Focus on equity in research
e Transparency and consultative processes
5. Is there enough background information such as
¢ health statistics?
* socioeconomic profiles?
e prior research information?

6. Is there credible leadership?

39

e STEP 3 - Identify & involve stakeholders
»Who to involve

»How to involve them
*Delphi method (written)

*Nominal group technique
(silent)

*Round table (in turns)

41

e STEP 4 - Select & use criteria
»Which criteria are to be used?

» Will criteria be assigned
equal or different weights?

42
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Rating 1 J; of | F bill Political Applica- Urgency Ethical
duplication accepta- bility accepta-
Examples of Categories for Grouping Selected bility bility
Criteria by Theme 1 Not Sufficient Study not | Topic not Mo chance | Informa- | Major
r{.u.e u.) R'T.‘ (Ol P, Oorgtrabud, P. and the OOFRED Werking Gowp on Prionily Setting) 2000, A relevant information feasible acceptable | of tion not ethical
Sefting Lking the B\NHR Strategy. Ganeva: Councll on Health Resaarch far T, : I -
Covelpment COFRED Gotmenci6 3003 0. 16.) . e sl e e e |
Category 1: Appropriateness resources, || maace lnphrrm
. ted
"Should we do it?"
2 Relevant Some Study Topic more | Some Informa- | Minor
. information feasible or less chance of tion could | ethical
Category 2 : Relevance R e . e me
W o major Bsuss available dations right away
Wh'—" should we do it?" not covered resources being buta
implemen- | delay of
Category 3 : The Chance of success .,dpk m.:
- e months
Can we do it? would be
accepta-
Category 4: Impact of the research outcome ] | - ble
. " Ve No sound Study vei Topic ful Good Data ve No ethical
“What will the stakeholders get out of it?” 3 mgalll information hﬂa;:b 1 nu?mph:'}; chance of urgenlhw jproblems
available on considering recommen- | needed for
which to base | available dations decision-
problem- resources being making
solving implemen-
ted
43 46

Scales for Rating Research Topics

o regparch, Ir
e ch Cerre and The World Healt

doral Developrnant Pe:

Relevance Feasibility

1 = Not relevant 1 = Study not feasible

9 = Relevant considering available
resources

3 = Veny relevant 2 = Study feasible considering

Avoid of duplication available resources

1 = Sufficient information already 3 = Study very feasible

available considering available

resources
Political acceptability

1 = Topic not acceptable to
high level policy-makers

2 = Some information available but
major issues not covered

3 = No sound information available on
which to base problem-sclving

2 = Topic more or less
acceptable

3 = Topic fully acceptable

Sample List of Criteria

Ohelle D et al. (2000). A manual for research prionty setting using the ENHR strategy
(COHRED document 2000.3). Geneva, Council on Health Research for Development, p.13.

« Adequacy and usefulness of current knowledge base (avoiding duplication)
« Applicability of the research outcome

« Availability of cost-effective interventions

« Capacity of the system to carry out the research
« Community concerns/demands

« Economic impact

« Environment health and sociopolitical effects

+ Equity focus

« Ethical and moral issues

« Feasibility

« Funding support

« Human rights issues

« Impact on health

« Impact on development

44 47
Scales for Rating Research Topics (modified) Continuation ...Sample List of Criteria
Applicability Ethical acceptability
1 :|N° Cht:‘ice of recommendations being 1 = Major ethical problems « Justification of cost/investment
implemen - e . .
p . 2 = Minor ethical problems Justification of time
2 = Some chance of recommendations . « Legal aspects
being implemented 3 = No ethical problems « Magnitude of the problem
3 = Good chance of recommendations + Obligation and professional responsibilityoperational effectiveness
being implemented » Partnership-building
U « Persistence of the problem
rgency « Political will/acceptability/commitment
1 = Information not urgently needed * Relevance
= Information could be used right away » Responsiveness to the national health policy or national goals
but a delay of some months would be » Research capacity-building
acceptable » Research utilization
3 = Date very urgently needed for * Urgency
decision-making
45 48
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e STEP 5 - The product of priority-
setting processes

»the type of event that would generate the
product of the priority-setting process

»the type of product that would be generated

»measures to enhance the acceptability of
the product

Aligning resources toward
research priorities

Allocation / re-allocation of
resources

1

‘ Implementation of priorities

49 52
Priority-setting decisions may be considered
LEGITIMATE AND FAIR if SUMMARY
they satisfy the following 4
conditions:
” Why Prioritize a Research Agenda
* Publicity * Limited resources
* Relevance » Balance interest of constituencies
. Appeals » Coordination amongst players
e Enforcement * Local requirements
* Tool development vs. implementation
e Levels of intervention
« (Source: Danieks & Sabin, 1997)
50 53
NEXT STEPS
Moving from research priorities to research proposals SUMMARY
research priorities I —_— ‘research proposalsl
3 Approaches to PRIORITY SETTING
» Public call for “concept papers” «ENHR
« Address the broad priorities from the *5-STEP (AD HOC)
DS SOGS A AR . « GFHR COMBINED MATRIX APPROACH
» Develop research proposals
« Workshops for the development of
research proposals
51 54
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Country Reports

Taiwan il
Singapore -
Nepal
Malaysia
Indonesia

Note: Participants were tasked to prepare beforehand a brief report on the health situation in their country (morbidity, mortality,
burden of disease including current research priorities). Each member country representative presented their report in the workshop.




TAIWAN COUNTRY REPORT

Cardiovascular Research in Taiwan
Dr. Ruey -Jen Sung

Key Points:

In a population of 23 million, cancer is the leading cause of death for 23
consecutive years.

Cardiovascular and cerebral vascular diseases are the next two causes of
death in Taiwan.

Basic and clinical researches in electrophysiology, genomics, atherosclerosis
and hypertension are given priority in Taiwan.

Funding and support for researches come from the industry, National Health
Research Institute, the ministry and the National Science Council.

Possible collaboration in epidemiology, genomics, cardiac arrhythmias and
clinical trials must be explored for the Asia Pacific region as researches
conducted are mostly based from the Western countries. People from the Asia
Pacific region are genetically different from the people from Europe and
America thus more researches in the region must be conducted.

Area: 35,751 km?

Population: 22.6 million

THE WORLD

EUROTE
NORTH ASLA
AMERICA

<= TAIWAN

ATRICA

SOUTH
AMERICA

ANTARCTICA
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Top 10 Causes of Death At least 10 people commit suicide
each day
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SINGAPORE COUNTRY REPORT
Dr. Tan Ru San

Key points:

e Top causes of mortality in Singapore are cancer, heart and hypertensive
diseases, pneumonia and cerebrovascular diseases.

e Burden of cardiovascular disease is high in Singapore based on the high
hospital discharge diagnosis attributed to circulatory disorders (heart and
stroke).

e The new health minister has prioritized programs and researches pertaining to
healthy lifestyle, preventive medicine and infectious diseases.

e The National Medical Research Council allots high funding for basic research..
Cardiac researches focus on national registries.

e The disease registry is based on ad hoc and survey basis. There is no true
data on disease prevalence.

e The Economic Development Board gives priority to researches with potential
applications of marketability.

Translational research is also considered for funding.

o There is limited funding for clinical epidemiology and clinical research. Clinical
researches do not possess marketability since no product can be sold thus it
is anticipated that the APSC meeting would change this predicament.

Top Causes of Mortality in Singapore

Cancer
Heart &
Hypertensive
Diseases
Pneumonia
Cerebrovascular
m 2005
Diabetes o 1985
= - Melitus
I'an Ru San
|: 5 10 15 20 25 3
Per Cent
tan ru san{@nhc.com.sg
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Top 10 Hospital Discharge Diagnoses, % of Total Hospital Discharges

2002 2003 2004
Accidents, Poisoning & Violence

[ICD9 : 800-999] 9.1 9.0 B9
Cancer

[ICTS : 140-208] 53 5% 54
Ischaemic Heart Disease

[ICD9 : 410-414] 39 37 38
Preumonia

[ICD9 : 480-486] 23 26 4
Cerebrovascular Disease (including stroke)

[ICD9 : 430-438] 2.6 26 24
Other Heart Diseases

[ICDO : 303-308 402,415-429] 23 22 23
Chronic Obstructive Lung Disease

[ICTS : 490-493,496] 22 21 22
Complicafions related fo Pregnancy

[ICDY : 640-548] 24 23 21
Dengue

[ICD9 : 061] 1.0 1.4 21
Ohbstetric Complications affecting Fetus or Newborn

[ICD9 : 761-763] 0.4 1.3 1.0

Age Structure in Singapore

Age 0-14 years: 15.6%  Median  total: 37.3 yrs

structure {3-64 years: 76.1% age male:  36.9 yrs
> 65 years: 8.3% Jemale:37.6 yrs
Age Group
, (Vo) 2005
y b B 1995
. 707
Males —— 0.6 Females
059
I 1049
o 30-39
o 10-29
S 019
—
400 30 200 100 O 0 100 200 300 400
Residents ("000) Residents ("000)

Top 10 Hospital Discharge Diagnoses, %o of Total Hospital Discharges

2002 2003 2004
Accidents, Poisoning & Violence

% Elderly in Singapore Population

Per Cent of Population
109
m75 & Over
]
m65-74 25 X
22
e
1.3
o
08
38 43 3.2
2 26 36
04
wio 130 130 000 2005

[ICDs : 800-999] 9.1 9.0 89
Cancer
[ICDS : 140-208) 53 53 54
Ischaemic Heart Disease
[ICD9 : 410-414] 39 37 38
Pneumonia
[ICDS : 480-486] 23 2.6 24
Cerebrovascular Disease (including stroke)
[ICDS : 430-438] 2.6 2.6 24
Other Heart Diseases
[ICD9 : 393-398.402,415-429] 2.3 22 i
Chronic Obstructive Lung Disease
[ICDS ; 490-493,496] 22 2.1 22
Complications related to Pregnancy
[1CD9 ; 640-648) 24 z3 2.1
Dengue
[ICD% : 061] 1.0 1.4 i
Obstetric Complications affecting Fetus or Newbomn
[ICD9 : Ta1-T63] 0.4 13 1.0
4
National Health Priorities
» Degenerative Disease due to Aging
Population
* Preventive Medicine
« Infectious Diseases
5

National Health Research Priorities

* Cell & Gene Research

— “Biopolis’

— Institute of Cell & Molecular Biology
« Biotechnology Enterprise

— Device

Telemedicine

24




National Cardiac Research Priorities

» National Myocardial Infarct Registry
» Clinical Research

— Limited funds
» Translational Rescarch

Competitive funding from National Research
Funding Agencies

25



NEPAL COUNTRY REPORT

Health Issues and Status of CVD in Nepal
Dr. Prakash Raj Regmi

:

Key points:

e Leading causes of death in Nepal are infectious disease, maternal and child
health problems and malnutrition.

¢ Infant, child and neonatal mortality rate in Nepal are among the highest in Asia.

¢ The five top most common diseases are skin diseases, ARI, diarrheal diseases,
intestinal worms, and gastritis.

e The government budget allocation for health is only 5% but contribution from
the private sector is significant (70%).

e Common heart diseases: hypertension, coronary heart disease, rheumatic and
congenital heart disease.

e Coronary risk factors are hypertension, smoking, diabetes, dyslipidemia, and
heredity

e Coronary heart disease is increasing rapidly.

e Priorities in health care and research are based on the country’s leading causes
of death, which are infectious disease, malnutrition, etc. (most of the budget is
allocated to these priorities).

e Community based data on disease prevalence is needed.

e Prevention and treatment of cardiovascular diseases are not included among
the country’s priority.

e Community based surveys are highly required to prove prevalence of CVD so
that the government may prioritize it.

Health issues and

Status of CVD in Nepal NEPAL- general information

B Population =

® Population growth rate =~ =~
B Adult ( 15+) literacy rate =~
® Per Capita Income -~
B GPD percapita
Nepal B Population below poverty line

[ m Safe drinking water

Dr. Prakash Raj Regmi MD
Consultant cardiologist
Bir Hospital

B Life expectancy at birth
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NEPAL- health information Disease prevalence

¥ Infant mortality rate

® Under 5 child mortality rate B Malnutrition

® Neonatal mortality rate . ABI

® Diarrhoea
¥ Maternal mortality rate ¥ HTN
® 5 top most common diseases B RHD

¥ CAD

3 6
Leading causes of death
® No.of govt. hospitals In hospital mortality )
B No.of doct & Community based data
0.01do 9rs - ARI not available
® No.of cardiologists o ¥ No death registry system
® Proportion of national sl ® Lack of postmortem
budget allocation to Septicemia facilities
health » Most death occur out of
® Major public health COPD hospital
problems: CVA
CCF
4 7
Causes of death
Disease Overall mortality DALYs lost
14% ¥ Private sector
Infectious diseases
Matemal and child health
13%
® Moh problems
\m ¥ External Nutritional problems
% Development
Partners Non-communicable diseases
B Private . EDP Direct r Other Congenttal diseases
i MoH gy Other Public
Injuries
Accidents
5 8
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Burden of CVD — Community data

Disease Prevalence Disease Prevalence

HIV 50 10000 HTN 19% adults>18yrs
TB 10 /10000 RHD 1.2 /1000 children
Leprosy 4.4 /110000 Cong HD 1.4 71000 children
Malaria 3.7 /10000 CAD < 5 % adults >35yr
Kala-Azar 2.3 /10000

Most common heart diseases in the community : HTN
RHO/ CHD
CAD

CVD TREND

CAD increasing rapidly
(5foldsin 10 yrs)

RHD stable

Myocarditis decreasing

9 12
Burden of CVD - hospital data Health Care Priorities
] e P1 inf. Disease control
Disease Burden (hosp. admission ) A,
CVD 20% of all medical adm. nutritional support,
CAD 40% of all cardiac adm. primary health care
RHD 20% P2 Health education
Cardiomyopathy 9.1%
HTN 7 % P3  Tertiary health care
Cong.HD 6 %
10 13
RESEARCH PRIORITY OF THE COUNTRY
Angiographycally proven CAD ®P1 Community based works on
Infectious diseases control
® HTN 73 % ARI Malnutrition
® Smoking 65 % Diarrhoea MCH
T . . HIV/ AIDS  Immunization
S Dysipces 2 :"’ ® P2 Health education and training
ety LE. ® P3 Hospital care ( Tertiary)
11 14
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Financial contribution on health care

Items % Dev. Budget Contribution
HMG Donor
Infections 0.58% 100% -
B 11.15% 22.4% 77.6%
FP/MCH 1.8% 86 % 14%
Diarrhoea 3.56 % 25% 75 %
Leprosy 0.75% 27 % 73 %
Heart diseases <0.01 % + -

15

Conclusions

3 leading causes of death in Nepal are Infectious diseases,
maternal and child health problems and nutritional problems

The 3 most common Cardiac problems are HTN, RHD and
CAD

CAD is on rapid rise, RHD is stable and Myocarditis is
declining

Priority of health care and research till date goes to leading
causes of death.

Almost no national data available on cardiovascular problems
Non —communicable diseases are nowhere in the govt priority
list

Priority of Cardiac society on CV research goes to ACS,
Coronary risk factors and RHD

Status of heart care services

1 National heart centre with 100 beds

3 Cath. labs

60 Cardiologists ( 10 Cardiac surgeons )

No national heart policy

National heart disease prevention programs
Some works done by Nepal Heart Foundation
Kﬂ%ﬁl point on Non communicable diseases under

RHD Prevention works by Nepal Heart Foundation
Community based surveys are very limited

18

16

THANK YOU

Research priority of Cardiac Society

EP1 ACS ( Rapidly increasing problem )
Main cause on admission

Main cause of cardiac death

EP2 Coronary risk factors

EP3 RHD

Community based surveys are highly required
To prove the high prevalence in the community

To include somewhere in the priority list of the govt.

17
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MALAYSIA COUNTRY REPORT*
Dr. Datuk N. Arumugam

“We all know the problem but what research do we want to do?”

Key points:

Primary concerns:

0 Isthere alack of research?

0 Isthe implementation of results lacking?

0 What research do we want to prioritize?

0 Who should address health issues?

Based on statistics, 260 million Asians will die of chronic lifestyle diseases
and most of the poor countries (e.g. China, Pakistan, and Indonesia) will be
facing this death threat in the next decade.

The leading causes of death in the world are cancer, respiratory and heart
diseases.

In Malaysia, the leading causes of death are ischemic heart disease, road
traffic accidents, cardiovascular diseases and stroke.

Most countries possess basic epidemiological data and information but most
of these countries do not know who should address these health concerns.
The Five-year Malaysian plan was launched to enhance research and
development as one of its strategies to promote health capacity and stability
in the country.

The Institute of Malaysian Research conducts research in infectious diseases
and malaria. In the Malaysian Plan, the government mandated to integrate
researches together thus the creation of the National Institute of Health was
established to coordinate seven major players including the universities to
come together to do research.

Research is important but implementation of its results is seldom carried out.
Primary prevention in the case of smoking cessation should be taken
seriously. Focus must be geared towards ways of implementing results to
policies.

APSC must focus on implementation of results and must address the problem
pertaining to chronic lifestyle diseases.

* Note: no slide presentation
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INDONESIA COUNTRY REPORT
Leading Causes of Death in Indonesia

Cardiovascular Research Priorities in Indonesia
Prof. I. Wayan Wita

|/

aul

Key Points:
e Top causes of death in Indonesia are cardiovascular diseases, infectious
disease, respiratory diseases
¢ Non-communicable and infectious diseases are both increasing in number
thus becoming a double burden to the country
e Smoking is still high in the country
Cardiovascular research priorities:
0 Cardiometabolic Epidemiologic Study. This is the trend in Indonesia. The
pilot study was conducted in Bali and shall be applied nationwide.
0 CVrisk factor surveys (national). Diabetes and hypertension are the major
risk factors emerging in the country.
0 Hypertension, rheumatic heart disease and acute coronary syndrome are
among the registries developed in the country.

T &g "-Ii < wmay ¥ e Fra Va0 4 £
..-[_J.'Er\'js.'r,hl,'-':ﬂ.l,.'.l,.[,1,;:[_1) ‘;(_.,erlu[.,é[,i::j-e\‘_.?‘.cn Oxn

| Wayan Wita and A

Udayana Univers . ali : IR i A . %ﬁa

—
5

[death rates per 100.000]

WORLDW NCIDENCE Causes of Death

OF HEA ISEASE
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in Indonesia (%)(SKRT, 1995)
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CcVD: the largest

24.6 % of

all death

(1 out every 4
deaths)

cVD: the Proportion

~f Dnnn!lﬂﬁﬂn

nder 6

1/6 of total
deaths

v

CARDIAC DISEASE

1984-2000: CVD Death

Absolute

number of death dropped

only byt.'n population

*Population are ageing
cAdvances in treatment lead

to an increasing number of

MI survivors

Female 31.1%

10
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Summary

the leading cause of death in
Indonesia

Cardiovascular Disease,
Infectious D., and
Gastrointestinal D.

17

A el .

PHMIITN LV

18
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Cardiovascular
Research Priorities in
INDONESIA

Wayan Wita, Anwar Santoso
Indonesian Heart Association

20

Cardiovascular Research
Priorities

1. Cardiometabolic Epidemiologic Study
2. CV risk factors surveys (national)
a. National Diabetes Mellitus survey
b. National Hypertension study
c. National Lipid Survey
3. Clinical research (hospital based)
a. Acute Coronary Syndromes Registry
b. Heart Failure Registry
c. Rheumatic Heart Disease Registry
d. Hypertensive Emergency/Urgency
Registry

21

CORONARY ARTERY DISEASE PREVENTION

Primary prevention

4 Health promotion

+ Specific protection

Secondary prevention

+ Early diagnosis & prompt treatment
+ Disability limitation

Tertiary prevention

4 Rehabilitation

22
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Note : Cardiometabolic study results were not
presented and discussed in the workshop.

Bali Cardiometabolic
Study, 2005

(Santoso A, Gunadhi P, Wita W et al.: Bali Cardiometabolic Study, 2005)

Background

¢ CHD - leading cause of death in INA

* National Household Survey (1995) > CVD
mortality was 24.6% of all-cause mortality

in Province of Bali
* Central obesity 2 emerging RF of CHD

* ORs of central obesity - 1.62 for AMI

25

Accessible population

* Eligible residents in village of Nusa
Ceningan aged 20 — 99 years.

¢ Study subjects < determined using
stratified random sampling technique

» All subjects provide informed consent to
take part in the study, after having known
the aim of the study.

26

Measurements and procedures

¢ Anthropometeric measures - height,
weight and waist circumference

* Rose angina questionnaires (1982)
PE and 12-leads ECG - Minnesota code
for myocardial infarction & ischemia

* Apo-B and apo-1 = immunoturbidimetric
assays (Tina quant apo-B version-2 &
apo-A version 2) & automated analyzer

27

Statistical analysis

* Kolmogorov-Smirnov and Leven’s test =
to test the data distribution &
homogeneity of variance

* Correlations test - Pearson & Spearman
test.

* General linear model - for multiple linear
regression analysis

Multiple logistic regression analysis - for
measuring ‘prevalence ratio’ of predictors
on CHD

28
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Multivariate Logistic Regression of

Atherothrombosis Risk Factors on CVD

Variables  Prevalence 95% CI P
Ratio
Waist Circ 1.24 0.82-1.89 0.315
Results of the
St 1 Diastolic BP 1.48 0.84 -2.58 0.169
S Total Chol 1.28 0.82 -2.00 0.272
Triglyvceride 1.13 0.73 =177 0.573
Blood glucose 1.51 0.97 -2.33 0.063

29

Multivariate linear regression analysis between
Diastolic Blood Pressure, Total Cholesterol, and
Triglycerides with Central Obesity

Factors beta T-value | P-values
0.131 0.008
Total cholesterol | 0.082 1.560 0.120
Triglyceride 0.170 3.193 0.002
Constanta 10.152 0.000

(Santoso A, ef.al. REACH Registry, 2005)

30

Univariate Logistic Regression of
Atherothrombosis Risk Factors on CVD

Variables

Waist Cire

Systolic BP

Diastolic BP

Total Chol

Triglyceride

Blood glucose

Prevalence Q5% CI P
Ratio
1.16 0.82 - 1.66 0.386
2.32 1.58 - 3.29 0.000
235 1.62 -3.42 0.000
1.21 0.83-1.78 0.317
1.05 0.71-1.55 0.793
1.22 0.82-1.79 0.316

(Santoso A, et.al. REACH Registry 2005; in process)

31

(Santoso A, et.al. REACH Registry 2005; in process)

32

Clinical Characteristics of Control & CHD in Bali

No CHD OMI Myocard Isch

{(n=270) (n=24) (n=11)
Age (yr) 405+ 15.8 65.0+139" 58.5+150"
Sex (M:F) 29:82 31:43" 24:.24*~
BMI (kg.-‘mz) 21.5+34 198+38" 195+1.8
WC (cm) 758193 71.5+9.0 70.2+6.8
SBP (mmHg) | 116.0+ 185 132.4+225" 124.7 + 15.3
DBP (mmHg) | 73.8+ 106 81.0+106" 75.4+8.7
FBS (mg/dl) 96.4 + 34.5 111.8+55.6 118.5+ 78.6
SC (mag/dl) 1.0+0.17 1.1+03 08+0.1"
UA (mg/dl) 54+13 59+16 49+13

**P<0.05 vs control group

33

Clinical Characteristics of Control & CHD in Bali

No CHD oMl Myocard Isch

(n=270) (n=24) (n=11)
TC(mg/dl) | 1965+37.8 | 2263+38.7* | 216.4+345
TG (mg/dl) | 9964503 119.1+35.8 1043+41.5
HDL (mg/dl) | 57.4+116 62.4+15.7 605+ 11.7
LDL (mg/dl) [ 1256.2+£31.7 | 1451 +£271 * | 13741229
TC/HDL 35408 3.7+09 3.7+08
apo-B (g/L) 87.4 1221 1025+ 194" 95.0416.5
apo-A(g/l) [ 123.8+172 | 132.8+256* | 1306+17.1
apoB/apoA 072+0.2 0.80+0.2 0.74+0.2

**P<0.05 vs control group

34
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LDL-Cholesterol and apo-B levels in Control
and CHD subjects in Bali

LDL—C mg/d|

Apo-B g/L

Hn

#%% p<0.005 vs controls subjects

Waist Circumference and
CHD in Nusa-Ceningan of Bali 2005

Coronary Heart Disease

P=046 P=011

35
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Apo-B and Prevalence Ratios for
CHD in Nusa-Ceningan of Bali 2005

Coronary Heart Disease
P = (0,009

"P=0034

Plasma apo-B (g/L)

Stepwise Multiple Logistic Regression Analysis
of Factors Associated with CHD Patients

Factors PRs (95% Cl) P value
IAge 13.6 (3.9-46.7) | P=0.00
Apo-A 0.18 (0.04-0.83) | P=0.03
Apo-B 93(0.7-1137) | P=0.08
SBP 1.08 (0.4 - 3.5) P=08
FBS 1.08 (0.4 - 3.5) P=09

* Prevalence ratios (PRs) adjusted for age, apoB, apoA, SBP,
blood sugar were calculated.

36
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Ratio of Apo-B/Apo-A and CHD
in Nusa-Ceningan of Bali 2005

Coronary Heart Disease

P=0235 P=013

(Santoso A, Gunadhi P, Wita W et al.: Bali Cardiometabolic Study, 2005)

Prevalence of CHD
in Bali = 11.47%

(Santoso A, Gunadhi P, Wita et al.: Bali Cardiometabolic Study, 2005)
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Cardiovascular Research
Priorities

1. Cardiometabolic Epidemiologic Study
2. CV risk factors surveys (national)
a. National Diabetes Mellitus survey
b. National Hypertension study
c. National Lipid Survey
3. Clinical research (hospital based)
a. Acute Coronary Syndromes Registry
b. Heart Failure Registry
c. Rheumatic Heart Disease Registry
d. Hypertensive Emergency/Urgency
Registry

a1

fBem, 1
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| BANGLADESH COUNTRY REPORT |

Key points:

Prof. AKM Mohibullah

e Top causes of death in Bangladesh are respiratory diseases, diarrhea and

cardiovascular diseases

e Epidemiological data is very minimal in Bangladesh. There is a need for

epidemiological data on cardiovascular disease
e Types of CVD prevalent in the country are hypertension, ischemic heart

disease, and congenital heart disease among others.
e Risk factors range from smoking, hypertension, dyslipidemia and diabetes.
e Most researches are conducted by the government
e The Bangladesh Cardiac Society mainly conducts clinical researches and

funding comes from other agencies

MAP OF
BANGLADESH

Area :
147570 Sq. Km.
56977 Sq. Miles

Population

BANGLADESH

143809000

143.8 million

Male/Female Ratio

Annual Population
Growth

Urban Population

Per capita Income :
Adult Literacy Rate :

WHO report: 2004

: 105:100

- B
: 21.5%

369 USD
51%

National Flag of Bangladesh

National
Health

Indicators

Life Expectancy
at birth (Years)

Healthy Life Expectancy

at birth (Years)

Child mortality/1000

Maternal Mortality

Ratio/1000

Adult Mortality/1000

Per Capita Total

Health Expenditure

Total Health

Expenditure as % GDP

62.6 M/F

: 55.3 Male

53.3 Female

71 Male
73 Female

3.0

251 Male
258 Female

58 USD

3.5%
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Top 20 Causes of Deaths By Sex in 2000

Cenne: of denths
Total (top 20 couraes)
01, Old age complications (senility)

02, Asthna
03, Stroke Paralysis

04, Faver

05, Heart disooss

06, Prcumaonia

07. Diarrhoen

08, Hyportonsion

09, Gastritis Peplic ulcer
10, Diabwetes.

11, Drowning

12, Hepatitis-B

13, Tuberculosis

14, Malradrition

15, Typhold

16, Tetarws (after delivery)
17, Acchdent and injuries
18, Cancer (all types)

19, Tetarus

20, Anemia

Bath sex Male Female
6338 62,26 | G434
1209 11.07 13,50
[X] 6,24 5,77
571 6.6 A6
499 4.35 D8H
489 587 3.54
4.18 R 524
335 342 367
291 3.31 3.36
242 265 210
2.36 265 1.97
220 218 223
1.81 1.51 223
170 L42 210
1.65 180 14
148 114 197
1.21 - 1.21
L15 170 0.39
110 132 0.79
110 114 1085
L0 0.76 144

phit Surveey, 2000, B

o £ Statistics.

Pattern of Cardiac Diseases in
Bangladesh 1974-1976

Total No. of population : 7062

surveyed

No. of Heart Disease 207 (2.9%)

Detected
Hypertension ;83 (1.10%)
Rheumatic Heart Diseases : 53 (0.75%)
Isch ic Heart Di 1 24 (0.33%)
Congenital Heart Diseases : 13 (0.18%)
Arrhythmia 1 16 (0.22%)
Others : 18 (0.25%)

Leading cause of deaths in the country

Diseases

1. Respiratory and Infectious

2. Diarrhoeal and GI diseases

3. Cardiovascular diseases

All types of cardiovascular diseases

s wh =

are seen in Bangladesh.

Myocarditis etc.

. Rheumatic Heart Disease
. Ischaemic Heart Disease
. Hypertension
. Congenital Heart Disease

. Arrhythmias, Cardiomyopathies,

8
Pattern of Cardiac Diseases in
Bangladesh 1979-1980
Total No. of population : 5000
surveyed
No. of Heart Disease 230 (4.68%)
Detected
Hypertension 105 (2.1%)
Isch ic Heart Di 66 (1.3%)
Rheumatic Heart Diseases 39 (0.78%)
Congenital Heart Diseases 11 (0.22%)
Others t 9 (0.18%)
Akhter Hussain, Bangladesh Heart Journal, 1984,
9
Pattern of Cardiac Diseases in
Bangladesh 1984-1986
Total No. of population : 1618
surveyed
No. of Heart Disease a7 (5.9%)
Detected
Hypertension 1 43 (2.65%)
Ischaemic Heart Diseases 1 28 (1.72%)
Rheumatic Heart Diseases 1 16 (0.98%)
Congenital Heart Di : 5 (0.30%)
Others t 5 (0.30%)
10
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Prevalence of Cardiac Disease in

Prevalence of CHD, sHTN and dHTN in NIDDM subjects at the
time of diagnosis by sex and area

Prevalence (%)

Bangladesh
Investigators Years Total Population No. of Percentage
Cardiac Cases
Malik etal 1974-75 7062 207 29
Hossain A 1979-80 5000 203 4.6
Malik et al. 1984-86 1619 97 5.9
11

Disease events n CHD sHTN dHTN
(SBP>140mmHg) (DBP>90mmHg)

Sex

Men 295 16.6 19.3 11.2
Women 398 201 26.1 153

M+W 693 186 23.2 13.6

Area

Rural 174 178 184 5.7

Urban 519 189 249 16.2

14

Pattern of Cardiovascular Diseases
in Bangladesh

From July1995-1997

4410 Cardiac Patients were
Admitted in 13 Regional and
Tertiary Hospitals

34% patients were of
Ischaemic Heart Diseases

15

Malik et al. A.Hossain Malik et al.
Cardiovascular 1974-75 1979-80 1984 - 86
Diseases n-7062 n-5000 n-1619
Hypertension 1.10% 2.1% 2.65%
Ischaemic Heart 0.33% 1.3% 1.72%
Disease
Rheumatic Heart 0.75% 0.75% 0.98%
Disease
Congenital Heart 0.18% 0.22% 0.30%
Disease
Others 0.25% 0.25% 0.30%
12
Pattern of Cardiovascular Diseases in
Bangladesh
3
25
2
15
F
0.5
13

Pattern of Cardiovascular Diseases in
Sir Salimullah Medical College in last 5 years

No. of Patients Total %

Diseases 2000 2001 2002 2003 2004

Ischaemic 596 603 725 693 630 3247 52
Heart Diseases
Hypertension 292 248 316 334 213 1403 22.4
Rheumatic 176 161 66 84 55 542 8.6
Heart Diseases
Congenital 33 36 25 29 23 146 2.3
Heart Diseases
Others 154 169 161 206 210 900 14.4
Total 1251 1217 1346 1346 1131 6238 100

16
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RISK FACTORS PROFILE IN
PATIENTS WITH IHD

Smoking 52 -70%
Hypertension 30 -48%
Dyslipidaemia 29 -51%
Diabetes Mellitus 23 -39%
No major risk factors: 6% - 9%

1 Bangladesh Coll Phy Surg 1996; 14:54-97
3, Inst. Postgrad. Med. Res, 1998;13:5-8
Chest and Hesrt Bulleting 1998;22:99-52
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Health Sector Research
Activities
Government :

Bangladesh Medical Research Council

Very few epidemiological survey in

ot

car ular

Bangladesh Cardiac Society :
Organizationally no epidemiological survey.

Individual Members : Mostly clinical research

18

Bang_ladesh Formed in 1982
Cardiac

% Total members : 300
Society

Activities: Seminars
Publication of Journal
(Bangladesh Heart Journal)
CME program

Conferences

International relations :
WHF, APSC, SAARC Cardiac
Society

S2ONvE

Fund : Membership Fee
Conferences

SUMMARY

Cardiovascular diseases are increasing in
Bangladesh

The Prevalence of the disease raised from
29 per thousand to 59 per thousand by 10
years.

Ischaemic Heart Disease — most common
cardiovascular disease increased from 3.3
per thousand to 17 per thousand

indicating 5 fold increase of the disease.

20

With the decline of the mortality due to
Infectious and diarrhoeal diseases and
deaths from perinatal cause -

cardiovascular diseases particularly

Ischaemic Heart Disease will be the major
health problem and No. 1 Killer disease in
our country.

Contd...

21

Socio-economic improvement and changes
in life style in respect of

increase in tobacco consumption and
saturated fat intake,

decrease in physical activity,
increasing body weight and

consequently increasing rate of
diabetes mellitus, hypertension and

dyslipidaemia in the population

contribute to this increase in ischaemic
heart disease.

19
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JAPAN COUNTRY REPORT

Ms. Mary Mosley

.~ - : L)

Key points:

Dr. Akira Matsumori (APSC Japan) through Ms. Mosley, has invited member
countries interested to join him in the study: “A study of Hepatitis C virus
infection in myocarditis cardiomyopathies and heart failure.” (See Appendix)
The study aims to measure the worldwide distribution of myocarditis,
cardiomyopathies and heart failure due to HCV infection. Prevalence of HCV
genomes in specific regions will be compared. Those interested were asked to
contact APSC Japan.

Akira Matsumori, MD, PhD

Telephone : 81-75-751-3186

Fax : 81-75-751-6477

E-mail : amat@kuhp.kyoto-u.ac.ip

Address :

Department of Cardiovascular Medicine

54 Kawahara-cho, Shogin, Sakyo-ku

Kyoto, 606-8507, Japan
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PHILIPPINE COUNTRY REPORT

Burden of CVD in the Philippines
Dr. Helen Ong-Garcia

“Awareness of health care is growing.”

Key points:

The population continues to increase in the Philippines but the bulk of the

population is below 40 years of age brought about by improved health care.

The main source of income for half of Filipino families comes from wages and

salaries.

While food is a major expense of most families, health expenditures only

represent 2% of family expenditures. The patient foot major healthcare

spending because of low taxes.

Diseases of the heart and vascular system are the top causes of mortality.

Smoking is prevalent in the country as well as in other countries.

Implementation of national policies regarding smoking has remained a

problem for several years. Industrial policies prevail.

Cardiovascular disease is the leading cause of death and disability in the

Philippines.

PHA research priorities:

o0 Implementing clinical practice guidelines

0 Burden of disease

0 Identifying burden of illness and quality of life studies on cardiovascular
disease

0 Improving and identifying quality of care studies

m Objectives:

1. To present the burden of
Cardiovascular Disease in the
Philippines

2. To present research priority at the
national level

3. To present research priorities of the
Philippine Heart Association
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CVD Burden in a
Developing Country

The bulk of the Filipino population is below
40 years old.

2000 Population Pyram id (Made & Fem sle): Milisns

The official poverty incidence was 37.5% in 1997,
but many estimate it may well be more than 40%.

Poverty Incidence: 1991, 1994, 1997

== Popn Milion

Growth over Previous Year

Wages & Salaries still major source of
income of about half of families.

% Distribution of Families by Incom e Sources: 1988, 1991, 1684, 1007
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While food is still the major expense item of
families, health represents only 2% of family
expenditure.

Percent Distribution of Family Ex penditures on Health

1991 1894 1997 2000
Food 48.5 47.8 44 2 436
Housing 1356 14.1 15.3 14.2
Education 3 ar a7 42
Health 18 23 22 18
Tobacco 1 14 13 1.1
Alcohal 1 08 09 o7
Others 308 298 324 343

Compared to the other countries in Asia, the
Philippines lags behind in terms of per capita
pharmaceutical consumption.

Education 3 37 a7
Health 1.8 23 22
Tobacco 1.7 14 13
Alcohol 1 08 0s
Others 305 288 324
Markets Market Size (USS m) Population {millien) Per Capita Consumption
South Kerea 3778 48 79
Taiwan 2,563 22 115
Philippines 1,082 78 14
Source |
12

An average Filipino spend P900 a year for
medicines.

Annual Drug Expenditure per Capita: 2001-2003

$16 or 13 euros

Economic growth slowed to 3.8% in 2003 as exports failed to
maintain buoyancy. Private consumption, due to lower inflation
& increased remittances from abroad, grew by 5%.

Real GDP at 2000 Prices: History & Forecasts

GDP growth will average around 4% during
the forecast period.

111

10

National expenditure on healthcare remains
below the WHO-recommended minimum of
5%.

13

Life expectancy at birth improved from 1994 to
2003.

Life Expectancy at Birth by Sex: 1994, 2003

65

|

Awverage

Male Female | Awerage Male Female

1994
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Diseases of the Heart & the Vascular
System are the top causes of mortality.

% of Total

Cause Total # Rate Deaths
1. Diseases of the heart 55,830 76.3 15.8
2. Di of the lar syst 41,380 56.6 11.7
3. Pneumonia 33,709 46.1 9.5
4, Malignant Neoplasm 32,090 439 9.1
5. Accidents 29,874 408 8.5
6. TB, all forms 28,041 38.3 7.9
7. COPD 14,228 19.5 4.0
8. Diabetes Mellitus 8,819 121 2.5
9. Other diseases of the respi system 7,516 10.3 2.1
10. Nephritis, nephritic synd , nep i 7,453 10.2 21

Mumber, Rate/100,000 Population & Percentage

Source: Field Health Service Information System

Riskfactors 1 1998 (%) 2003 (%)
Current smoker Male | 53.9 56.3
Female 12.6 12.1
Hypertension | 17.2 17.4
Diabetes mellitus FBS (>125 3.9 3.4
mg/dL) History of diabetes 4.6
" High total chol >200mg/dL | 15.9 28.0
>240 mg/dL 4.0 8.5
High LDL >130 mg/dL 23.8 31.5
>160 mg/dL 8.1 11.7
Low HDL 65.4 54.2
Obesity (BMI >25) 20.2 23.9

Dans A, Morales D, et al, National Nutrition and Health Survey (NNHeS):
Atherosclerosis-related disease and risk factors. Phil J inf Med 200543,

15
Hypertension and other diseases of the
heart belong to the leading causes of
morbidity.
onchiolitis
piratory
f the Heart
Mo. & Rate/100,000 Population
Source: Field Health Service Information System

16

smnklng HPN

High Obesity
chol

18
Frequency of risk factors among patients
hospitalized for MI/UAP
Philippines
100
E 80
k-]
5 60
g 40
- - -
-
ia Hyper i Obesity
ASPAC 1998
19
Summary

e Cardiovascular disease is the leading
cause of death in the Philippines

e CVD is among the top leading cause
of disability

e Smoking, Low HDL cholesterol,
Hypertension, and high LDL
cholesterol are the prevalent risk
factors for CVD

20
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Research Priorities for Health Sector
2004

¢ Assessment of allocation and utilization of health
budget at the LGU level

¢ Assessment of community-based healthcare financing
mechanisms

* Feasibility studies on health reinsurance

* Functionality, replicability and sustainability of inter-
local health zones

¢ Impact assessment of continuos quality improvement
(CQI) mechanisms in hospitals

21

Research Priorities for Health Sector
2004

¢ Cost effectiveness of networking activities
among hospitals

» Assessment of healthcare waste
characterization and management practices

e Impact of clinical practice guidelines (CPGs)

¢ Burden of disease and quality of life studies
on accidents, injuries and disabilities

22

PHA Research Priorities

» Burden of illness and quality of life
studies on cardiovascular diseases

¢ Quality of care
¢ Economic analysis
¢ Clinical Practice Guidelines

23
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WORKSHOP 1
Identifying & Prioritizing CV Research in the Asia Pacific

“What are the topics or areas of research that you think may be done in CVD in the
Asia Pacific region?”

Objectives:

1. To identify topics in CV research

2. To evaluate and rate research topics using criteria of:
Relevance
Avoidance of duplication
Feasibility
Political acceptability
Applicability
Urgency

g. Ethical acceptability

3. To come up with a set of research priorities for the Asia Pacific region

mPo0 T

It is evident that a country may be strong or weak in some areas as shown in the
country reports. There are countries that have passed the “epidemiologic transition”
from infectious diseases to chronic diseases. Some countries still have not
experienced this transition thus infection is still the leading cause of death. There are
countries which are confronted with both infectious diseases as well as chronic
diseases.

This exercise was aimed to encourage collaboration in a community of doctors
dealing with CVD in order to translate research into better patient care and address
the gaps in knowledge.

Participants were requested to write down topics or areas for research, which they
think, may be done for CVD in the Asia Pacific region.

Topics were then categorized under risk factors, epidemiology, burden of CVD, social
marketing, collaboration, registry, guidelines, clinical studies, CHD, advocacy,
genomics, and organization structure. Topics under each category are listed below
including a summary of the discussions that followed.

1. Risk factors for CVD
e Cardiovascular risk factor survey
e Cardiometaboilc Study (Epidemiology, Obesity, DM & related diseases,
Dyslipidemia)
Hypertension & related disease
ASEAN Country's “Poor Man's Diet” & Cardiovascular Diseases
Tobacco-use among ASEAN countries
Risk factors for CHD in the region
Diabetes as CVD
Correlation of CVD & risk factors with income, social status, and level of
education
e Fffective methods of lifestyle modification of control of CVD
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Survey on cardiologists’/MD's approach to risk factors modification

Survey among cardiologists with regards to adherence to risk factor
modification in Southeast Asian countries: % of smoking, % of
dyslipidemia, % of obesity, % of DM, % sedentary lifestyle

Relatives of patients with CVD need to be examined and advised

Major coronary risk factors: epidemiologic studies in the region

Summary of Discussion

» Guide questions to ask for the topic : Survey on cardiologists’/MD's
approach to risk factors modification:
= Does he follow guidelines?
= Does he counsel?
= How does he feel about diet counseling?
= Does he practice risk factor modification himself?
» Commonalities as depicted by the topics show that there is interest in
the prevalence of CVD and risk factors that lead to CVD.
» There is a need to conduct a:
= National survey of CVD to aid the government on policies and
steps to undertake in the prevention and treatment of CVD; and
= Survey of hospitalized patients.
» A uniform method of data collection is essential
= Methods of collection that have been successful and significant
in one country may be applied to other countries.
= The protocol must be reviewed and validated to see if any
concerns need to be improved.
» Prevalence data from each country may be synthesized to come up
with information for the Asia Pacific region.
» A more wholistic approach in the implementation of health programs
was suggested. “We cannot wait for government policies to be
implemented from the top.”

. Epidemiology

Epidemiologic study for CVD in the Asia Pacific region involving every
country of the region

APSC synchronization of epidemiologic data (Asia Pacific region)
Application/implementation of data acquisition/epidemiologic survey
among countries to get actual updated data: top ten mortality/morbidity,
top ten cause of cardiac mortality/morbidity

Consolidation of prevalence studies/surveys from different member
countries

Community-based surveys of CVD in countries where such surveys are
lacking

Assessment of CV data available worldwide & in our region
Atherosclerosis burden (data from each country)

Summary of Discussion

» Nepal is very interested to conduct community-based surveys since no
data is available in their country.
» Comparison or difference of CV data between Europe and the US with
the Asia Pacific region may be initiated.
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3. Burden of CVD

Epidemiologic study for the CVD in Asia Pacific region involving every
country of the region

Burden of CV Diseases: National scope, Random sampling, Uniform
protocol

Burden of lliness of Metabolic Syndrome

Burden of Disease (Daly's)

Assessment of CV data available worldwide & in our region

Summary of Discussion

Collect all health data from different regions. Assessment of the
available data must be done to avoid duplication of data.

Assess available data and if implementation as far as the knowledge
acquired is needed, then implementation procedures must follow.
Most countries lack data on the prevalence of disease as well as risk
factors of CVD thus a national survey must be conducted.

The quality of data submitted by one country to the World Health
Organization is different from the other. Data from one country is not
completely comparable to other countries because of the different
methods used to acquire data. Analysis and interpretation of data is
different. Limitations must be recognized.

» WHO has a stepwise approach to the surveillance of risk factors and it
is being used worldwide. This protocol may be used to have a more
homogenous and comparable data.

vV V VYV V¥V

4. Social Marketing
Summary of Discussion

» Different methods to stop smoking have been implemented but still
many have not refrained from it despite the numerous warnings,
programs and policies.

» There is a need for more advocacies for good health.

» We can learn from social marketing.

= Campaigns and ads must hit the heart.
= “Learn from industry what we don’t do well.”

» Intersectoral collaboration is vital. Healthcare workers need to partner

with media and other sectors.

5. Collaboration

Area distribution of cardiovascular care (Availability of CVS care)

Exchange & collaboration of efforts to understand each other
Identification of strengths of each APSC member society in terms of
research capabilities/possible sharing of research implementation
Formation of subgroups having identical problems in the regions: a)
SAARC b) others

Summary of Discussion

» Countries must help each other.
» There is a need to exchange ideas so as to learn from each other. To
do this, a strong infrastructure must be set up. This will give countries
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the chance to collaborate and share ideas with each other. A socialized
membership fee according to the socio-economic status of a country
must be applied.

» New studies may encourage member countries to work together.

» APSC could start with obtaining data from each country and posting
them in the website to make information readily available.

6. Clinical Studies

Thalassaemia major & iron-overload cardiomyopathy

Diagnostic evaluation to modulate chelation therapy

Cost effectiveness of lipid lowering therapy: a) high dose therapy, b) early
dosing post MI, c) low-risk groups

Delivery of anti-coagulation treatment & services in the region

Summary of Discussion

» Consolidate and identify all researches and projects and disseminate
information to the member countries. The need for an updated and
properly maintained website has been stressed.

» Setup of telecommunications capability must be also a priority to make
dissemination of information more effective.

7. Congenital Heart Disease (CHD)

Congenital Heart Disease & other HD in children
Infectious diseases in relation to CHD

8. Registry

Heart failure Registry
Registry on CV procedures

Registry of Atherosclerotic CV diseases: CAD, Cerebrovascular disease,
and PVD

Summary of Discussion

» Disease registries are difficult to develop and maintain.
» Quality is an issue also.

9. Guidelines

Appropriateness of guidelines in each country

Guidelines of CAD treatment in the Asia Pacific Region

Guidelines formation for the region and individual countries

Impact of guidelines (local and international guidelines in cardiology
practice in the region)

Comparison/coordination of well-researched guidelines in CVD from
member countries

Strategies to implement risk factors modification through healthcare
policies (e.g. tobacco smoking, education, control of awareness of food
contents e.g. in public fast foods)

Summary of Discussion

» There are two recognized guidelines from Europe and the US. As a
starting point, guidelines from member countries may be pooled

together to come up with a single and comprehensive guideline for the
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Asia Pacific region. Conditions in the region are different from
European and American settings.

» Equity focus for the formation of guidelines is essential to address cost
effective treatment.

» There is a need to integrate guidelines from other counties in the
region thus fostering inter-country collaboration.

» There is also a need for clinical health policies as well as government
health policies,

10.Advocacy
e Ways to stimulate government support for healthcare
e Environmental health to eradicate & prevent certain diseases

Summary of Discussion
» How do we make the government support research?
» In the case of Nepal, there is no existing community data on CVD thus
government prioritizes research and support to other sectors.
» There must also be advocacies not only for smoking but for good
health

11.Genomics
Summary of Discussion
» Genomics research has lead to the identification of disease-related
genes and subsequent development of new genetic tests.

12.APSC Structure and Funding
e Administration & infrastructure of APSC to make our goals achievable
e Getting research fund in rehabilitation & preventive medicine (in CVD)
e Fund for research activities

Summary of Discussion
» A socialized membership fee according to the socio-economic status of
a country must be applied.
» With regards to funding, countries may need boosting of their
capabilities for cardiovascular training and research.
» Concern for human resources was raised and thus needs to be
discussed by the APSC since there are a low number of cardiologists.

Though, not listed as a priority, extensive discussions on tobacco took place.

13.Tobacco cessation
Summary of Discussion
» Implementation of strategies on how to stop smoking is different from
one country to the other.
» Isolate what strategies work and what don’t work with what particular
population.
» It is not a hit-all strategy which will be applied for anybody or
everybody, anytime and anywhere.
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» ldentify approaches that have been found to be successful in curbing
smoking from each country. Apply them to other countries and APSC
may develop research from these.

> Persistence of healthcare providers to educate, persuade and
influence patients to stop smoking is an important task.
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Arriving at a Consensus

After deliberations, the 13 topics were further re-classified into nine (9) major topics.
Topics on collaboration, APSC structure and funding were separately classified under
organizational issues.

Certain topics have cross cut several issues and were categorized under one topic.
Studies pertaining to Epidemiology and Burden of CVD were set under Epidemiology
of CVD. On the other hand, Clinical Studies and Congenital Heart Disease were
further classified under Clinical Trials and Studies. Tobacco Control Strategies and
Knowledge Translation, though not specifically listed as categories, came up as
major topics during deliberations.

Topics Raised Final Topics
Tobacco Cessation Tobacco Control Strategies
Clinical Studies
Congenital Heart Disease

Clinical Trials/Studies

Disease Registries Disease Registries
Guidelines Guidelines/Policies
Advocacy Advocacy/ Social
Social Marketing Marketing
Epidemiology Epidemiology of CVD
Burden of CVD

Risk Factors of CVD Risk Factors of CVD
Genomics Genomics

Knowledge Translation

A rating sheet (Table 1) was given out to each participant to evaluate each of the
nine topics based on the criteria provided (Table 2). All participants’ total score per
topic was added up and averaged to get the topic rating and corresponding rank

Table 1 Rating Sheet

Criteria TOPIC

1 2 3 4 5 6 7 8 9

Relevance

Avoidance of duplication

Feasibility

Political acceptability

Applicability

Urgency

Ethical acceptability
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Table 2 Criteria

Rating | Relevance | Avoidance of | Feasibility Political Applicability Urgency Ethical
duplication acceptability acceptability
1 Not relevant | Sufficient Study not Topic not No chance of | Information Major
information | feasible acceptable to | recommen- not ethical
already considering | high level dations being | urgently problems
available available policy-makers | implemented | needed
resources
2 Relevant Some Study Topic more Some chance| Information Minor
information | feasible or less recommen- could be ethical
available considering | acceptable dations being | used right problems
but major available implemented | away buta
issues not | resources delay of
covered some
months
would be
acceptable
3 Very No sound Study very Topic fully Good chance | Data very No
relevant information | feasible acceptable recommen- urgently ethical
available on | considering dations being | needed for problems
which to| available implemented | decision-
base resources making
problem-
solving
Based on the results, the priorities in order of rank are:
RANK TOPICS SCORE
1 TOPIC 1 19.19
Tobacco Control Strategies
2 TOPIC 6 17.04
Enidemiologv of CVD
3 TOPIC 7 16.81
Risk Factors of CVD
4 TOPIC 3 15.85
Disease Registries
5 TOPIC 4 15.77
Guidelines/Policies
6 TOPIC 2 15.31
Clinical Trial Studies
7 TOPIC 5 15.00
Advocacv/Social Marketing
8 TOPIC 8 12.96
Knowledge Translation
9 TOPIC 9 10.38
Genomics
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Promoting Collaboration & Partnerships: Team and Coalition Building

Nina T. Castillo-Carandang, MA, MSc

“APSC is at the crossroads of health and equity. One of the ways to go forward is to

promote collaboration and partnerships.”

Key points:

A partnership is an agreement between individuals or groups working together
to achieve a common goal
Acting and deciding together will lead to partnership (Wilcox)
Everyone must bring in something of value to the partnership.
Successful partnerships are based on:

0 Necessity
Respect
Effective leadership
Trust and Commitment (takes time)
Transparency
Good communications
Effective organizational management
Common goals and aims

0 Collaborative decision-making
Partnerships fail because of:

0 Lack of communication

0 Unequal balance and control

0 Hidden agenda

0 Lack of purpose or vision

0 Beingtoo costly to engage in the partnership
Partnership allows individual creativity
Partnerships may be formed by setting up a forum, appointing organization
representatives, forming a steering group, running a “planning for real “
exercise (what may be done in a real world scenario)
Consider whom you really need as partners and whom you can work with.
Clarification of aims and objectives (e.g. What does APSC aim to do as an
organization?), identifying stakeholders, and getting support and agreement
among the organization to work with others are some guidelines to consider in
making a partnership work. Communication and involvement as well as
honesty and openness are vital to a partnership.
Make resources available to the partnership. Not all individuals in the
partnership have the same level of capacity as everyone else thus training
must be provided to them.
“Carry and hold the hand” of someone who is lagging behind. Mentoring and
nurturing them develops confidence and helps to keep the partnership in
synch with achieving its goals.
Soliciting outside help from experts may also be helpful especially in financial
and administrative procedures.
Identify expected output and document them so as these may be shared to
others.
Definition of a team: “People, both as individuals and as organizations,
working together for a shared purpose or goal.”
Concepts of a team:

OO0OO0OO0OO0O0Oo
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0 Specific functions:

1. Task related functions. Teams must identify their goals and
identify their expected outputs and plans. Assessment of the
team’s progress is also an important task and should be done

regularly.

2. People related functions. This includes ensuring members are
clear of their roles. Appreciating their contributions and
providing feedback about their performance is important.

0 Dynamic entity:

1. A team is a unit that goes through orientation; trust building,
goal/role definition and commitment (creating stage). It then
moves on to planning, implementing and re-assessing its goals
and outputs (sustaining stage).

0 A team may work even when geographically dispersed. Geography is
no longer a barrier to teamwork. Teams can communicate and function

"any time, any place".

= Digital workspace refers to the facilities of the internet to communicate,
collaborate and share information with individuals regardless of their
geographic location to accomplish tasks. It is a work environment that
enables exchange of information virtually.

Promoting Collaboration &
Partnerships

Team and Coalition Building

What’s a partnership?
(Wilcox 2000)

= “Partnership, like community, is a much
abused term.

« | think it is useful when a number of different
interests willingly come together formally or
informally to achieve some common purpose.

« The partners don't have to be equal in
skills, funds or even confidence, but they
do have to trust each other and share some
commitment.

+ In participation processes - as in our personal
and social lives - building trust and
commitment takes time.”

Creating Partnerships

Introduction

What’s a partnership?

* An agreement between two or more
partners to work together to achieve
common aims.
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Successful partnership (1)

Agreement that a partnership is necessary.
Respect and trust between difterent
interests.

The leadership of a respectedNmENEANINST
. . . 0 =
individuals. =

ICIESTS developed

JPCN Process.

Successful partnership (2)

The development of a shared vision of
what might be achieved.

Successful partnership (3)

Good communication, perhaps aided by a
facilitator.

Collaborative decision-making, with
commitment to achieving conseg

Effective organizational mafge

Failed S
Partn S\

/
Characterls 0{/:/:\

Something’s Wrong (1)

* A history of conflict
among key interests.

* One partner manipulates

or dominates.

* Lack of clear purpose.

* Unrealistic goals.

Something’s Wrong (2)

* Differences of philosop

and ways of working.

* Lack of communication.

* Unequal and

unacceptable balance of

power and control.

10
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Something’s Wrong (3)

* Key interests missl '
from the partnership..
*Hidden agendas.

* Financial and time
commitments outweigh
the potential benefits.

11

12

Five stances

Wilcox 2000

5 Stances (Wilcox 2000)

* The key issue is what
'stance' you take if you
are an organisation
initiating or managing a
process of participation or
partnership building.

14

Acting together i

i Partnership
Deciding together i

Consultation

v

Inforrmation

15

5 levels or stances which offer
increasing degrees of control to the
others involved wicox 2000

1. Information

— The least you can do is tell people
what is planned.

2. Consultation

— You identify the problems, offer a
number of options, and listen to the
feedback you get.

13

16
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5 levels or stances which offer
increasing degrees of control to the
others involved wicox2000)

Deciding together

You encourage others to provide
some additional ideas and options,
and join in deciding the best way
forward.

Acting together

Different interests decide together
what is best and form a partnership
to carry it out.

17

5 levels or stances which offer
increasing degrees of control to the
others involved wicox2000)

Supporting independent
initiatives
— You help others do what they
want perhaps within a
framework of grants, advice

and support provided by the
resource holder.

18

5 levels or stances which offer
increasing degrees of control to the
others involved wicox2000)

» The 'lower' levels of participation keep
control with the initiator but they lead to
less commitment from others.

= Partnership operates at the levels of
Deciding Together and Acting
Together.

= Information is essential for all
participation but is not participatory in
itself.

19

Different forms of partnership

20

Different forms of partnership

1. Set up a forum

2. Create special interest fora

3. Appoint organization
representatives

4. Form a steering group of all
interests

5. Run a Planning for Real exercise

Hisa T. Casnll-Canacng
e

1% b el et premiiee)

21

Guidelines for partnership

22
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Get the money first, worry
about partnership later??

Dress up funding bids with token
representation,

then bring people on board when
the money is there.

This may be convenient for the

Hisa T, Costlls Cusnnchng.
(ot e e it permssains}

Guidelines for
partnership

Some guidelines which provide a way of
deciding:

What sort of partnership you may wish
to create, and

How to make a start

23

26

Get the money first, worry
about partnership later??

Will it then be possible to gain the
commitment of other partners
whose support, skills and funds may
be needed?

Will local groups challenge rather
than support plans which have been
developed without them?

Hisa T, Costlls Cusnnchng.
Tt b e v witheet perrzice)

24

Get the money first, worry
about partnership later??

Will the funder see through
the ploy?

Will plans be flexible enough
to respond to local needs and
demands?

Guidelines for
partnership

Clarify your own aims and
objectives in forming a
partnership.

What are you trying to achieve,
and how will you explain that?

27

Guidelines for
partnership

Identify the stakeholders

Key interest groups who can help
or hinder the project or
programme and put yourself in
their shoes.

Who holds the power?

Hisa T, Costlls Cusnnchng.
Tt b e v witheet perrzice)

25

28
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Guidelines for
partnership

Consider
who you really need as
partners, and
who would really want to be a
partner.

Some stakeholders may simply want
to be consulted.

i b b e et pesreeans)

29

Guidelines for
partnership

Before approaching potential
partners:
Make sure you have support
and agreement within your
own organisation about
working with others.

30

Guidelines for
partnership

Make informal contact with
partners to find out about
their attitudes and interests
before putting formal
proposals.

Guidelines for
partnership

Communicate with your
partners in language they
will understand

Focus on what they may want
to achieve.

32

Guidelines for
partnership

Plan the partnership process
over time.

For example, a new organisation
may well take a year to set up.

33

31

Guidelines for
partnership

Use a range of methods to
involve people workshop
sessions as well as formal
meetings.

Be sociable!

.=
ig

34
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Guidelines for
partnership
Encourage ideas from your
partners.

Ownership leads to
commitment.

Be open and honest.

Strategie;for Partnerships and Participation

Gettmg started (2
Map Iocal_o_ , ns;

35

S ——AY " Modified from:
Wntree Foundation-and the UK
m \nts Dep rtment for{Transport
Lan the Regmns (1999)

NOKL partnershlps

Strategie;for Partnerships and Participation

Involvmg ol‘gamzatlons in

Strategie;for Partnerships and Participation

Gettmg started (1)

Strategie;for Partnerships and Participation

.'_'C‘reatlng strong local organisations
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\S ra f01_' Partnerships and Participation
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Team and Coalition Building

“People, both as individuals and as
organizations,working together for
a shared purpose or goal”

Collaboration
— a general term derived directly frofi
words for "working together"

‘ elves to work together (or "live
Jhg-term relationship.
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Team and Coalition Building

"People, both as individuals and as
organizations,working together for a shared
purpose or goal”

Team
— a group of individuals workin

accomplish a specific task (g
tasks).

it where a group of
ly three or more) work
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Team and Coalition Building

"People, both as individuals and as
organizations,working together for a shared
purpose or goal”

Team
— a group of individuals workin
accomplish a specific task (g
tasks).

it where a group of
i ly three or more) work
defined goal.
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Concept 1: Teams Have Specific Functions

The key challenge of any team is
to harness the diversity

represented within the te
members, and apply th
"collective"” resourc

46

65



1. Task-related Functions

Concept 1: Teams Have Specific Functions

« clarifying the objectives of the team (committee,

working group, etc.);
« identifying the expected outputs ("produ
* preparing a specific team plan (wl

when);

» establishing "ground rules" o

47

2. People-related Functions

= ensuring that individual team members are clear about their

distinctive roles

- providing feedback to individual colleagues about their

performance

— making sure that they feel appreciated for their g

Team synergy

— periodic "strategic planning" rél
ocial ("no agg

- occasional

about specific issues

48

Qualities of a High- Obstacles to Effective
Performing Work Team Teamwork

mutual respect and cooperation lack of respect; conflict among
team members

clear and p ti misunderstanding and lack of
Communication

regular feedback about inconsistent feedback

performance

feeling of appreciation for feeling ignored, unappreciated

contribution and unsupported for efforts

clarity of structure and goals management confusion about
team objectives

49

Concept 2: Teams are Dynamic Entities (1)

The team itself becomes a social entity — a type of "unit”. Its
development and on-going activity can be viewed as a cycle —
almost like the life cycle of an organism, going through specific
stages.

Creating stages:
1. Orientation: Why am I here?

are we doing?

50

Concept 2: Teams are Dynamic Entities

Sustaining stages:

Commitment: How will we do it?

Planning: Who does what, when and whe

Implementation: the high performafé
stage

Re-assessment and Renewal

51

Team Performance Model

(Adapted from 8.5 TPModel (& 1994 Allan Drexler & David Sibbet)

7. Renewal

WHY continue?
6. High Performance

wow!
5. Implementation

WHO does WHA r,‘
3. Goal/Role Orientation
deing?

are you?

4. Commitment

1. Orien
hy am I here?

s3ov1s oNILv3u0 " [EEERIEE NNV Lsns
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Concept 3: Geographically Dispersed
Teams Can Work
Geography is no longer a barrier to

teamwork. Teams can communicate and
function "any time, any place".

1.Same place / same ti
2.Same place / diffe

53
The 4-Square Map of Groupware Options
Same Time Different Time
* White boards « Workstations
8« Flip charts + Bulletin boards
£ + Computer projectors » Kiosks
w | * Decision support tools
£ |+ Video .
‘ﬂ + Large graphic dlspiays ~ —7
Any’tlme )
g > pryplace
] )

* Voice mail
+ Computer conferencing
« Fax/express mail

+ Shared data bases

© (Source: O Hara-Deversaux, M. Johansen, R, 1994, ('Hu”‘\"od Bridging Distance,
Cukure and Time. San Francisco: Jossey-Bass I
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Coalitions and Coalition Building (1)

Network

- an arrangement where several organizations or institutions share
a common interest

— main activity is information sharing.

— Well-functioning networks usually have an efficiepi
secretariat.

Alliance

= an arrangement where organlza
|nt|en'(|0|1all\|r ynchronize thejja

ometimes actually

st-veral organizations, usually for the
ased access to resources.
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Coalitions and Coalition Building (2)

Coalition
= an entity specially created by two or more organizations to
achieve an explicit goal.

— In addition to increasing access to resources, a cealifio
in an enhanced profile, presence and "leveagEs

Coordinating Unit

- an arrangament where several o
of their activities)

ENONR ree 10 Nave some
o e (but shared) unit, in

56

Research and Learning Coalitions

Health researchers have become increasingly concerned
about the gap between the producers” and 'users" of
research.

Focus

Inclusiveness
Team work
Appropriate comif

piand facilitation

57

ndividuals?

58

67



— Have
rticipating

under
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Dlgltg or|<space

The term ‘~eH ' Iw_orkspace

used to refer to.a.web-based work
environment that\allows
individuals to communicate,
collaborate and share information
regardless of their geographic
location.

64
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Digi'tal__WorIfspace

» Facilitates information
sharing ~

«Supports planhing and
organizing of’'work

e Enables collaborative work
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| Getting Your Research Funded |
Mary Ann Lansang, MD, MSc

“Research today is no longer an individual enterprise. You need partnerships to carry

out significant research.”

Key points:

Funding sources may come from small scale to large scale players. Small
scale sources are those referred to as “cake sale sources” where individuals
are invited to special events and they pay fees which may be used for
research. Medium scale returns come from major gifts from philanthropic
organizations. This is practiced in Western Europe and Northern America
where billionaires give grants for research and for non-profit organizations.

Large scale players include overseas development assistance and

institutional grants (e.g. Philippine Council Health Research and Development

- PCHRD). Estate or planned giving is the biggest player who can grant funding

by endowments and annual grants.

80% of funding for clinical research comes from pharmaceutical companies.

R&D divisions of these companies conduct real research and world class or

GCP adherent trials.

There is an increasing role for contract research organizations (CRO) who take

over the portfolio mandated by the pharmaceutical industry and farm out the

collection of patient data and analysis to particular researchers in different
countries. It was suggested that APSC act as a more academic CRO to
determine specific research that could be implemented.

Non profit foundations of pharmaceutical companies do not dictate research

agenda but one may apply for a grant. (Merck, Elli Lily, Bristol-Myers, Roche)

These foundations have independent decision making authority.

0 US National Institutes of Health is one of the biggest funding agencies for
real and actual research (not development grants or aid assistance). It has
a major interest in CVD diseases.

0 The Canadian Institutes of Health Research provides grants for respiratory
and circulatory health. The InterHEART study spearheaded by Dr. Salim
Yusuf was conducted in 52 countries where 9 risk factors were studied.
This may be replicated in the Asia Pacific region and may be a spin off.

0 Pnhilanthropic foundations

0 Corporate funding

o0 Top US foundations that could be sources of grants include Bill and
Melinda Gates Foundation where more than 1 billion grants have been
awarded mostly for US education and developing countries. Vaccines for
drug development, malaria, maternal, child, and reproductive health, TB,
HIV-AIDS are given priority. A 3-page concept proposal must be submitted
electronically. David and Lucile Packard Foundation and Wiiliam and Fiona
Hewlett Foundation also give grants to developing countries.

70



Wellcome Trust awards research grants to developing countries but it is
better to collaborate with developed countries.

Infectious diseases have been receiving a lot of research grants but it is
predicted that in the future non-communicable disease problems (CVD
diseases, cancer, diabetes, respiratory and oral diseases) will be given
priority

The Disease Control Priorities Project (DCP2) has developed a book:
“Investing in Global Health” where there are several chapters focusing in
CVD. The book may be downloaded from www.dcp2.org

Partnership with the Initiative for Cardiovascular Health Research in the
Developing Countries (IC-Health) to conduct CVD researches and other
initiatives may be considered. Its main objective is capacity building in low-
resource settings. Major partners involved in IC-Health are World Health
Organization and Global Forum for Health Research. (For more
information, Dr. Srinath Reddy ksreddy@ccdcindia.org may be contacted)

e General Protocol writing tips:

o
o

@]

Oo0oo0oo0oo

Prepare a good research question

Develop a 3-page outline clearly reflecting the goals of a program
announcement vis-a-vis your aims. (1st page must show specific aims, 2nd
page may show a diagram with details of the project)

Get a good mentor to give advice on resources, support, ideas, etc. and
the funding agency particulars.

Study the agency’s guidelines

Use diagrams, charts and figures to show timelines of progress

Propose less than you can do.

Use exquisite detail (particular of NIH)

Use simple language and not jargon.

e After the proposal has been written, re-read the proposal making sure all
questions have been answered. Have someone not familiar with the study
read it if it was understood.

Acknowledgments
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Getting Research Funded O Dr Srinath Reddy, IC Health

O Disease Control Priorities Project
O Tina Heiler, INCLEN

Mary Ann D. Lansang, MD, MMedSc WITH MANY THANKS!

Dept. of Medicine & Dept. of Clin. Epidemiology
College of Medicine
University of the Philippines Manila
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Overview of Funding Sources

Estate/Planned Giving Large Rebumy High
Complexity/Few Player

4

Parsonal Annual Giving

Annual Giving

Speclal Events

D

/

Institutional Gra nhs/
7

Major Gifts

Medium Feturmy/Compleity/ Mayers

# Small Return/ Low Complesity,Mary Players

Possible sources of research support

O Clinical research: > 80% from
pharmaceutical industry

m real R&D

® “me too” trials
B role of contract research organizations
® non-profit foundations of big pharma

EHE

U.S. National Institutes of Health
Canadian Institutes of Health Research:

Institute of Circulatory and Respiratory

Health

® Dr Salim Yusuf: InterHEART study- 9 risk
factors; 30,000 people; 52 countries

O Philanthropic foundations

Top 25 foundations in the USA
by total giving, 2004

Ton 60 Foandations by Tokal Giving. 2004
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From: Renz L et al. Foundation Growth and
Glving Estimates, 2006

Possible sources of research support

O Wellcome Trust
O Spin-off's from DCP2

O Specialty professional societies: local
and foreign

O Philippine Council for Health Research
& Development

O National Research Council of the
Philippines

O Research funds from your institution

O Corporate funds

6
Future Focus of Health Funding
Internationally
O Psychiatric Disease O Tobacco's Legacy
®  Mental Iliness O Non-communicable
®  Mental Health Diseases:
O Environmental ® Cardiovascular
Hazards: Disease,
®  Water supply ® Cancer
® Food safety m Diabetes
® Air pollution m  Respiratory Disease
O Injuries: ® Genetic Disorders
m Intentional ® Oral Diseases
B unintentional
7

l

”?‘? DISEASE CONTROL
. »¥/& PRIORITIES PROJECT

Investing in Global Health

“Best Buys” and Priorities for Action in Developing Countries

Fogarty International Center of the U.S. National Institutes of
Health, the Werld Bank, the World Health Organization, and the
Population Reference Bureau
2006

INVESTING IN GLOBAL HEALTH “BEST BUYS™ AND PRIORITIES FOR ACTION IN DEVELOPING COUNTRIES

www.depz.org

8
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Cardiovascular disease is the leading
cause of death in low- and middle-
income countries.

Deaths in Low- and Middle-Income Countries by Selected Causes, 2001

Some findings from “Global Burden
of Disease and Risk Factors”. 2006

www.dcp2.org

O Contributions of risk factors to
cardiovascular disease mortality and
BOD

10

Some recommendations from “Disease
Control Priorities in Developing
Countries”. 2™ edition (DCP2)

O Promote the use of aspirin and other
inexpensive drugs to treat and prevent
heart attack and stroke. (<$25 per DALY
averted for AMI treatment; $451-926 for
secondary prevention)

O Substitute 2% of trans fat with
polyunsaturated fat through regulation.
($25-73 per DALY averted)

O Help smokers quit through higher cigarette
prices ($3-42 pDa) and cessation therapy
($55-751 pDa).

Sponsors of DCP2

O The Bill & Melinda Gates Foundation

O The World Bank

O Fogarty International Center/NIH

O World Health Organization
Dissemination & analyses/ implement-
ation in LMICs expected. Interest from:

O Ministries of Health; S&T

O Development agencies and World Bank
O Multilateral agencies

12

Building Research Capacity in Low-
Resource Settings:

INITIATIVE FOR CARDIOVASCULAR
HEALTH RESEARCH IN THE
DEVELOPING COUNTRIES

Q IC-HEALTH

13

11

Mission: Stimulate, strengthen and support
research relevant to CVD prevention and control in
developing countries

Portfolio: 6 projects
* Capacily Assessment
* Surveillance
* Community based primary prevention
* High BP detection & control

* Cost-effective interventions in high risk
individuals

* Global Information Systems

14
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[ Wortd Heatth organization |

World Heart Federation

Institute of Medicine

I

World Hypertension
L

HI
H

Institute for Intemational Health ™~
Research & Development

Institut universitaire de

[ international obesity Task Force |
medicine soclale et preventive
(UMSP)

[ Medical Research Council of |

| South Africa
‘ National Public Health " :

Institute

Health Canada
MNational Heart Lung and
Blood Institute
International Clinical
Centres for Disease Control Network (INCLEN)

[ clobaiForum for Heatth Research |

Initiative for Cardio lar Health R h in the D

loping Countries

15

REORIENTATION

Renamed: IC Health in 2002

Mission: Operational research
Policy Research
Capacity Building

Focus: CVD risk reduction and prevention in
primary health care settings

16

Strategy: Research Facilitation Pathway
Initiated in 2003

Priority Setting Workshops

Proposal Development Grants (USD

l 10,000)

Start up graTts (USD 50,000)

Advanced Project Proposals
(Connectivity with donors)

] Methodology Workshops
* Assessment of National Capacity for CVD
Prevention and Control (February 2000)

*«  Surveillance of CVD Risk Factors (February
2000)

O Priority Setting Workshops

= HBP Prevention & Control

= CVD Risk Reduction Primary Health Care
= Interventions for Tobacco Control

* Nutritional interventions

* Recognition & Management of ACS

« Diabetes and CVD

18

o Research Completed

= Capacity Assessment for CVD Prevention
and Control (Cameroon, India and Thailand)

= Macroeconomic effects of CVD in
Developing countries

19

17

CURRENTLY FUNDING

Vascular Risk Reduction in Primary Health
Care Settings = 5 PDGs; 4 SUGs

Tobacco Related Research = 11 PDGs; 6 SUGs
= Nutrition-related Research = 6 PDGs

* Macro-economics of CVD = 4 Country studies

20
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Call for proposals issued in 2005

» ACS Recognition and
Management in Primary &
Secondary Care:

16 proposals received;
Undergoing review

» Reducing CVD Risk in Diabetes:

14 proposals received;
Undergoing review

General Protocol Writing Tips
| Research question |

| Advice from
seniors re
| funding agency

| 1-3 pagle outline |

/WRITE THE
' PROPOSAL -

Study agency’s
written guidelines |

21

24

LEVERAGING FUNDS

O Collaborative project funded by IC Health for
SUG accepted for funding by the Wellcome
Trust (USD 633412)

O Project developed by the Scientific
Secretariat of IC Health and another from
Cameroon funded by IC Health for SUG under
review for funding by Oxford Health Alliance

O World Bank grant of USD 500,000 received
for Macroeconomics project developed by IC
Health

O INCLEN funding a PDG funded by IC Health

and now under review for SUG based in
Argentina

General Protocol Writing Tips--1

Isaac Kohane (Jan 2006)--345M for 15 grants

O Make sure you have a real mentor. Begin to talk
with your mentor about 10 weeks before deadline,
about an hour per week. Can provide ideas,
resources, support, time.

O Develop relationship with project officer. After you
have discussed specific aims with your mentor, ask
project officer whether he/she would mind
commenting if your specific aims reflect the goals
of program announcement. This conversation and
commitments may make the critical difference later
in the review.

25

22
For more info, contact IC Health:
Dr Srinath Reddy
ksreddy@ccdcindia.org
23

General Protocol Writing Tips--2

Isaac Kohane (Jan 2006)--345M for 15 grants

O Envision your audience (study section), the reviewers.
What is their mindset? Consider that they have traveled
a distance, may be tired, and may not have read
applications unless they are primary, secondary or third
reviewer, You must "win” in the first page, with your
specific aims. Follow with a second-page diagram, which
details the project, and to which you refer throughout.

O Repetition is good. Subtleties can get lost to your
reviewers, Repeat specific aims, and remind them of
your structure,

O Use diagrams, figures. A good diagram paints broad
brushstrokes of project and presents a timeline of
yearly progress. This guides the committee to assess
your ability to deliver what you propose.

26
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General Protocol Writing Tips--3

Isaac Kohane (Jan 2006)--345M for 15 grants

O Propose less than you can do.

O Best offense is a good defense. Show you recognize your
weaknesses in design and how you proﬁaose to problem
solve. Do not be arrogant; modesty will not turn off
reviewers but will show you recognize limitations.

O Make sure there is a real educational plan, building a
knawledlge base, a block of new courses, not just a research
proposal.
Use exquisite detail—if not there, it is assumed that you
have not thought about it.
Make sure literature includes relevant publications and do
not forget about the publications of study section members
(where relevant).

O Be clear and organized. Use simple language, not jargon.

27

Other Tips--1

O Re-read your protocol. Does it answer all
questions on how the research will be done?
O Have someone unfamiliar with the study read
the protocol
B Do they understand it?
B Ask for input and error correction
O Does the protocol read like a draft of a
scientific paper? -t should!

28

Other Tips--2

O For long protocols, add Table of
Contents

O Structured abstract
O Next: Flow chart or study schematics
O Main research protocol

29

“The hypothesis is unencumbered by
any supporting evidence. The budget
is the only part of the application
which seems to have any substance
whatsoever.”

7 - Anonymous NIH
-

T 3! study section member

30

“A man may do research
for the fun of doing it

but he cannot expect to be
supported for the fun of
doing it.”

-J. Howard Brown

31
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WORKSHOP 2
Promoting Collaboration/Partnerships in Cardiovascular Research
in the Asia Pacific

“An epidemic disease in Asia Pacific has become a great concern
plaguing the region. The World Health Organization (WHO) has called
upon the APSC to collaborate with its members to come up with the
necessary networking and partnership to overcome this epidemic.”

The scenario above was presented to the participants to build and create a team and
establish a work plan with the following stipulations:

Function/s of the team
Objectives of the team
Expected outputs
Timetable

PONPE

Dr. Arumugam of Malaysia was appointed as the team leader. The team presented the
diagram below to show APSC and its members’ role in the pursuit of its goal to control the
disease. As shown, APSC, which has been mandated by the WHO to control the epidemic
shall form a Central Steering Committee and encourage member countries to join the drive of
controlling the disease. The Committee is composed of representatives from each country.
Each country representative then forms a group in each country of their jurisdiction so as
plans and decisions made from the central committee shall be disseminated down to the
country groupings. Consequently, these groups give feedback regarding carried out plans to
the central committee.

WHO

APSC

Central Steering
Committee

BANGLADESH INDONESIA MALAYSIA NEPAL PHILIPPINES SINGAPORE TAIWAN

7



1.

PHASE 1 : Data collection and sharing of information (Timeframe: 3 months)

The team must identify:

>
>

>

vv Vv N Y VvV

w

4.
>
>

What is the problem?
What is causing the problem?

At the first stage of the project, data pertaining to the causes and extent of the disease
shall be collected. It may be noted that the prevalence in one country may be higher or
lower than others.

Success and failure in one country may be different from others.

Communication and coordination of the committees and country groups will be thru e-
mail and/or face-to-face meetings.

PHASE 2: Protocol development

Once data has been collected, a face-to-face meeting may be arranged for the
committees to meet and develop a uniform protocol and methodology.

What will we do?

How will we monitor the status of the project?

PHASE 3: Implementation (Timeframe: 3 months)
PHASE 4: Evaluate (Timeframe: 3 months (next 6-9 months))

Progress in each country is evaluated
After 3 months of implementation and the protocol does not work, modification is done.

The role of the APSC central committee is to highlight or draw attention to the problem to
those concerned and monitor the status of the problem (identify stake holders)

Multisectoral stake holders:

1. Local government (non-govt. groups)
2. Doctors (cardio / non-cardio)
3. Patient advisory groups
4. Media
5. Pharmaceuticals
6. teachers/midwives/soldiers - reach remote parts of the country non-health
7. health care providers
Objectives :

1. To control and prevent the epidemic
2. Monitor programs of different task forces
3. Apply successful strategies among member countries

Expected Output :

1. Healthy living (stop progression of the disease)
2. Collected data
3. Shared data (find out what country is successful or not and why)

4. Identification of new issues

Assessment of the committee for its readiness to embark on the problem at hand using the
tool below was conducted.
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Tool to Assess Readiness for Intersectoral Action

to take ongoing action to sustain the
outcomes? - intensive way 9 months -
may be beyond 9 months - yes aware

CONDITIONS QUESTIONS REMARKS
Is the planned action important to achieve Yes
NECESSITY organizgtional goals? -
Does it ensure/enhance organizational Yes
survival?
Are there adequate opportunities for the Yes. The task force of each
planned action to be undertaken and country has been assigned
sustained by supportive environmental to involve major
contexts? stakeholders.
OPPORTUNITY Are there clear “triggers” for action? Yes. 1st trigger - mandated
by WHO
2nd  trigger - upon data
gathered, course of action is
decided upon
Have the health sector and the other Yes. Plan of action will be
participating organizations have the done with partners.
capacity to undertake the action that is
being planned?
CAPACITY Is 'Fher_e a need to strengthen Yes
organizational support?
Is there a need to identify resources for Yes
use in developing, negotiating,
implementing, evaluating and sustaining
the planned action?
Has the nature of the relationship Yes
between the sectors/organizations
RELATIONSHIP involved been negotiated?
Is there a high level of trust and respect Yes
between the organizations?
Do the people involved directly in the Yes
planned action recognize the need to work
PLANNED ACTIONS together?
Is there an agreed way of working? Yes
Are there ways of monitoring the Yes through best practices
outcomes of the action over time? sharing, monitoring and
evaluation
gﬂiggugg Are the sectors aware that they may need Yes
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Action Plan

“Where do we go from here?
Who is in charge?
How will work be done?
When will work be done?”

Research Priorities:

CRONOOHWN

Tobacco Control Strategies
Epidemiology of CVD

Risk Factors of CVD

Disease Registries
Guidelines / Policies

Clinical Trials / Studies
Advocacy and Social Marketing
Knowledge Translation
Genomics

Results show that the top three research priorities identified by the APSC workshop
participants were:

» Tobacco Control Strategies
» Epidemiology of CVD
» Risk Factors of CVD

Other priorities are also enumerated above.

Y V VYV

These priorities will be presented to the APSC Executive Council for approval.
Budget constraints may limit the priorities to be pursued to the top 3 or 4
research priorities.
The APSC Research Task Force ideally will comprise of a representative from each
of the 17-member countries. Each participating country will form its local task
force in their country and will be represented in the APSC Central Committee.
Participants may present the priorities to their local organizations before final
commitment.
A country may select a topic in congruence to its country’s priorities and
interested countries may join in the development of the protocol and
implementation of the project.
The APSC may raise funds for the development of a protocol.
Communication with members will be done regularly (e-mail or teleconferencing)
It has also been suggested that since there are readily available information and
data on Tobacco control, member countries may access them and compare
information with other members. This will enable the task force to determine and
review strategies and programs being implemented and possibly adapt the
strategy in other locations. APSC may determine how it can contribute further to
its implementation. It need not be a full research.
The following member country representatives expressed interest in specific
priorities:

0 Prof. Regmi - Risk Factors of CVD

0 Prof. Mohibullah - may help in Epidemiology in CVD

0 Prof. Wita - Risk Factors in CVD but will have to consult other societies in

his country
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0 Dr. Tan - needs to consult with societies in Singapore
o Dr. Arumugam Malaysia - Tobacco control strategies
0 Dr. Ong - Epidemiology in CVD
» The APSC-PHA joint symposium is scheduled on May 24-27, 006 and the member
countries may give their response and commitment by then.
» lranian Heart Association could sponsor another meeting (Oct. 31-Nov. 3, 2006)

The workshop also provided a venue for APSC to identify other concerns that need to
be addressed.

For APSC Action
1. Funding
2. Capacity Building
» APSC may explore possibilities of conducting seminars/workshops on how to
conduct research correctly and developing research protocols.
3. Collaboration
4. Organizational Structure
» There is a need for the revitalizing and restructuring of the organization,
ensuring that the role of APSC to facilitate collaboration is strengthened.
5. Infrastructure
» The need to update the website was also raised. The body was informed that
maintenance of the website will be turned over to the Secretariat.
6. Socialized Membership Fees
7. Database of Researches and Researchers
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YVVV V VY

Workshop Evaluation

Facilitation was very good.

Organizers should be commended for its efforts in achieving the workshop
objectives and goals.

The workshop was able to accomplish its objectives and has encouraged
commitment from the members.

The collaboration exercise was very effective.

We got more from what was expected

New information was presented and will be very useful in the future.
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ABOUT THE WORKSHOP FACILITATORS and SPEAKERS

NINA CASTILLO-CARANDANG, MA, MSc

Prof. Carandang is a sought after sociologist and health social scientist based in the
Department of Clinical Epidemiology, College of Medicine at the University of the
Philippines in Manila.

She has acquired her Master of Arts degree in Sociology at the Ateneo de Manila
University in Manila. She also has a Master of Science degree in Clinical
Epidemiology from the McMaster University in Canada and is a candidate for a
doctorate degree in Philosophy in Medical Anthropology from the University of
Amsterdam, Netherlands.

MARY ANN LANSANG, MD, MSc

A multi-awarded researcher, Dr. Lansang is an infectious disease specialist and a
professor of the College of Medicine at the University of the Philippines. She was the
immediate past Executive Director of INCLEN Trust and has joined and headed
various health advocacy organizations.

Her leadership and significant contributions to the improvement of health
encompasses not only local organizations but most especially world renowned health
organizations.

EUGENE REYES, MD
Dr Reyes has been an active member of the Philippine Heart Association and is Ex-
officio chairman of the Council on Preventive Cardiology of PHA. He is a senior clinical

consultant at the Philippine General Hospital and a clinical associate professor of the
Department of Medicine at the University of the Philippines.
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AMENDMENT

The priorities initially set in the APSC Research Priorities Setting Workshop in
Tagaytay, Philippines last April 7, 2006 have been reviewed. At the time of
documentation, the results were tabulated and recomputed. The table below
explicitly shows the participants’ total scores per topic based on the criteria given: (1)
relevance; 2) avoidance of duplication; 3) feasibility; 4) political acceptability; D)
applicability; 6) urgency; and 7) ethical acceptability. Averaging was based solely on
the total scores and ranking were based from these.

Participant Topic 1 Topic 2 Topic 3 Topic 4 Topic 5 Topic 6 Topic 7 Topic 8 Topic 9

1 15.50 16.00 13.00 15.00 13.50 20.50 20.50 13.50 11.00

2 17.00 12.00 12.00 17.00 17.00 16.00 16.00 12.00 8.00

3 15.00 15.00 15.00 14.00 13.00 15.00 15.00 15.00 12.00

4 18.00 16.00 17.00 17.00 19.00 18.00 18.00 15.00 12.00

5 13.00 13.00 12.00 16.00 8.00 21.00 21.00 9.00 7.00

6 16.00 16.00 19.00 17.00 15.00 15.00 18.00 16.00 15.00

7 19.00 16.00 19.00 17.00 16.00 21.00 21.00 16.00 12.00

8 18.00 16.00 15.00 15.00 19.00 19.00 15.00 15.00 11.00

9 18.00 16.00 17.00 16.00 15.00 20.00 20.00 14.00 15.00

10 13.00 17.00 17.00 14.00 16.00 18.00 17.00 16.00 12.00

11 16.00 14.00 17.00 19.00 12.00 19.00 18.00 13.00 11.00

12 17.00 17.00 15.00 16.00 18.00 15.00 16.00 14.00 14.00

13 17.00 15.00 18.00 12.00 17.00 19.00 19.00 16.00 10.00

TOTALS 212.50 199.00 206.00 205.00 198.50 236.50 234.50 184.50 150.00

AVE 16.35 15.31 15.85 15.77 15.27 18.19 18.04 14.19 11.54
RANK 3 6 4 5 7 1 2 8 9

Initially considered the top three priorities, their order of rank now indicate as 1)
Epidemiology of CVD; 2) Risk Factors of CVD; and 3) Tobacco Control Strategies as
the ranking research priorities for APSC.
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APSC Research Priorities

RANK TOPICS SCORE

1 TOPIC 6 18.19
Epidemiology of CVD

2 TOPIC 7 18.04
Risk Factors of CVD

3 TOPIC 1 16.35
Tobacco Control Strategies

4 TOPIC 3 15.85
Disease Registries

5 TOPIC 4 15.77
Guidelines/Policies

6 TOPIC 2 15.31
Clinical Trial Studies

7 TOPIC 5 15.27
Advocacy/Social Marketing

8 TOPIC 8 14.19
Knowledge Translation

9 TOPIC 9 11.54

Genomics
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PARTICIPANTS’ DIRECTORY

Name Society / Designation Email Address

1. Dr. Joel M. Abanilla Director hearthouse@pldtdsl.net
Philippine Heart Association

2. Datuk Dr N. Arumugam Immediate Past President servierproduct@po.jaring.my
National Heart Association of
Malaysia

3. Dr. Noe A. Babilonia, Chair, Intl Affairs noe.babilonia@gmail.com
Philippine Heart Association

4. Dr Homobono Calleja Past President Tel 632 7244338
Philippine Heart Association Fax 632 7231113

5. Prof. Nina T. Castillo- Facilitator nina.castillo@gmail.com

Carandang University of the Philippines

6. Dr. Ma Belen Carisma PHA Treasurer, Chair, APSC bcarisma@pworld.net.ph
Taskforce on Research and
Epidemiology

7. Ms Precy Cuevas Department of Health, Philippines prescyncd@gmail.com
Non-communicable Disease

8. Dr. Helen Ong-Garcia Research Committee hogarc@skyinet.net
Philippine Hear Association

9. Dr. Mary Ann Lansang Speaker mlansang@philmed.org
University of the Philippines

10. Dr. Mariano B. Lopez President mblopez@unilab.com.ph
Philippine Hear Association

11. Prof AKM Mohibullah Vice President mohi@proshikanet.net.com
Bangladesh Cardiac Society

12. Dr Dante Morales Past President dantedmorales@yahoo.com
Philippine Hear Association

13. Ms Mary Mosley Executive Secretary memosley@ime.net
APSC, Japan

14. Dr. Edgardo E. Ortiz Past President hearthouse@pldtdsl.net
Philippine Hear Association

15. Dr Prakash RJ Regmi Consultant Cardiologist prregmi@wlink.com.np
Cardiac Society of Nepal

16. Dr. Eugene B. Reyes Research Committee & Facilitator ebreyes@gmail.com
Philippine Hear Association

17. Dr. Agripino D. Reloza Past President areloza@pacific.net.ph
Philippine Hear Association

18. Dr. Asuncion Reloza Past President areloza@pacific.net.ph
Philippine Hear Association

19. DrTan Ru San Singapore Cardiac Society TAN_Ru_San@nhc.com.sg

20. Prof Ruey-Jen Sung Taiwan Society of Cardiology rsung@mail.ncku.edu.tw

21. Dr Efren Vicaldo Secretary hearthouse@pldtdsl.net
Philippine Hear Association

22. Prof I. Wayan Wita Vice President wita@anakbali.com
Indonesia Heart Association

23. Ms. Pamela Tagle Transcriptionist pamtagle@yahoo.com

University of the Philippines /
International Clinical Epidemiology
Southeast Asia (INCLEN-SEA)
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Dr. Datuk N. Arumugam

Prof. I. Wayan Wita Prof. AKM Mohibullah Dr. Mariano Lopez Dr. Helen Garcia

Ms. Precy Cuevas Dr. Joel Abanilla Dr. Dante Morales Dr. Edgardo Ortiz

Dr. Efren Vicaldo
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