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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. 
 
 
 
 
 
 
 
 
 
 
 
 

4 



 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

WORKSHOP OBJECTIVES 
 

• Provide overview of the research priority process 
• Presentation of country reports  
• Identification of research priorities in the region 
• Explore potential partnerships 
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Highlights of the APSC Research Meeting  
Mumbai, India (Dec 2005) 

Eugene Reyes, MD 

 
Key Points: 
• Australia, Indonesia, Japan, Nepal, Pakistan, Philippines, Singapore and Thailand were 

among the member countries that attended the APSC meeting in Mumbai in December 
2005. 

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

• Its vision is to conduct basic and clinical research and effectively implement and apply 
results to improve health.  

• Iterative loop of the epidemiologic cycle  
o Identify the burden of illness (research may kick off from this stage) 
o Identify possible etiology or causation  
o Assess the effectiveness of available treatment/s 
o Synthesize results by guidelines provided 
o Monitor the implications  
o Reassess the significance and effectiveness of treatments 

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

• Problems to be addressed: 
o There is a high number of research output but low utilization of these outputs 

because of “low quality” researches 
o Minimal or no funds to do research 
o Lack of technical assistance and training centers in most regions 
o Political and economic situations  
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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): 
o Burden of disease (BOD) 
o Inherently Global Health Issues (IGHIs) 

 IGHIs are subdivided into three categories: 
o Environmental global degradation 
o Social/economic trends 
o 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: 
o Encourages systems thinking 
o Evaluate programs and interventions 
o 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: 
o 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. 

o 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 

o Combined Approach 
It incorporates criteria and principles both from the ENHR and Ad Hoc 
 
 

•

•

•

•

•

•

•
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• Steps in Setting Priorities: 
o Identify
o Assess the neede
o Identify and involve stakeholders 
o Select and use criteria 
o Product of the priority setting 

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

 a leader and set a work plan 
d information 
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Country Reports 
 

Taiwan 
Singapore 

Nepal 
Malaysia 
Indonesia 

Bangladesh 
Japan 

Philippines 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

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



 

Dr. Ruey –Jen Sung 

 
Key Points: 

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

• Cardiovascu  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 collabor diac arrhythmias and 
clinical trials mu 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. 

 

TAIWAN COUNTRY REPORT 
Cardiovascular Research in Taiwan 

lar and cerebral vascular diseases are the

ation in epidemiology, genomics, car
st be explored for the Asia Pacific 
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SINGAPORE COUNTRY REPORT 

Dr. Tan Ru San 

 
Key points: 

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

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

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

• The National Medical Research Council allots high funding for basic research.. 
• Cardiac researches focus on national registries. 
• The disease registry is based on ad hoc and survey basis. There is no true 

data on disease prevalence. 
• The Economic Development Board gives priority to researches with potential 

applications of marketability. 
• Translational research is also considered for funding. 
• 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. 
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NEPAL COUNTRY REPORT 
He us of CVD in Nepal 

Dr. Prakash Raj Regmi 

 
Key points: 

• 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. 
• The government budget allocation for health is only 5% but contribution from 

the private sector is significant (70%). 
• Common heart diseases: hypertension, coronary heart disease, rheumatic and 

congenital heart disease. 
• Coronary risk factors are hypertension, smoking, diabetes, dyslipidemia, and 

heredity 
• Coronary heart disease is increasing rapidly. 
• 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).  

• Community based data on disease prevalence is needed. 
• Prevention and treatment of cardiovascular diseases are not included among 

the country’s priority. 
• Community based surveys are highly required to prove prevalence of CVD so 

that the government may prioritize it. 
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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:  
o Is there a lack of research? 
o Is the implementation of results lacking? 
o What research do we want to prioritize? 
o 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  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 

 

of the
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INDONESIA COUNTRY REPORT 
Leading Causes of Death in Indones

31 

ia 
Cardiovascul  Indonesia 

Prof. I. Wayan Wita 

 
Key Points: 

auses of death in Indonesia are cardiovascular diseases, infectious 
diseases 

• re both increasing in number 
y 

• 

nsion, rheumatic heart disease and acute coronary syndrome are 

ar Research Priorities in

• Top c
disease, respiratory 
Non-communicable and infectious diseases a

s becoming a double burden to the countrthu
oking is still high in the country Sm

Cardiovascular research priorities: • 
o Cardiometabolic Epidemiologic Study. This is the trend in Indonesia. The 

pilot study was conducted in Bali and shall be applied nationwide.  
 CV risk factor surveys (national). Diabeteo s and hypertension are the major 

risk factors emerging in the country. 
o Hyperte

among the registries developed in the country.  
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ote : Cardiometabolic study results were not
presented and discussed in the workshop. 
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BANGLADESH COUNTRY REPORT 
Prof. AKM Mohibullah 

 
Key points: 

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

• Epidemiological data is very minimal in Bangladesh. There is a need for 
epidemiological data on cardiovascular disease 

• Types of CVD prevalent in the country are hypertension, ischemic heart 
disease, and congenital heart disease among others. 

• Risk factors range from smoking, hypertension, dyslipidemia and diabetes. 
• Most researches are conducted by the government 
• The Bangladesh Cardiac Society mainly conducts clinical researches and 

funding comes from other agencies 
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JAPAN COUNTRY REPORT 

Ms. Mary Mosley 

 
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 RINE COUNTRY REPORT 
Burden of CVD in the Philippines 

Dr. Helen Ong-Garcia 

Key po
• 

 years of age brought about by improved health care.  
 for half of Filipino families comes from wages and 

•  expense of most families, health expenditures only 
tures. The patient foot major healthcare 

• m are the top causes of mortality. 
• ntry as well as in other countries. 

nal 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: 
o Implementing clinical practice guidelines 
o Burden of disease  
o Identifying burden of illness and quality of life studies on cardiovascular 

disease 
o Improving and identifying quality of care studies 

 

EPORT 
Burden of CVD in the Philippines 

Dr. Helen Ong-Garcia 

Key po
• 

 years of age brought about by improved health care.  
 for half of Filipino families comes from wages and 

•  expense of most families, health expenditures only 
tures. The patient foot major healthcare 

• m are the top causes of mortality. 
• ntry as well as in other countries. 

nal 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: 
o Implementing clinical practice guidelines 
o Burden of disease  
o Identifying burden of illness and quality of life studies on cardiovascular 

disease 
o Improving and identifying quality of care studies 

 

 
“Awareness of health care is growing.” 

 
ints: 
The population continues to increase in the Philippines but the bulk of the 
population is below 40

 
“Awareness of health care is growing.” 

 
ints: 
The population continues to increase in the Philippines but the bulk of the 
population is below 40

• The main source of income• The main source of income
salaries.  salaries.  
While food is a majorWhile food is a major
represent 2% of family expendirepresent 2% of family expendi
spending bspending because of low taxes. 
Diseases of the heart and vascular syste

ecause of low taxes. 
Diseases of the heart and vascular syste
Smoking is prevalent 
Implementation of natio
Smoking is prevalent 
Implementation of natio
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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: 

a. Relevance 
b. Avoidance of duplication 
c. Feasibility 
d. Political acceptability 
e. Applicability 
f. Urgency 
g. Ethical acceptability 

3. To come up with a set of research priorities for the Asia Pacific region 
 
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 
• Cardiovascular risk factor survey 
• 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 
• Effective methods of lifestyle modification of control of CVD 
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• Survey on cardiologists’/MD's approach to risk factors modification  
• k factor 

modification in Southeast Asian countries: % of smoking, % of 

• Relatives of patients with CVD need to be examined and advised 
• Major coronary risk factors: epidemiologic studies in the region 

 cardiologists’/MD's 
 risk factors modification: 

delines? 
s he counsel? 

el about diet counseling? 
e practice risk factor modification himself? 

alities as depicted by the topics show that there is interest in 
 and risk factors that lead to CVD.   

 National survey of CVD to aid the government on policies and 

 The protocol must be reviewed and validated to see if any 
concerns need to be improved. 

holistic approach in the implementation of health programs 
was suggested. “We cannot wait for government policies to be 

2. Epidemiology 

uisition/epidemiologic survey 
among countries to get actual updated data: top ten mortality/morbidity, 

ardiac mortality/morbidity 
udies/surveys from different member 

• sed surveys of CVD in countries where such surveys are 

 country) 
 

n 

able in their country. 
d the US with 

Survey among cardiologists with regards to adherence to ris

dyslipidemia, % of obesity, % of DM, % sedentary lifestyle 

 
Summary of Discussion 

 Guide questions to ask for the topic : Survey on
approach to

 Does he follow gui
 Doe
 How does he fe
 Does h

 Common
the prevalence of CVD

 There is a need to conduct a:  

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.  

 Prevalence data from each country may be synthesized to come up 
with information for the Asia Pacific region. 

 A more w

implemented from the top.” 
 

• 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 acq

top ten cause of c
• Consolidation of prevalence st

countries 
Community-ba
lacking  

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

Summary of Discussio
 Nepal is very interested to conduct community-based surveys since no 

data is avail
 Comparison or difference of CV data between Europe an

the Asia Pacific region may be initiated. 
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3. 
• 

Uniform 

 Burden of Illness of Metabolic Syndrome 
aly's) 

• 
 
Summary D

 Collect all health data from different regions. Assessment of the 
ava b  of data.  

 Ass s e knowledge 

 s well as risk 
urvey must be conducted.  

 The u
Organi
com le tries because of the different 

terpretation of data is 
diff n

 WHO h factors and it 
is b n
homog

4. Social 
Sum a

 
rom it despite the numerous warnings, 

programs and policies.  
 a need for more advocacies for good health. 

 and ads must hit the heart.  

5. 
• ution of cardiovascular care (Availability of CVS care) 

• tion of strengths of each APSC member society in terms of 
tation 

ems in the regions: a) 
SAARC b) others 

Sum
 

set up. This will give countries 

 
 
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, 
protocol 

•
• Burden of Disease (D

Assessment of CV data available worldwide & in our region 

of iscussion 

ila le data must be done to avoid duplication
es  available data and if implementation as far as th

acquired is needed, then implementation procedures must follow. 
Most countries lack data on the prevalence of disease a
factors of CVD thus a national s

 q ality of data submitted by one country to the World Health 
zation is different from the other.  Data from one country is not 

p tely comparable to other coun
methods used to acquire data.  Analysis and in

ere t. Limitations must be recognized.  
as a stepwise approach to the surveillance of risk 

ei g used worldwide. This protocol may be used to have a more 
enous and comparable data. 

 
Marketing 

m ry of Discussion 
Different methods to stop smoking have been implemented but still 
many have not refrained f

 There is
 We can learn from social marketing.  

 Campaigns
 “Learn from industry what we don’t do well.”  

 Intersectoral collaboration is vital. Healthcare workers need to partner 
with media and other sectors. 

 
Collaboration 

Area distrib
• Exchange & collaboration of efforts to understand each other 

Identifica
research capabilities/possible sharing of research implemen

• Formation of subgroups having identical probl

 
mary 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 
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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 

applied.   

with obtaining data from each country and posting 

 
6. 

overload cardiomyopathy  

 Cost effectiveness of lipid lowering therapy: a) high dose therapy, b) early 
-risk groups 

• 
 
Sum a

 nate 

 
7. Congen

• Congenital Heart Disease & other HD in children 
• 

 
8. Registr

• eart failure Registry 
dures 

 
Sum

.  

 
9. Guidelines

• 
• u  Asia Pacific Region 

formation for the region and individual countries 
ardiology 

blic fast foods) 

must be 
 New studies may encourage member countries to work together. 
 APSC could start 

them in the website to make information readily available.  

Clinical Studies 
• Thalassaemia major & iron-
• Diagnostic evaluation to modulate chelation therapy 
•

dosing post MI, c) low
Delivery of anti-coagulation treatment & services in the region 

m ry of Discussion 
Consolidate and identify all researches and projects and dissemi
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. 

ital Heart Disease (CHD) 

Infectious diseases in relation to CHD 

y 
H

• Registry on CV proce
• Registry of Atherosclerotic CV diseases: CAD, Cerebrovascular disease, 

and PVD 

ary of Discussion m
 Disease registries are difficult to develop and maintain
 Quality is an issue also. 

 
Appropriateness of guidelines in each country 

idelines of CAD treatment in theG
• Guidelines 
• Impact of guidelines (local and international guidelines in c

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 pu

 
Sum am ry of Discussion 

There are two recognized guidel ines 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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  formation of guidelines is essential to address cost 

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

 
10.

• & prevent certain diseases 

ummary of Discussion 
the government support research? 

 moking but for good 

 
11. Genomics 

ation of disease-related 
enetic tests. 

cture and Funding 
tructure of APSC to make our goals achievable 

abilitation & preventive medicine (in CVD) 

 
um Discussion 

bership fee according to the socio-economic status of 

g, countries may need boosting of their 

ern for human resources was raised and thus needs to be 
 number of cardiologists. 

Though o lace. 

13. b
Sum

he other.  

hich will be applied for anybody or 
everybody, anytime and anywhere. 

Asia Pacific region. Conditions in the region are different from 
European and American settings. 
Equity focus for the
effective treatment. 

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

health po

 Advocacy 
• Ways to stimulate government support for healthcare 

Environmental health to eradicate 
 
S

 How do we make 
 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 s
health 

 Summary of Discussion 
 Genomics research has lead to the identific

t of new ggenes and subsequent developmen
 

12. APSC Stru
• Administration & infras
• Getting research fund in reh
• Fund for research activities  

mary of S
 A socialized mem

a country must be applied.   
 With regards to fundin

capabilities for cardiovascular training and research. 
 Conc

discussed by the APSC since there are a low
 
, n t listed as a priority, extensive discussions on tobacco took p

 
 To acco cessation 

ary of Discussion m
 Implementation of strategies on how to stop smoking is different from 

one country to t
 Isolate what strategies work and what don’t work with what particular 

population. 
 It is not a hit-all strategy w
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 n found to be successful in curbing 

h from these. 

t task. 

Identify approaches that have bee
smoking from each country. Apply them to other countries and APSC 
may develop researc

 Persistence of healthcare providers to educate, persuade and 
influence patients to stop smoking is an importan



 
Arriving at a Consensus 

 
ions, the 13 topics were further re-After deliberat classified into nine (9) major topics. 

Topics on 
organizational
 
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 

collaboration, APSC structure and funding were separately classified under 
 issues. 

Tobacco Cessation Tobacco Control Strategies 
Clinical Studies  
Congenital Heart Disease 

Clinical Trials/Studies 

Disease Registries Disease Registries 
Guidelines Guidelines/Policies 
Advocacy  
Social Marketing 

Advocacy/ Social 
Marketing 

Epidemiology 
Burden of CVD 

Epidemiology 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 

T  O  P  I  C Criteria 
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 itical Applicability Urgency Ethical 
bility duplication acceptability accepta

Pol

1 Not relevant Sufficient 
information 
already 
available 

Study not  
feasible 
considering 
available 
resources 

Topic not  
acceptable to  
high level  
policy-makers 

No chance of  
recommen-
dations being  
implemented 

Information 
not  
urgently 
needed 

Major 
ethical 
problems 
 

2 Relevant Some 
information 
available  
but major 
 issues not  
covered 

Study 
feasible 
considering 
available 
resources 

Topic more 
or less  
acceptable 

Some chance 
recommen-
dations being  
implemented 

Information 
could be  
used right  
away but a  
delay of  
some 
months 
would be  
acceptable 

Minor 
ethical 
problems 

3 Very 
relevant 

No sound  
information 
available on  
which to
base 
problem-
solving 

Study very  
feasible 
considering 
available 
resources 

Topic fully  
acceptable 

Good chance 
recommen-
dations being  
implemented 

Data very  
urgently 
needed for  
decision-
making 

No  
ethical 
problems 

 
Based on the re n orde

SCORE TORANK

9 

8 

6 

5 

4 

10.38 TOPIC 9 

sults, the priorities i r of rank are: 

PICS  

7 

3 

2 

1 

Genomics 

12.96 TOPIC 8 
Knowledge Translation 

15.00 TOPIC 5 
Advocacy/Social Marketing 

15.31 TOPIC 2 
Clinical Trial Studies 

15.77 TOPIC 4 
Guidelines/Policies 

15.85 TOPIC 3 
Disease Registries 

16.81 TOPIC 7 
Risk Factors of CVD 

17.04 TOPIC 6 
Epidemiology of CVD 

19.19 TOPIC 1 
Tobacco Control Strategies 



 
Promoting Collaboration & Partnerships: Team and Coalition Building 

a -Ca , MA

“APSC is at the crossroads of health and equit  to 
o rat

 
Key points: 

 A partnership is an agreement between individuals or groups working together 

 
 Everyone g g  th .
 Successful partnerships are based on: 

o Ne
o Re
o Effective leadership 
o Trust and Commitment (takes time) 
o Transparency 

 Good communications 
o Ef n anagement 
o Common goals and aims 
o Collaborative decision-making 

 Partnerships fail because of: 
o Lack of communication 

o Hidden agenda 

ng too costly to engage in the partnership 
 Partnership allows individual creativity 
 Partn hips may

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 AP  

organization?), id port and agreement 
amon he organi work with others are some guidelines to consider in 
makin a partne unication 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  provided

 “Carry and hold the hand” of someone who is lagging behind. Mentoring and 
nurturing them develops confidence and helps to keep artnership in 
synch with achiev

 Soliciting outside help from experts may also be helpful especially in financial 
and administrativ

 Identify expected output and doc
other

 Definition of a t le, both as individuals and as organizations, 
working together for a shared purpose or goal.” 

 Concepts of a team: 

Nin  T. Castillo randang
 

, MSc 

y. One of the ways to go forward is
prom te collabo ion and partnerships.”  

to achieve a common goal 
Acting and deciding together will lead to partnership (Wilcox) 

 must brin in somethin  of value to e partnership   

cessity 
spect  

o
fective orga izational m

o Unequal balance and control 

o Lac
o Bei

k of purpose or vision 

ers  be formed by setting up a forum, appointing organization 

SC aim to do as an
entifying stakeholders, and getting sup
zation to 
rship work. Comm

g t
g 

be  to them. 

 the p
ing its goals. 

e procedures. 
ument them so as these may be shared to 

s. 
eam: “Peop
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o Specific functions: 
d 

ide ns. Assessment of the 
team’s progress is also an important task and should be done 

clear of their roles. Appreciating their contributions and 
providing feedback about their performance is important. 

g stage). It then 
ssing its goals 

eographically dispersed. Geography is 
 barrier to teamwork. Teams can communicate and function 

.  
 Dig  of the internet to communicate, 

coll o egardless of their 
geographic location to accomplish tasks. It is a work environment that 
ena

 

1. Task related functions. Teams must identify their goals an
ntify their expected outputs and pla

regularly. 
2. People related functions. This includes ensuring members are 

o Dynamic entity: 
1. A team is a unit that goes through orientation; trust building, 

goal/role definition and commitment (creatin
moves on to planning, implementing and re-asse

tage). and outputs (sustaining s
y work even when go A team ma

ano longer 
"any time, any place"

ital workspace refers to the facilities 
re information with individuals rab rate and sha

bles exchange of information virtually. 

  
1 
 

3 
 

  
2 4 
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Mary Ann Lansang, MD, MSc 

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

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. 
o 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. 

o 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. 

o Philanthropic foundations 
o Corporate funding  
o 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. 

Getting Your Research Funded 

 
e

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

o Infectious dis esearch grants but it is 
predicted that in le disease problems (CVD 
diseases, cancer, diabetes, respiratory and oral diseases) will be given 
priority  

o 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 

o Partnership with the Initiative for Cardiovascular Health Research in the 
Developing Countries (IC-Health) to conduct CVD researches and other 

resource settings.  IC-Health are World Health 
Organization and Global Forum for Health Research.  (For more 

formation, Dr. Srinath Reddy ksreddy@ccdcindia.org

eases have been receiving a lot of r
 the future non-communicab

initiatives may be considered. Its main objective is capacity building in low-
Major partners involved in

in  may be contacted) 

• s been written, re-read the proposal making sure all 

 
 

 

• General Protocol writing tips: 
o Prepare a good research question 
o Develop a 3-page outline clearly reflecting the goals of a program 

announcement vis-à-vis your aims. (1st page must show specific aims, 2nd 
page may show a diagram with details of the project) 

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

o Study the agency’s guidelines 
o Use diagrams, charts and figures to show timelines of progress  
o Propose less than you can do. 
o Use exquisite detail (particular of NIH) 
o Use simple language and not jargon. 
After the proposal ha
questions have been answered. Have someone not familiar with the study 
read it if it was understood. 

  
1 2 
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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: 
 

1. Function/s of the team 
2. Objectives of the team 
3. Expected outputs 
4. Timetable 

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

The 
 
 What is causing the problem? 

  
 At th isease 

shall igher or 
lower

 Succ
 Communication and coordination of the committees and country groups will be thru e-

. PHASE 2: Protocol development  
 

 Once data has been eting may be arranged for the 
committees to meet an e otocol and methodology.  

 What will we do?  
 How will we monitor the status of the project? 

onitor 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 epidem
2. Monitor programs of different task forces 
3. Apply successful strategies among member countries 

 
Expecte utput : 

y living ( ssion of t ase) 
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. 
 
 
 
 

 
1
  

team must identify: 
What is the problem? 

e first stage of the project, data pertaining to the causes and extent of the d
be collected. It may be noted that the prevalence in one country may be h
 than others.  
ess and failure in one country may be different from others. 

mail and/or face-to-face meetings. 
 
2

 collected, a face-to-face me
d d velop a uniform pr

 
3. PHASE 3: Implementation (Timeframe: 3 months) 
 
4. 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 m
 
 

ic 

d O
1. Health stop progre he dise
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Tool to Assess Readiness for Intersectoral Action 
CO T EMARKS NDI IONS QUESTIONS R

 Is the plann
or

ed action important to achieve 
anizational goals? 

 Yes 
gNE

nsure/enhance organizational  Yes 
CESSITY 

 Does it e
survival? 
 Are there adequate opportunities for the 
planned action to be   undertaken and 
sustained by supportive environmental 
c

 Yes. The task force of ea
country has been assign
to involve major 

ontexts? 

ch 
ed 

stakeholders. 
OP ated

2nd trigger – upon data
gathered, course of action is
decided upon 

PO TUNITY  Are there clear “triggers” for action? R  Yes. 1st trigger – mand
by WHO 

 Have the health sector and the other 
participating organizations have the 
capacity to undertake the action that is 

 Yes. Plan of action wil
done with partners. 

being planned? 

l be

 Is there a need to strengthen  Yes 
organizational support? 

CAP CITY 

ources for 
 
 

 Yes 

A

 Is there a need to identify res
use in developing, negotiating,

uating and sustainingimplementing, eval
the planned action? 
 Has the nature of the relationship  Yes 
between the sectors/organizations 
involved been negotiated? REL

rganizations? 

ATIONSHIP 
 Is there a high level of trust and respect  Yes 
between the o
 Do the people invol

ecogn
ved directly in the 
ize the need to work 

 

 Yes 
planned action r
together?PLANN A

 Is there an agreed way of working?  Yes 

ED CTIONS  

 Are there ways of monitoring the  Yes through best practices
nitoring and

evaluation 
outcomes of the action over time? sharing, mo

SU AIN D
OU  Are the sectors aware that they may need 

to take ongoing action to sustain the 
outcomes? – intensive way 9 months – 

hs – yes aware 

Yes 
ST E  
TCOMES 

may be beyond 9 mont
 
 

 
 



Action Plan 
 

“Where do we go from here? 
 Who is in charge?  

How will work be done?  
When will work be done?” 

 

Strategies 
Research Priorities: 
1. Tobacco Control 

iology of C
3. Risk Factors of CVD 
4. Disease Registries 
5. Guidelines / Policies 
6. Clinical Trials / Studies 
7. Advocacy and So
8. Knowledge Trans
9. Genomics 

 show that th
participants were: 

 Tobacco C
 Epidemio
 Risk Facto

 
Other priorities are a

 These priorities w un r approval. 
 Budget constrain ed the top 3 or 4 

research prioritie
sea presentative 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 n
commitment. 

untry may ou rities and 
sted coun of  protocol and 

implementation o
 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: 

o Prof. Regmi – Risk Factors of CVD 
o Prof. Mohibullah – may help in Epidemiology in CVD 
o Prof. Wita – Risk Factors in CVD but will have to consult other societies in 

his country 

2. Epidem VD 

cial Marketing 
lation 

 
e top three research priorities identified by the APSC workshop Results

ontrol Strategies 
logy of CVD   
rs of CVD  

lso enumerated above.  
 

ill be presented to the APSC Executive Co
ts may limit the prioritie

cil fo
s to be pursu

s. 
rch Task Force ideally will comprise of a re

 to 

 The APSC Re

 present the priorities to their local orga izations before final 

’s prio A co
intere

select a topic in congruence to its c
tries may join in the development 
f the project.  

ntry
 the
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o Dr. Tan – needs to consult with societies in Singapore 
o Dr. Arumugam Malaysia – Tobacco control strategies 
o Dr. Ong – Epidem

 The APSC-PHA joint symp 4-27, 006 and the member 
countries may give their response and commitment by then.  

 Iranian Heart Association ting  (Oct. 31-Nov. 3, 2006) 
 

rovided a venue for A C to identify other concerns that need to 

ossibilities of conducting seminars/workshops on how to 
d developing research protocols. 

s a need for the revitalizi  and restructuring of the organization, 

 was also raised. The body was informed that  
 be turned over to the Secretariat. 

6. Soci
. Data Researchers 

iology in CVD 
osium ay 2 is scheduled on M

could sponsor another mee

The workshop also p PS
be addressed.  
 
For APSC Action 
1. Funding 
2. Capacity Building 

 APSC may explore p
conduct research correctly an

3. Collaboration 
al Structure 4. Organization

 There i ng
ensuring that the role of APSC to facilitate collaboration is strengthened. 

5. Infrastructure 
 eTh  need to update the website

e willmaintenance of the websit
alized Membership Fees 
base of Researches and 7

 
 



 
 

Evaluation 

objectives and goals. 

ent from the members. 
 The collaboration exercise was very effective. 

re from what was expected 
 information was presented and will be very useful in the future. 

Workshop 
  

 Facilitation was very good. 
 Organizers should be commended for its efforts in achieving the workshop 

 The workshop was able to accomplish its objectives and has encouraged   
commitm

 We got mo
 New

82 



 
 

ABOUT THE WOR  and SPEAKERS 

 
NINA C
 
Pro
Dep t edicine at the University of the 
Phi
 
She e 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. 

KSHOP FACILITATORS
 

ASTILLO-CARANDANG, MA, MSc 

f.  Carandang is a sought after sociologist and health social scientist based in the 
ment of Clinical Epidemiology, Car ollege of M

lippines in Manila.  

 has acquired her Master of Arts degree in Sociology at the Ateneo d
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C Research Priorities Setting Workshop in 
006 have been reviewed. At the time of 

y; and 7) ethical acceptability.  Averaging was based solely on 

 
 
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. 
 

Parti c 9 

AMENDMENT 

 
The priorities initially set in the APS
agaytay, Philippines last April 7, 2T

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; 5) 

pplicability; 6) urgenca
the total scores and ranking were based from these. 
 
 

cipant Topic 1 Topic 2 Topic 3 Topic 4 Topic 5 Topic 6 Topic 7 Topic 8 Topi

1 
                  

15.50  16.00  
      
13.00  

        
15.00  

        
13.50  

        
20.50  

        
20.50  

        
13.50  

        
11.00  

2 
                                

17.00  
        

17.00  
        

16.00  
        

16.00  
        

12.00  
          

8.00  17.00  12.00  12.00  

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  

1
                

0  
        

17.00  
        

14.00  
        

16.00  
        

18.00  
        

17.00  
        

16.00  
        

12.00  0 13.00  17.0

1  16.00  14.00  
        

17.00  
        

19.00  
        

12.00  
        

19.00  
        

18.00  
        

13.00  
        

11.00  1
                

1
  

.00  2 
        

17.00  
        

17.00  
        

15.00  
        

16.00  
        

18.00  
        

15.00  
        

16.00  
        

14.00  
      

14

1 .00  3 
        

17.00  
        

15.00  
        

18.00  
        

12.00  
        

17.00  
        

19.00  
        

19.00  
        

16.00  
        

10

 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 
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SCORE TOPICS RANK 

8 

6 

4 

1TO
mics 

 8 
Knowledge Translation 

TO
/S rke

C ia

T
Guidelines/P

15.85 TOPIC 3 
Disease Registries 

 

APSC Research Priorities

 

3 

2 

1 

16.35 TOPIC 1 
Tobacco Control Strategies 

18.04 TOPIC 7 
Risk Factors of CVD 

18.19 TOPIC 6 
Epidemiology of CVD 

9 

7 

5 

1.54 PIC 9 
Geno

14.19 TOPIC

15.27 PIC 5 

l

Advocacy ocial Ma ting 

15.31 TOPIC 2 
inical Tr l Studies 

15.77 OPIC 4 
olicies 



PARTICIPANTS’ DIRECTORY 
 

Name Society / Designation Email Address 
 

1.  Dr. Joel M. Abanilla Director 
Philippine Heart Association 

hearthouse@pldtdsl.net  

2.  Datuk Dr N. Arumugam  diate Past President 
sociation of 

sia 

s roduct@po.jaring.myImme
National Heart As
Malay

ervierp  

3.  Dr. Noe A. Babilonia,  n ilonia@gmail.comChair, Intl Affairs
Philippine Heart Association 

oe.bab  
 

4.  Dr Homobono Calleja resident 
tion 

T  7244338 
Fax 632 7231113 

Past P
Philippine Heart Associa

el 632

5.  Prof. Nina T. Castillo-
Carandang 

ator 
 Philippines 

nina.castillo@gmail.comFacilit
University of the

 
 

6.   Dr. Ma Belen Carisma PHA Treasurer, Chair, APSC 
earch and 

bcarisma@pworld.net.ph
Taskforce on Res
Epidemiology 

 
 

7.  Ms Precy Cuevas tment of Health, Philippines 
le Disease 

p cd@gmail.comDepar
Non-communicab

rescyn  
 

8.   Dr. Helen Ong-Garcia rch Committee 
tion 

hogarc net.netResea
Philippine Hear Associa

@skyi  
 

9.   Dr. Mary Ann Lansang 
sity of the Philippines 

mlansang@philmed.orgSpeaker 
Univer

 
 

10.  Dr. Mariano B. Lopez 
ine Hear Association 

mblopez@unilab.com.phPresident 
Philipp

 
 

11.  Prof AKM Mohibullah  sident 
Bangladesh Cardiac Society 

mohi@proshikanet.net.comVice Pre  

12.  Dr Dante Morales Past President 
Philippine Hear Association 

dantedmorales@yahoo.com 
 

13.  Ms Mary Mosley Executive  Secretary 
APSC, Japan  

memosley@ime.net 

14.  Dr. Edgardo E. Ortiz Past President 
Philippine Hear Association 

hearthouse@pldtdsl.net 
 

15.  Dr Prakash RJ Regmi Consultant Cardiologist 
Cardiac Society of Nepal 

prregmi@wlink.com.np 

16.  Dr. Eugene B. Reyes Research Committee & Facilitator 
Philippine Hear Association 

ebreyes@gmail.com 

17.  Dr. Agripino D. Reloza Past President 
Philippine Hear Association 

areloza@pacific.net.ph 
 

18.  Dr. Asuncion Reloza Past President 
Philippine Hear Association 

areloza@pacific.net.ph 
 

19.   Dr Tan 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 
Philippine Hear Association 

hearthouse@pldtdsl.net 

22.  Prof I. Wayan Wita  Vice President 
Indonesia Heart Association 

wita@anakbali.com 

23.  Ms. Pamela Tagle Transcriptionist  
University of the Philippines /  
International Clinical Epidemiology 
Southeast Asia (INCLEN-SEA) 

pamtagle@yahoo.com 
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