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ACRONYM/ABBREVIATIONS:

CVD - Cardiovascular diseases, NCD - non-transmittable
diseases, SES — socioeconomic status, CVRF —
Cardiovascular risk factor




TOPIC FOR THE PROJECT

“CARDIOVASCULAR DISEASES IN INDIA

CURRENT EPIDEMIOLOGY AND SITUATION”




ABSTRACT

Background- cardiovascular of diseases (CVDs) have now become the leading cause
mortality in India In addition, individuals from lower socioeconomic backgrounds frequently do
not receive optimal therapy, leading to poorer outcomes. Countering the epidemic requires the
development of strategies such as the formulation and effective implementation of evidence
based policy, reinforcement of health systems, and emphasis on prevention, early detection, and
treatment with the use of both conventional and innovative techniques.

Method - Google Scholar, PubMed, medline, crossref are among many of the websites which
were used along with the grey literature involved in those research papers. The PRISMA
guidelines were followed and a modified version of PICO inclusion/exclusion criteria was
followed for screening titles and abstracts among others.

Conclusion — This systematic review highlights effective policy, CVD risk factor , prevention
and treatment strategies , research needs in india and improve cv health in india .

key word - risk , cardiovascular diseases, epidemiology, coronary diseases, control and
prevention, india .

INTRODUCTION AND BACKGROUND

Cardiovascular diseases (CVD) is the main source of death.globally. Because of populace
maturing and expansion of clinical investigations, utilization of cardiovascular medications and
polypharmacy have expanded after some time, which can add to non-adherence to drugs. Most
importantly, in detailed information received from the government and private segments are even
not organized in the form of national and international division which cover less data about

discrete cardiovascular medication consumers and the results after the administration.

With the turn of the century, cardiovascular illness has become the main source of death in India.
Contrasted with individuals of European plunge, CVD influences Indians at any rate 10 years

sooner and their increasingly profitable half-life years. For instance, in western populaces, just




23% of CVD passings happen before the age of 70; in India, this number is 52%. Besides, the
case-casualty inferable from CVD in low-salary nations, including India, has all the earmarks of
being a lot higher than in the center and high-pay nations. The World Health Organization
(WHO) has evaluated that, with the current CVD trouble, India would lose $ 237 billion because
of the loss of profitability and medicinal services going through over 10 years (2005-2015). In
the current scenario, with many given factors in play, the hope of overcoming this threat by the
development of new CVD drug is diminished. The explanations behind the high penchant to
create CVD, high lethality, and high untimely mortality incorporate natural instruments, social
determinants, and their cooperations. Tending to this critical weight requires a comprehension of
the natural and social determinants and the unpredictable elements fundamental their
communication, for example, well. In this survey, we sum up the CVD trouble in India, the
explanations behind the release. The epidemiological progress in India in recent decades has
been sensational; In a brief timeframe, the overwhelming epidemiological qualities have changed
from irresistible illnesses, lack of healthy sustenance ailments and maternal and youth ailments
to non-transmittable ailments (NCD). The weight of infection owing to maternal disarranges,
measles, protein-vitality hunger e Diarrhea ailment has decreased> half in the course of recent
decades, while the future during childbirth has expanded from 58.3 to 65.2 years, bringing about
a maturing populace over a similar period. Therefore, the weight of non-transmittable maladies
has expanded quickly in India, with a corresponding increment in the weight owing to CVD.
Almost 66% of the weight of mortality from non-transferable illnesses in India is at present
contributed by conditions identified with CVD. Despite the wide heterogeneity in the
pervasiveness of hazard factors in various districts (clarified underneath), CVD is the main

source of death in all pieces of India, including the most unfortunate states and country zones.




METHOD/DESIGN
Research objective

What perspectives and resulting methodologies have been used to Randomized controlled trial of

dose and supplementation in prevention of CVD?
Search eligibility

Studies which proposed new methods and strategies to raise the public awareness about
cardiovascular dose and supplementation (human). The search was not given a limitation of time-
period so that even older strategies could revamped and restructured for usage in the current day.
All the studies which focuses on estimating the burden of cardiovascular diseases in india is
reflected in this systematic review.

Search strategy

In this systematic review we were used google scholar, medline , crossref and many online libraries
. The searches were conducted utilising a search string and important keywords which employed
the following combinations: cardivascular risk factor , cardiovascular prevention, cardiovascular
treatment efficiency of care , CV research in india , health policy .

Table 1: Inclusion/exclusion criteria




Criteria

Inclusion

Exclusion

Population

Intervention
Comparator

Outcomes

Study design

Other

Humans

All ages

All sexes

CVD risk factor

Not applicable

Not applicable

The CVD event rate in predominantly Indian

population (low- and middle-income region

Expected to provide data on transgenerational
influences of other environmental and genetic
factors on chronic diseases in rural India
Regional variations in prevalence of CVD
risk factors.

Expected to provide information on etiology,
clinical practice patterns of acute care,
clinical outcomes, and secondary prevention
practices of stroke in India.

Case—control studies

Cohort studies

Cross—sectional studies

ACS registry

Randomised controlled trials

Stroke registry
English language

Animals

Plants

Not applicable

Not applicable
Underreporting of CVD
events resulting from poor
access to hospital and
diagnostic facilities in India.
Located in a single region.

High attrition rate.

Self-reported prevalence
estimates.

Data are essentially from
tertiary care centers in urban

settings.

Editorials

Letters

Case series report

Care centers report
Evaluations of
treatments/interventions

Hospital report




Data collection and analysis

In this systematic review the collected data was then transferred into Excel for standardized data
extraction. In this review No meta-analysis was performed due to heterogeneity nature of the
study. The same data was assessed independently to confirm quality. From the data collected
from full texts, following information was extracted : study identifiers, study attributes such as
perception, country settings, study methods/design, concern effects such as mortality rates, cost,
findings, asserted constraint. Studies were categorized into four mutually exclusive categories
based on the disease being treated: (1) diabetes, (2) hypertension, (3) congestive heart failure or
(4) coronary artery disease. Studies that evaluated more than one disease (e.g. diabetes and

hypertension) and presented these results separately were included in their appropriate category.

SURVEILLANCE

The generally recognized idea of recognition of general well-being is the consistent and orderly
assortment, examination and translation of basic information on well-being for the organization,
execution and evaluation of general well-being exercises, firmly coordinated with the ideal
dissemination of information. allow effective and productive measures to be taken to prevent and
control disease. They range from mandatory detail disturbances, explicit times of illness (due to
the population, in medical clinics), to continuous reviews or test journals of the delegated
population, to gathering information to record schemes in usage plans and monetary actions. It is
essential to separate exams from recognition, as the above does not include gathering

information for the activity.

The requirement for CVD recognition derives from the advancement of the segment joined by a
"risk change"”. As for general well-being, population estimates of these risk factors are used to
describe the spread of future disease problems in a population, rather than anticipating the




strength of a particular person. Information on random components can be applied to modify the
population dispersion of these variables. Disease onset data are essential to help plan welfare
administrations, decide general welfare needs, and assess the adequacy of disease prevention
exercises. In this sense, where resources allow, the observation of disturbances should be
remembered for the recognition frameworks. The information collected from current wellness
data frames can be valuable for observation when investigated effectively and applied to
agreements in a convenient way. While studies may be a solitary exercise, recognition includes a
promise to gather information about a progressive (repeated, persistent) premise, as well as to
use the information to educate the overall wellness strategy and program. There are some parts of
the unstoppable assortment of intermittent information that should be taken into consideration
when organizing the recognition of non-communicable disturbances. However, standard

provincial studies are considered simpler to perform than powerful national descriptions.

CVD PREVENTION AND TREATMENT STRATEGIES

The rise in CVD plague in India is an important test for your well-being frameworks. However,
the use of information on CVD killing techniques in western nations offers an opportunity to
combat the scourge in India. The decrease in cardiovascular mortality in these countries was
driven by changes in population level in the same way in random components and clinical
treatments, and most of the decrease in mortality was attributed to improvements in factors.

population risk. the population, for example, tobacco consumption, cholesterol and pulse.

There is no information to evaluate changes in macroeconomic strategy and non-individual
intercessions on CVD in India. In any case, model reviews recommend that generous benefits
can be achieved by imposing loads of tobacco, palm oil and sweet drinks in India. Following the
United Nations high-level meeting on NCDs and approved by a global plan of activities for the

anticipation and control of NCDs at the World Health Assembly, India created a national




observation system to reach all Goals set by WHO (Ministry of Health and Family Welfare,
Government of India. Key goals include a 30% relative reduction in the use of salt and tobacco
by 2025.

CV INQUIRY IN INDIA

The development of CVD research is required in any case in 5 regions. First, India must build
vigorous well-being on the board's data framework and a framework for recognizing disease and
risk factors to further characterize the extent and spread of cardiovascular infections, as well as
their causes and outcomes. . . In addition, India can benefit from a progressively dynamic
political model and an examination of the mix of evidence. Without an evaluation of innovation
and wellness skKills, there can be no evidence of a polite approach. In this way, India recently
established the Medical Technology Assessment Committee under the Department of Health
Research. Third, India must improve access to and use of essential drugs to combat
cardiovascular disease through sharing exercises. Competent social orders can be progressively
proactive by including non-clinical health workers as part of the response to the fight against the
CVD plague, as well as connecting with strategists to impact solid approaches. Fourth, India
should present further evidence on the use of conventional techniques, including (but not
exclusively) assessing the feasibility of yoga-based practices. Fifthly, an important exploration is
expected to uncover the propitious atherosclerosis variables underlying Asian Indian subjects to
reduce CVD load, among these subjects and among global populations. Although the United
States is more rooted in a large number of these areas, populations and minorities with
inadequate services also suffer the negative effects of the absence of all-inclusive human services

and money-related insurance.

Gaps in Knowledge and Future Directions




Gaps in Knowledge
Cohorts and surveillance

No representative data on
prevalence and incidence of
cardiovascular disease risk factors
and events.

No representative national
level data on secular trends in CVD
risk factors and events.

Health system preparedness

Lack of integration of
primordial prevention and
management of cardiovascular
diseases in primary and secondary
care settings.

Research Needs

To study prevalence, incidence, and
progression of risk factors, and

Policy Requirements/Innovations

Establishment of large cohorts to
understand the epidemiology of

incidence of cardiovascular events and| diseases.

mortality.

To capture population-based change
in cardiometabolic risk factors and
events.

Health system preparedness to
implement primordial and primary
prevention strategies and management
of CVD in primary and secondary
care settings.

Efficiency and effectiveness of task
shifting for integrated CVD care.

Improving quality and efficiency of care

Quality of cardiovascular
care (detection, treatment,
adherence, and control) in India.

Improving access

Cost-effective interventions
in Indian settings.

Effective policy interventions

Potential policy
interventions for control of CVD in
Indian settings.

Test quality improvement initiatives
in management of cardiovascular
disease in primary and secondary care
settings.

Test innovative models to address the
rise in CVD for efficacy and
effectiveness.

Test the effectiveness of policy
interventions on diet, tobacco, and
physical activity. To identify the
major barriers and challenges in
implementing evidence-based .

Establishment of robust surveillance
system for cardiovascular risk
factors, events, and mortality.

Invest in human resource capacity to
improve trained workforce.

Encourage task shifting and task
sharing for efficient care delivery.

Performance auditing and evaluation
of quality improvement initiatives.

Implement scalable technology-based
innovations.

Support research and development of
low-cost polypill. Establish central
procurement of drugs and electronic
drug prescriptions. Implement
universal health coverage for
management of cardiovascular risk
factors and events (essential
medicines and therapies).

Implement established policy
interventions such as taxation on
tobacco, trans fat-rich oils, and
sugarsweetened beverages based on
current available evidence.




CONCLUSION/RESULT

This review is intended to formulate the current epidemiology and situation of cardiovascular

disease in India. Many previous systematic reviews tend to focus on one particular

factor, rather than looking in studies to include factors from each of the five groups; disease,
therapy, medical care, patients and social factors. This review gathers all this information in one
place, to provide an overview of the factors identified throughout the literature. CVD is a real
general medical problem in India that regularly affects the most beneficial periods of an
individual's life. Epidemiological progress is taking place in contrasting ways in various parts of
India due to various financial events. Primarily, this review for CVD drugs has important
consequences and is a vital area of study to reduce morbidity and mortality from CVD and
maximize the cost-effectiveness of treatment. The unigue connections between SES and CVD
risk factors are evident in areas that are at various stages of epidemiological progress. Be that as
it may, tobacco use and hypertension in urban settings are continually linked to lower levels of
education and wages. As the nation moves towards epidemiological change, other components of
CVD risk may subsequently show comparative social angles. Taking responsibility for the CVD
plague in India requires all partners, including strategy makers, to perceive and address social
determinants that are closely related to CVD probability factors and related sadness and
mortality. The growing weight of cardiovascular disease and the unsafe results it has for
individuals, families and populations require extreme attention. Inventive procedures are
expected to put an end to the movement of the scourge of cardiovascular disease in underactive
settings in India. To address the financial tensions in the burden of infection and India’s social
security needs, more resources should be devoted to applying the current information base to
address the CVD pandemic in agreements, programs, construction limits and fields of

examination.
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SV Subramanian, Daniel J Corsi, Malavika At Subramanyam, George Davey Smith
reveals that there has been a greater focus on non-communicable diseases (NCDs) in India,
particularly cardiovascular disease and associated risk factors. In his review article ""The
problematic discourse on socioeconomic status and cardiovascular health in India™. In this
review article, they report that cardiovascular risk factors (CVRF) and cardiovascular disease
(CVD) are no longer limited to economically advantageous groups, but are increasingly onerous
among the poor in India. They conducted a comprehensive review of studies reporting the
association between socioeconomic status (SES) and CVRF, CVD and CVD mortality in India.
SOURCE - INTERNATIONAL EPIDEMIOLOGY JOURNAL

Jagdish Kaur, DC Jain approach to tobacco use is a major public health challenge in India.
Especially in cardiovascular patients they are consuming tobacco in their review article
"Tobacco control policies in India: implementation and challenges™. In its review article, the
Indian government has taken several tobacco control initiatives in the country. The promotion of
tobacco control by civil society and community-led initiatives have worked in synergy with
government tobacco control policies. Although states have achieved varying degrees of success,
the priority of subnational tobacco control does not yet exist and effective implementation of
tobacco control policies remains largely a challenge. SOURCE - INDIAN PUBLIC HEALTH
MAGAZINE

Panniyammakal Jeemon, Gitanjali Narayanan, Dimple Kondal, Kashvi Kahol, Ashok
Bharadwaj, Anil Purty, Prakash Negi, Sulaiman Ladhani, Jyoti Sanghvi, Kuldeep Singh,
Deksha Kapooruyabrai Giray, Dorothy Lall, Sathyaprakur effective actions to focus Reduce
the Global Cardiovascular Disease Outbreak (CVD) in Low and Middle Income Countries
(LMICs) that are urgently needed in their review article **Moving Tasks of Community
Healthcare Workers to the Frontline for Cardiovascular Risk Reduction: Planning and

motivation for a randomized controlled group trial (DISHA study) in India. ”This study is




the largest randomized, community-based cluster study in low- and middle-income countries

contexts designed to evaluate the effectiveness of" exchange "interventions. of task "involving
healthcare professionals at the forefront for the reduction of cardiovascular risk. SOURCE -

BMC PUBLIC HEALTH

Tanuja Rastogi, K Srinath Reddy, Mario Vaz, Donna Spiegelman, D Prabhakaran, Walter
C Willett, Meir J Stampfer, Alberto Ascherio focus on ischemic heart disease (IHD) is one of
the main causes of death in India. Changes in diet may reduce risk, but few studies have
addressed the association between diet and IC risk in India in their review article **'Diet and risk
of coronary heart disease in India™. In this study, they found that vegetable-rich diets and the
use of mustard oil could help reduce the risk of Cl among Indians. SOURCE - THE
AMERICAN JOURNAL OF CLINICAL NUTRITION.
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