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Despite substantial gains in our knowledge on the etiol-
ogy and pathophysiology of coronary disease, and in the
prevention and treatment of its acute sequelae; coronary
artery discase remains a disease of epidemic proportions in
the industrialized nations. Tt is still the number one cause
of death in the U.S. and the Russian Federation, and it is
the second leading cause of death in Japan (after malignant
neoplasms). In the U.S. it is estimated that 11-13 million
people have coronary disease, 50% of whom present with
angina and 50% of whom present with an acute myocardial
infarction (up to 1.5 million a year in the U.S. alone). Of
the latter, up to one-third will die as a direct result of the
acute event; 50% within the first hour secondary to an ar-
rhythmia. In addition to the premature mortality and dis-
ability, there is a major economic burden associated with
ischemic heart disease; $6 billion annually in the U.S,, half
of which is attributable to acute myocardial infarction.

In 2004, the American College of Cardiology and
American Heart Association published guidelines for the
management of STEMI (ST-Elevation Myocardial Inf-
arction). One of the recommendations was that all hos-
pitals establish multi-disciplinary teams to develop guide-
line-based, institution specific written protocols for tri-
aging and managing patients who present with symptoms
suggestive of myocardial ischemia.

As is true for so many public health issues such as ad-
equate food and nutrition; safc water and sanitation; or
effective vaccination programs, the knowledge and tech-
nology to markedly reduce mortality due to the acute
sequelae of coronary disease exist. The problem is one of

-distribution - both of the knowledgé as well as the ability

to get the treatment to the patient (or the patient to the
treatment) in a timely fashion.

In addition to the more aggressive use of medical ther-
apy in the treatment of acute coronary syndromes, it is
well-established that some form of reperfusion therapy is
the treatment of choice for patients presenting within up
to 12 hours of the onset of acute myocardial infarction:
thrombolytic therapy as first definitively demonstrated
in the GISSI and ISIS-2 trials or direct percutaneous
coronary intervention when that technology is available
in an acceptable time frame.

Dartmouth-Hitchcock Medical Center is a rurally
based tertiary care academic medical center, and as such
has been faced with a special challenge of delivering evi-
dence-based care to a geographically dispersed popula-
tion presenting with acute coronary syndromes. A re-
cent successful quality-improvement initiative aimed at
reducing mortality rates for STEMI in our population
will be presented.
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IIYTHU ITIOBBIUIEHUSA OODEKTUBHOCTH
JEYEHUA NHOAPKTA MUOKAPJIA

Meduyuncxuti yenmp, Hoto-Xemnwep, Je6anon, CLIA

HecMoTpst HA 3HaYMTE IbHbBIE IOCTUXKEHUS Y 3HANNS B
00JIaCTH ITHOJIOTHH, 1ATOQUHOIOIHH KOPOHAPHBIX H0-
JIe3Hel cepaua, B NpodHAaKTHKE U JiCHeHHH OCTPBIX OC-
JIOKHEHUH, KOPOHAPHbte GOJIE3HH OCTAIOTCSt 3H/IEMUYeC-
KUM 3a601BAaHUECM B PA3BUTBIX CTPAHAX. JTO [IEpBast 1PH-
uyuHa cmeptu B CIITA v Poccuu u BTOpast npMumnHa cMep-
THOCTH B SI110HMM (110CIIC 370KAYECTBCHHBIX HOBOOGPA30-
sanuit). B CIHA 11-18 min Jjioseit crpagaoT sTHMM 3a-

6oseBaHugMM. 50% 3TUX KOPOHAPHbIX3ab0/1eBaHMiPEA-:
POHAPHD] 1pi

CTABJIEHO CcTeHOKap/ueH; 50% — uHdapkToM MuoKapaa
(10 1,5 Mau B roa Tossko B CIITA). M3 nux onua tpers
YMPET B Pe3yJibTaTe OCTPOro MPUCTYNA, B NEPBLIA Yac u3-
3a BTOpUYHOIT apuT™MuM — 50%. IloMUMO paHHeit cmepT-
HOCTH M HUBATMIM3ALMU CYIECTBYCT OIPOMHES IKOHO-
MHUecKas HarpyaKa, canaHHaH ¢ UBC. Exeronno 6 Mg
noxn. Tpatsrest B ClI A, OIOBUHA U3 ATHX CPCICTB yXO-
JMT Ha JeyeHue HudapKkTa MUOKap/a.

B 2004 r. AMepuKaHCKUH KOJJIE/K KapAHOJIOTUM H
AMepHKaHCKast KAP/IMO/I0rMYecKasi acCoLualus onybiu-
KoBaiu pekomengauuu 1o segenuio IMIIST (uncdapxk-

Ta MHOKap/a ¢ noseiredneM ST). OnHa U3 peckoMeHaa-
UM 3aKJI0YATACh B TOM, 4TOOBI Bee GOJIBHMIB! CO3AATH
MHOTOANCUHIIMHAPHbIE KOMAH/IbL /17151 PA3pabOTKu clie-
LIMaJbHbIX IMCbMEHHBIX MPOTOKOJIOB, OCHOBAHHBIX HA
PEKOMCHIALMSIX JIUIs1 KOHKPETHOIO YUPCKACHUSE 111 AU-
AarHOCTHKH Y Je4eHHs NallMeHTOB C CUMIITOMaMM, HABO-
ASULMMU HA MBICJTb 06 nmbapme MHOKapAR.

Bee shineciasatiioe MOKeT OTHOCUTBCS U K APyTUM
nipobiieMaM 3 paBOOXpaHEHMs!: MPABUIBHOEC IMUTAHUE,
XOpolIas U, Yuctas v 6esonacHas Boja, ahdexTns-
HbI€ TPOrpaMMBI BakiMHalUU. CeroiHs CyIecTBYIOT U
3HAHUS, ¥ TEXHOJIOTHH, KOTOPble CMOTYT CHU3UTh CMep-
THOCTb OT OCTPBIX cepAedHbIX 3aboaeBanuit. OCHOBHas
upobieMa — pacinpesieieHue Kak 3HaHuil, Tak U BO3MOX-
HOCTH 0Ka3aTb IOMOUIb MalUEHTY WU CBOeBpLMEHHO
JAOCTABHUTB ITAlMenTa K MECTY JIeYEeHMsI. ’

Jlokasano, yTo arpeccUBHas Tepanusa JeKapcTBaMu
NpU JIeYE€HHUH OCTPBIX KOPOHADHBIX CHHJPOMOB — 3TO
penepdy3uoHHasg Tepanusi TAIMEHTOB, OCTYNUBIIHNX B
Tedyenre 12 4 ¢ Hayasia ocTporo MHQapkTa MMOKap/a.
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TpoMmboinTrHyeckas Tepanus, Kak ObLIO 0KA3aHO B KIH- -

Huueckux uccnenosauusx GISSI u ISIS-2, unm nepky-
TaHHOC KOPOHADHOE BMELATENbCTBO, €CJIM TaKOBasl TeX-
HOJIOTUS MMEETCS, MOTYT U JIOJIKHBI ObITh HCII0JIb30BA-
Hbl B COOTBETCTBYIOIIMX BPEMCHHBIX PaMKax.
Menuiuuckui uenTp Jlaprmayt-XuT4kok — aTo pac-
MOJIOXEHHBIN B CEJIbCKOW MECTHOCTH aKaJeMHYecKUun

MEJIMLMHCKHUI eHTP, KOTOPbIi peuraeT 1pobaeMy oka-
3aHUS, B paMKax J0Ka3aTeJbHOW MeRMLUHBI, OMOLIH
I1aLlH€HTaM C OCTPbIMHU KOPOHADHBIMU CHHAPOMaMH, T1PO-
XHUBaOUMM pa3bpocanto Ha 60J1bLIOH TeppuTOpUH. By-
JleT 1Ipe/ICTaBJleHa ycliellHas Moc/eJHsas HHULMATHBA,
HanpagsJjieHHas Ha cHuxeHue cMepTHocT ot UMIIST y
Halllero HaceJieHUsl.
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Supported by data collected over the past several dec-
ades, it is a truth universally acknowledged, nearly, that
chronic diseases, most particularly cardiovascular disease
(CVD) and diabetes mellitus (DM) are the dominant health
issues confronting the less developed economies. The re-
cent WHO report may well herald the end of the era of the
struggle to achieve problem recognition and confirmation.
This era began with Abdul Omran's paper 35 years ago ; 25
years later the Global Burden of Disease study collected
and displayed the data; and now, a decade later yet, WHO
has embraced and endorsed the observation. If, then, prob-
lem recognition is drawing to a close, notwithstanding the
need to further refine current data in nearly every country,
what follows needs to be an era of :mplementation. Global
health assistance as currently constructed is not designed
for or capable of leading an aggressive assault on the chron-
icillnesses afflicting the emerging cconomies. In our report,
A Race against Time, published by the Earth Institute at
Columbia in 2004 we began to describe a methodology for
combating these diseases.

Our model is that of a-3 legged stool that supports a
platform that can begin the assault on chronic disease.
The three legs are: 1) a universal primary health care de-

livery system, 2) a health promotion system, 3) a macr-
oeconomic repositioning of public health within the
broader government bureaucracy and portfolios and the
nation's commerce. The characteristics of each leg differ
from key elements in current global health assistance. I
will explore these.

My remarks will focus on barrier to adoption of these
methodologies by assistance organizations and host coun-
tries. The traditional impediments to intervening on
chronic diseases include opinions that they are restrict-
ed to the elderly; that since they are incurable, their course
cannot be effective modulated; that they are diseases of
affluence; that they are self-induced by free choice be-
havior and hence not the responsibility of the state; and
that the OECD countries focus on treating end organ
impacts not prevention. The less obvious reasons relate
to their duration and complexity. Because they last for-
ever, management programs extend beyond any grant
cycle. Establishing long term clinics is expensive and
measuring outputs is complex. To function effectively,
they must be locally run, thus limiting the roles for out-
siders. How these concepts can be molded into effective
programs will be explored.

T. FpunbGepr

IKOHOMUHYECKAS 9DDEKTUBHOCTb NPOOUIAKTHUYECKHX
U OBPA3OBATEJ/bHbBIX HPOT'PAMM, HAITPABJIEHHbBIX
HA CHHKEHUE PUCKA PA3BUTHUA OCTPBIX CEPAEYHO-
COCYJIUCTBIX 3ABOJIEBAHUIT U UX OCJIOKHEHHIA

Hucmumym numanus Korymbuiicxozo ynusepcumema, Meduyuncxuii xupypzuueckui xonedyc, Hvio-Hopx, CLIA

CoraacHo CTaTUCTUYECKUM JaHHBIM, COOpaHHbIM 32
HECKOJIBKO [POIIEMIINX JeKaj, I[pobiemMa XPOHUIECKHUX
3ab60/1eBaHHIT CEP/IeYHO-COCYIUCTON CHCTEMBI i CAXapHO-

ro Auabera Obiia MeXAYHAPOAHO HIPH3HAHA AOMUHHPYIO-
1teil B CHUKEHUH TEMIIA POCT2 IKOHOMHKH Pa3BUBAIOLIHX-
cst crpad. B nocnennem noxiane Becemupnoii opranusa-
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