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Requirements of a coronary heart disease risk
factor intervention programme for. the
coloured population of the Cape Peninsula

K. STEYN, J. FOURIE

Summary

The coloured population of the Cape Peninsula has been
identified as having a high prevalence of risk factors for
coronary heart disease (CHO), notably hypertension, cigarette
smoking and hypercholesterolaemia. The need for an appro
priate and effective CHO intervention programme, directed at
the population as a whole, has become urgent.

Three central problem areas relating to hypertension control
- diagnosis, management and compliance - will have to be
addressed. Hypertension was underdiagnosed among men,
particularly those aged 25 - 44 years. Apart from educating
this group regarding the need to have their blood pressure
measured, detection programmes are therefore needed at the
workplace to improve hypertension diagnosis. Inadequate
management of hypertension was commonest in women aged
over 45 years. Compliance with hypertension treatment regi
mens was poor in all men as well as in both sexes belonging
to the lower socio-economic strata. Establishing easily acces
sible blood pressure stations for monitoring blood pressure
and educating hypertensives regarding their condition could
lead to improved management and compliance.

Coloureds were found to smoke heavily, and the women
had the highest smoking prevalence of all South African
women. Furthermore, the age of onset of smoking is
decreasing among coloured children. A general anti-smoking
campaign directed at all South Africans is necessary to
control smoking. Anti-smoking education programmes at
primary school level are of particular importance to prevent
the onset of the habit.

More than 70% of coloureds had a serum cholesterol level
imparting CHO risk, few followed a prudent diet and their
knowledge of the prudent diet was poor. Health education
programmes to promote the prudent diet are required.

The need for. appropriately trained health educators in
schools, workplaces, health clinics and all hospitals has been
identified. An extensive health education service should be
expanded by including the use 'of mass media, particularly
television, to promote health.
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In 1986 Benatar'sl report on medicine and health care in
South Africa described the disease and mortality profIle of the
coloured population as comparable to the proftle of developing
countries. Coronary heart disease (CHD), common among
South African whites, is increasingly manifesting itself in the
coloured population. This fInding led to the CRISIC study,
which investigated CHD risk factors in the coloureds of the
Cape Peninsula.

Previous reports2
-

7 of the CRISIC study have shown the
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coloured population of the Cape Peninsula to be at high risk of
developing CHD. Only 5,4% of men and 10% of women were
completely risk-free, while 25,6% of men and 20,6% of women
were at extremely high risk with the coexistence of two or
more of the major risk factors. 7 Little has been done to
alleviate these risk factors, and the need for an appropriate and
effective CHD intervention programme has become urgent.

It has been suggested that the primary prevention approach
for the whole population is more cost-effective than secondary
prevention involving screening for and treatment of high-risk
individuals in the population. The first approach is generally
directed at removing underlying causes. This is preferable to
the second approach, which often is not directed at removing
the underlying causes but identifIes and treats susceptible
individuals. Secondary prevention has a place only if the
underlying causes remain unknown or uncontrollable or as an
adjunct to the 'primary prevention approach.8

An effective CHD prevention programme for the coloured
population of the Cape Peninsula should therefore be directed
primarily at the population as a whole. Ideally it should reach
individuals at a young age to ensure the adoption of healthy
habits and should reach the population without any conflicting
messages that might confuse people. Recommendations should
be easy to follow and facilities in the community should make
this possible. Healthy behaviour should become the norm and
unhealthy behaviour should be rejected. A CHD intervention
programme for the coloured population of the Cape Peninsula
should be incorporated into a national CHD intervention
programme for all race groups in South Africa.

In 1970 the American Inter-society Commission for Heart
Disease Resources9 was among the first to suggest a compre
hensive approach to the primary prevention of atherosclerotic
diseases. In 1984 this approach was updated by the Commis
sion's Atherosclerosis Study Group.lO Many of these recom
mendations formed the backbone for intervention programmes
initiated throughout the USA, and this has probably con
tributed to the reduction in CHD in that country. In 1982 a
WHO Expert Committeell published its guidelines for the
prevention of CHD. By then, or soon thereafter, many coun
tries l2

•
13 and organisations had spent time and effort to formu

late applicable CHD prevention programmes. A second WHO
publication14 suggested that the threat of CHD in developing
countries could also be averted by appropriate and timely
intervention procedures.

An excellent overview of the elements of a national pro
gramme is the Canterbury report12 on CHD prevention in the
UK. This report suggests a national health policy that includes
CHD prevention as a signifIcant part of its strategy for
promotion of health and prevention of disease.

Guidelines for hypertension reduction in
the coloured population of the
Cape Peninsula

The prevalence of hypertension among partiCipants in the
. CRISIC study was 17,7% for men and 18,1% for women (age-



standardised against the 1985 coloured population of South
Mrica). Blood pressure readings were adjusted for inappro
priate cuf~ size in obese subjects. IS Three central problem
areas relatmg to hypertension were identified.3 A significant
m~mber of hypertensives were undiagnosed; patient compliance
WIth: treatment w~s poo~; and the majority of identified hyper
tenslves were recelvmg madequate treatment and monitoring.

Issues relating to inadequate diagnosis
The prevalence of undiagnosed hypertension was highest

among men aged 25 - 44 years. In addition, their compliance
with medication was worse than that in other age and sex
categories, and consequently only 8% had controlled hyper
tension (blood pressure ~ 160/95 mmHg). Hypertensives in
this group had had fewer blood pressure measurements during
the preceding year than those in other age and sex categories.
They also appeared to make less use of the health services than
other groups.

Hypertension was also more prevalent and more often un
diagnosed in subjects of low socio-economic status.3 Screening
for hypertension in young men is therefore necessary, especially
among the unskilled coloured labour force. This could be
carried out effectively by occupational health nursing services
at the workplace. Co-operation of the work force is necessary
if occupational hypertension control programmes are to suc
ceed. Workplace programmes will not reach the unemployed,
however, and alternative strategies will need to be devised for
this group.

Issues relating to poor compliance
Compliance with medication was poorer among men (par

ticularly young men) than among women, and was also poor
among subjects of low socio-economic standing. Strategies for
improving compliance need to be devised, and young unskilled
hypertensive men should receive particular attention.

Issues relating to inadequate management
During the year preceding the study 52,1% of all men and

63,7% of all women participating in the study had had their
blood pressure measured. During the same period 72% of the
hypertensives had had their blood pressure measured, implying
that many of them may not have been diagnosed or not have
received adequate treatment. General practitioners were the
most popular providers of medical care for the participants, so
they should therefore concentrate more specifically on hyper
tension diagnosis and treatment in the community. A nurse
attached to the practice could assist with blood pressure
monitoring and health education, reducing demands on the
doctor's time.

A second target group requiring attention is hypertensive
women aged 45 years and over. This group attended medical'
facilities more often than any other group in the study popu
lation, and although they were better compliers than other
hypertensives 35,3% were not using adequate medication to
control their blood pressure. Although inadequate patient
compliance contributed to poor hypertension control, poor
compliance on the part of medical personnel with respect to
prescribing drugs and monitoring blood pressure may also
have played a role. Effective hypertension control would there
fore also include improved diagnosis, treatment and monitoring
by medical personnel. Doctors and nurses should be trained in
the correct procedure and use of the correct cuff size for
accurate blood pressure readings. Patients should be informed
of their condition, and should know whether their blood
pressure is controlled or not, what drugs they are taking, and
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the consequences of not taking drugs regularly. They should
know the dietary and lifestyle modifications that are necessary
to improve their blood pressure. Medical personnel CarInot
control a chronic disease in society without the co-operation of
t.'le patient, who in turn cannot co-operate unless informed.

Obesity was found to be pandemic among hypertensive
coloured women in the older age group. There is therefore a
need for dietary guidance to promote weight loss.

The high prevalence of hypertension among young men
could in part be attributed to their high alcohol intake. In
addition young participants, particularly men, reported a high
salt intake. When hypertension is diagnosed, particularly in
young men, treatment should therefore include dietary gui
dance in addition to medication.

Hypertension clinics at day and provincial hospitals or other
suitable clinics could achieve good hypertension control. At
hypertension clinics patient education and the monitoring of
blood pressure can be optimised and treatment costs contained.
Inexpensive drugs are often effective and if not contraindicated
should be used in preference to more expensive ones.

Monitoring of blood pressure could be improved if blood
pressure stations were to be established in easily accessible
public places. The cost could be minimised by employing
health workers specifically trained in blood pressure measure
ments to man these stations and refer hypertensives for further
management by clinicians.

Finally, mass media suited to and directed at the coloured
population should encourage them to have their blood pressure
measured regularly, increase their physical activity, eat cor
rectly and lose weight.

Guidelines for the reduction of smoking

In the CRISIC study the prevalence of smoking was higher in
the lower socio-economic strata than in the higher strata, with
57,3% of coloured men and 41,2% of women overall smoking
cigarettes. Smoking was often associated with alcohol use and,
as portrayed by advertising, seen as desirable and acceptable
behaviour. Coloured women had the highest prevalence of
smoking of all South African women. Unlike hypertension the
problem of smoking becomes a medical one only after the
damage done becomes obvious and irreversible. Smoking inter
vention should be based on the whole-population approach,
and mass media methods should be used. The successful
methods of advertising employed to increase the use of tobacco
are directed mostly at the young and underdeveloped popu
lations. 16

,17

Anti-smoking campaign
Central to the control of smoking is the need for a strong

anti-smoking campaign supported by the government. 1
S;19 Anti

smoking measures should include a ban on tobacco advertising,
health warnings on all tobacco products, increased tobacco tax,
and a ban on sports sponsorship by tobacco companies.
Generating a health fund directly from punitive taxation on
tobacco could contribute to an anti-smoking campaign.
Growing of tobacco should not be subsidised and the tobacco
industry should be encouraged to replace its product with less
harmful ones. Smoking in public places should be restricted
by legislation.

Prevention
Educational programmes on the risk of smoking should be

subsidised and made obligatory in schools. This should be
initiated in primary school, because the age of onset of smoking
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in the coloured population is very low and becoming lower.
Anti-smoking education programmes should use advertising
techniques that suggest that the norm of society is a non
smoking one, and highlight the true association between disease
and smoking, including passive smoking. In the CRISIC
study it was found that more respondents smoked over week
ends than during the week. Anti-smoking advice should there
fore be emphasised by means of television, radio and billboards
at sports meetings during weekends. Anti-smoking programmes
should also be directed at pregnant coloured women, since
coloured women have the highest smoking rate of all South
Mrican women. Smoking can affect their unborn children and
set a bad example for their young children. The o.:ampaign
should also highlight the immediate benefit of stopping
smoking for young people, since they are not generally moti
vated by health benefits in later life.

Support to stop smoking
Almost half the current smokers had anempted to stop

smoking during the year preceding the survey. Men had a
more positive anitude to stopping than women, as had better
educated subjects compared with those with less education.
Facilities should be offered to support smokers in their
attempts to stop, particularly at the workplace and by intro
ducing non-smoking policies. Organisations such as the South
Mrican National Cancer Association and the Heart Foundation
of Southern Mrica could co-ordinate such facilities in the
community. General practitioners should know where to refer
patients for support in their attempts to stop smoking.

An important aspect of support programmes is encourage
ment to smokers who have anempted to stop but have failed.
Many people who eventually manage to stop smoking did not
succeed with their first anempt, since smoking is an addiction
that has to be broken. Health professionals presenting support
programmes need to be encouraged to continue with their
work despite numerous failures.

All these methods of intervention must be mobilised if a
successful campaign against smoking is to be achieved. The
effectiveness oCsome of these measures has been illustrated in
Hong Kong18 and Greece. 19

Guidelines to improve lipid profiles

The CRISIC study revealed that 72,8% of coloured men and
78,4% of women had serum cholesterol levels that imparted a
risk of developing CHD.s,20 The magnitude of the' increase in
risk is such that the population approach is essential to improve
lipid profiles for the coloured population as a whole.s The
coloured population consumes a typical Western diet/I,n which
has been shown to be associated with hypercholesterolaemia.s
The CRISIC study showed that 37% of energy in the diet of
the coloured population was derived from fat. However, the
polyunsaturated/saturated fat (PIS) ratio in their diet was
favourable, ranging from 0,78 to 1,0. The guidelines for a
prudent diet,9 accepted in most countries where CHD is
prevalent, are appropriate for the coloured population as well
as other groups in South Mrica. The participants in the
CRISIC study had a poor knowledge of the principles of the
prudent diet. The diet should particularly be recommended
for the young, in whom a reduced total cholesterol level can
prevent the development of atherosclerosis.

Dietary intervention by means of the mass media is the only
method by which sufficient people can be reached to shift
cholesterol levels in the whole population.

Factors that reduce high-density lipoprotein cholesterol,
such. as obesity, physical inactivity and smoking, were prevalent

in the study population. Reducing these factors woUld increase
HDL cholesterol levels and improve protection against CHD
as well as confer other benefits.

Screening for abnormal lipid profiles can contribute to
CHD control without excessive additional cost when used
judiciously for patients with a high probability of having an
abnormal lipid profile, based on a family or medical history, or
for those with other major CHD risk factors. The use of
appropriate age- and sex-specific cut-off points for total or
low-density lipoprotein cholesterol, as suggested by the Heart
Foundation of Southern Mrica,2° will contribute to the success
of any CHD control programme.

General issues relating to a CHD
intervention programme

An effective CHD intervention programme needs to assist the
population in changing from an unhealthy to a healthy lifestyle.
This includes changing from a typical Western diet to the
prudent diet,9 which reduces serum cholesterol, blood pressure
and body mass. Along with stopping smoking, increased
physical activity and loss of excess body mass are needed.
Skills in the effective management of psychosocial stressors are
also often required.

Allowing tax rebates for private businesses that render
health services by screening for hypertension and cholesterol
and helping people stop smoking should increase the number
of these programmes significantly.

The principles of the prudent diet9 include a total fat intake
of not more than 30% of total energy, with equal amounts of
saturated, mono-unsaturated and polyunsaturated fats (P/S
ratio 1,0). Dietary cholesterol intake should not exceed 300
mgld. Magnesium and calcium intake should be increased. In
terms of food eaten it should be recommended that less fany
food be consumed, and that low-fat milk and lean· meat be
used. Salt and alcohol intake should be limited, and no more
than 3 eggs per week should be allowed. The use of fresh and
dried fruit and vegetables, particularly citrus fruits, bananas,
legumes, potatoes, unrefined cereals, green leafy vegetables
and tomatoes, is also to be recommended.

Health education and promotion
The CRISIC study has shown that effective health education

is central to a successful CHD prevention programme.
The health facilities for the coloured population of the Cape

Peninsula are extensive, with the exception of the services that
should be provided by appropriately trained health educators.
Health educators are needed in schools, workplaces, health
clinics and all hospitals. Provision should be made for health
educators who provide a consultation service to members of
the public in addition to advising patients referred by general
practitioners. Health education should become an important
aspect of any health service and should be greatly expanded.
At present CHD prevention does not form a significant part of
the programmes of the few health educators working in the
field. This situation must be rectified.

Health education at schools should receive urgent attention.
The content should be based on the real health needs of the
coloured community, an important component therefore being
prevention of smoking and promotion of the prudent diet. The
use of trained health educators in schools would improve
results of such health programmes, for teachers are often as
ignorant as their pupils about health needs and also require
education. Health education at the workplace is underutilised
and should be greatly expanded; this would be encouraged by
providing incentives for employers. Trained health educators



with appropriate aids should be available to visit workplaces
and give lectures.

In addition to an extensive health education service, the role
of the mass media (particularly television) in health promotion
should be greatly expanded. Television, the preferred medium
of the coloured population,23 certainly does not play the role in
health promotion that it could and should.

The other mass media recommended by the smdy population
were the newspapers, particularly as an adjunct to information
given on television, at schools and at work. The radio was not
recommended, and nor were magazines or pamphlets. Health
education should not be given in a pedantic, prescriptive
manner, but rather by utilising the techniques commonly
employed in the advertising industry.

If the providers of health care for the urbanised coloured
population, such as the local authorities and city councils, act
on the findings reported here by means of an appropriate
CHD intervention programme, consisting mainly of extensive
health education, a major CHD epidemic could be prevented.
CHD risk intervention, a typical need of westernised indus
trialised populations, would have to become a priority, along
with the Third-World health needs that are at present con
sidered when allocating health resources to the coloured popu
lation.
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