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Introduction. In the most developed countries cardiovascular diseases (CVD) take the highest rank
in the structure of mortality, they are a major cause of disability, and the question of their prevention is
medical and social problems.

The aim of the study is analysis of structure, morbidity and mortality rates from cardiovascular diseases in
Kazakhstan and particularly in the East Kazakhstan Region, in comparison with worldwide rates.

Methods. Descriptive analysis of statistical data on demographics, mortality and morbidity rates in the
Kazakhstan population using official information from statistical compilations "Health of the population of
Kazakhstan and activities of public health organizations" for 2011-2013, as well as global data statistics
about cardiovascular diseases using databases “PubMed”, “Cochrane library”, “Research Gate” system, and
the annual reports of the WHO.

Results. Mortality from CVD is 52.8% of the total mortality of the Kazakhstan population. This is
mainly due to Ischemic heart disease and cerebrovascular diseases, which proportion in CVD mortality
structure is 47.7% and 36.4%, respectively.

In 2013 mortality rate from CVD in Kazakhstan was 256.76 per 100,000; in the East Kazakhstan
Area it was one of the highest in the country - 361.44 per 100,000. In the rural areas these figures were
significantly lower than in urban areas: 203.63 per 100,000; in the East Kazakhstan region - 403.7.
Morbidity rate from CVD was 2463.1 per 100,000, for women these rates were 2612.5 per 100,000.
Incidence rate of hypertension in Kazakhstan was 1172.5 per 100,000 (for women - 1352.3); in the East
Kazakhstan region - 1084.6 per 100,000 (for women - 1548.0). The incidence of coronary heart disease
was 507.4 and 519.8 per 100,000, respectively.

Conclusion: CVD mortality in Kazakhstan is in 3-4 times higher than in highly developed countries,
which needs in implementation the prevention programs.
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MEQUKO-COLIMAJIbLHAA NPOBNEMA BOJIE3HEA CUCTEMbI
KPOBOOBGPALLEHUA B PECNYBJIUKE KA3AXCTAH

JN. M. NMueuna’, XX. T. Monparanuesa?, X. E. Myaay6aesa’,
T. U. Benuxuna®, A.M. Mapka6aesa', T. XKkyHycosa*

! Foc¥p,apCTBeHHbu?1 MeaMUMHCKNA yHuBepcuTeT ropoga Cemen, KasaxctaH
KoHcynbTaTMBHO-gMarHocTnyeckmm LeHTp, r. Cemen, KasaxctaH
* HWW pagunaumoHHoN MeanLmHbl 1 akonorum r. Cemeit, kasaxcTaH
* MexayHapoaHoe AreHTCTBO MO aTOMHOI 3HepreTuke, Bena, AscTpus

BeepeHue. B bonbwmnHCTBE passuThbIx cTpaH bonesHn cuctemsl kposoobpatleHus (BCK) saHnmatot
Hambonee BLICOKOE PaHrOBOE MECTO B CTPYKTYpe CMEPTHOCTW HaCeneHws, SBASTCA OCHOBHOM
MPWYMHON MHBaNMaM3auuK, a BOMPOC UX NPOMUNAKTUKN SABASETCS HEe TOMbKO MEAMUMHCKOW, HO W
coumarnsHon npobnemon.

Lenbto uccnegoBaHua  ABWNCA  aHanu3  CTPYKTYpbl, NokasaTenem  CMEpTHOCTM W
pacnpocTpaHeHHOCTM BonesHen cuctembl kpoBoobpalueHnst cpegn HaceneHus KasaxctaHa u, B
yacTHocTH, BocTouHo-KazaxcTaHeKoro permoHa, B CpaBHEHUM C 0BLLEMMPOBLIMY MOKa3aTENSMM.
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MeToab!. [leCKpUNTUBHBIN aHanM3 CTaTUCTUYECKNX AaHHbIX, XapakTepusyoLwmx demorpaduyeckyo
CUTYyauuio, nokasaTenn CMEPTHOCTU U PacnpoCTpaHEHHOCTH BonesHen cucTeMbl KPOBOOBPaLLEHUs C
MCMONb30BaHNEM OhuLManbHON MHGOPMALMN U3 Ka3axCTaHCKMX CTaTUCTUYECKMX COOPHUKOB, @ Takke
MUPOBbIX CTAaTUCTUYECKMX AaHHBIX C MCMOMb30BaHMEM nouckoBblx 6a3 gaHHblx “PubMed™, “Cochrane
library”, cuctemsbl “Research Gate”.

Pesynbtatbl. CMepTHOCTb OT BCK coctaenset 52,8 % B cTpykType 06LLen CMepTHOCTU HaceneHns
KasaxctaHa. 3T0T nokasatenb onpegensietcs, rmasHbiM obpasom, aByms npuyuHamn — UBC u
LepebpoBackynsapHeiMi 3aboneBaHnsMI, JONS KOTOPbIX B CTPYKType cMepTHoCTW oT BCK B Lenom
COOTBETCTBEHHO cocTasnseT 47,7% wn 36,4%. B 2013 rogy nokasatenb cmepTHoctM oT BCK B
KasaxctaHe coctasun 256.76 Ha 100,000; B BocTouHo-KasaxcTaHckorn obnactu (BKO) oH Bbin ogHNM
13 Hanbonee BblCOKMX - 361.44 Ha 100,000. B cenbcko MECTHOCTM OH Obin 3HAYUTENBHO HXKE, YEM B
ropogax: 203.63 Ha 100,000; 8 BKO - 403.7. Mokasatens pacnpoctpaHeHHocTn BCK 6bin 2463.1 Ha
100,000, ana »eHwwmH - 2612.5 Ha 100,000. 3aGoneBaemMoCTb apTepuanbHOM MUNEPTOHMEN B
Kasaxctane B uenom coctasuna 1172.5 Ha 100,000 (ans xeHwmH - 1352.3); B BKO - 1084.6 Ha
100,000 (ans xeHwuH - 1548.0), UBC - 507.4 1 519.8 Ha 100,000 cOOTBETCTBEHHO.

BbiBoa: Mokasatenu cmeptHocTn 1 3abonesaemoct BCK B KasaxctaHe B 3-4 pasa Bbllle, YeM B
pasBUTbIX CTpaHax, YTo TpebyeT BHeapeHUs NpohUNaKkTUIeCKMX NporpaMm.

KnioyeBble cnoBa: 60ne3HM CUCTEMbI KpPOBOOOPALLEHUS, CMEPTHOCTb, PacrnpoCTPaHEHHOCTb,
npogunakTuka.

KA3AKCTAH PECNYBJIMKACbIHOAFbl KAHAUHANDBIMbI
XXYUENEPIHIH AYPYJIAPbl MEOULIMHATDIK -
SJIEYMETTIK MSCENECI
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Kipicne. KentereH pambifaH MemnekeTTepae KaHanWHanbiMbl xyiieci  aypynapbl  (KXKA)
TYPFbIHOAPABIH, ©1IM — XITiM KYPbINbIMbIHAA €H, XOFapbl PaHrifiK OpblH anyaa, Myre4ekTinikTiH Herisri
cebebi 6onbin Tabbinagpl, an onapAblH andblH any cyparbl Tek KaHa MeauuMHanbIK eMec, COHbIMEH
KaTap aneymeTTik macene 6onbin Tabbinagb.

KasakcraH xankblHblH, apacbiHga o@He artan aWTkanga LbiFbic KasakctaH aymarblHAa,
KanmnblQYHUEXY3iNiK  KOpPCETKILUTEPMEH CanbICTbIpFaHAa KaHalHanbIMbl XYMECi aypynapbiHbiH,
KYPbIMbIMbIH, ©MiM —XITiM KOpPCETKILUTEPIH XOHe TapanyblH Tangay 3epTTey MakcaTbl Gonbin
Tabbinagpl.

Ogictepi. KasakcTaHablK CTaTUCTUKANbIK XMHaKTapAaH, con cusktel “‘PubMed™, “Cochranelibrary”,
‘ResearchGate” xyie MoniMeTTepiHiH, i3aecTipy 6asanapbliH  nanganaHymeH — AyHUEXY3inik
CTaTUCTWKanblK ~ MOniMeTTepai  pecMu  aknapaTrapfbl  KONAaHyMeH — KaHalHanbIMbl  Xyiieci
aypynapblHbIH, ©MiM — XITiM )XaHe Taparnybl KOpCeTKILLTEPIH, AeMOorpadusnbIK XaFganabl cunaTTanTbiH
CTaTUCTUKaNbIK MNIMETTEPre AeCKPenTMBTI Tanaay.

Hatuxenepi. KaszakctaH xanKblHbIH, Xannbl eniM — XiTiM KypbinbiMbiHAa KXA-gaH enim — XiTim
52,8% «Kypangpl. byn kepcetkiw 6actbl-6acTbl eki cebentepmeH aHbikTanagbl - XWUA xeHe
Lepebposackynapnbl aypynapmeH, KXA — gaH eniM — XiTiM KypbIfibIMbIHAAFbl OHbIH YNECH Xanmbl
TUiciHWwe 47,7% xoHe 36,4% kypanabl. 2013 xbinbl KasakctaHgarbl K)KA — gaH enim — xiTim
kepceTkiwi 100,000 wakkanga 256.76 kypagbl, LWbiFbic Kasakctan obnbicbiHga (LWKO) on eH
xoraprbinapablH, Gipi 6ongel - 100,000 wakkanaa 361.44. Aybingblk aymaktapga on Kananapfa
kapafaHga kebiHece TemeH: 100,000 wakkanga 203.63; WKO - 403.7. KXKA Tapany kepcetkiLi
100,000 wakkaHaa 2463.1, enengepae - 100,000 wakkaHaa 2612.5 6onabl. KasakctaHaa xannbl
apTepuangbl runepToHusiMeH aypywaHabik 100,000 wakkanaa 1172.5 kypaasl (enengepae - 1352.3);
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LUKO - 100,000 wakkanoa 1084.6 (emengepae - 1548.0), XKWA - 100,000 wakkanaa TuiciHwe 507.4
XoHe 519.8.

TyxbipbiMaap KasakctaHaa, famblFaH engepre kaparaHga K)KA enim — XiTiM xeHe aypyLiaHablK
kepceTkilTepi 3-4 peTke xofapbl, 0N anablH any 6afgapnamanapbiH eHrisygi Tanan eTeqi.

Kint ce3pnep: KaHaHarnbIMbl Xyneci aypynapbl, ©niM — XiTiM, Tapanybl, NpodunakTuka.

Bubnuorpaduyeckas ccbinka:

Musuna /1. M., Mondaeanuesa X. T., My3Oybaesa X. E., benuxuna T. W., Mapkabaesa A.M., Xynycosa T.
Megayko-coumansHas npobrnema BonesHen cuctembl kpooobpallenus B Pecnybrimke Kasaxcrad / / Hayka w
3apasooxpaHerue. 2015. Ne2. C. 50-59.

Pivina L. M., Moldagalieva Zh. T., Muzdubayeva Zh. E., Belikhina T. I., Markabayeva A. M., Zhunussova T.
Medical and social problem of cardiovascular diseases in Kazakhstan. Nauka i Zdravoohranenie [Science &
Healthcare]. 2015, 2, pp. 50-59.

lusunxa J1. M., Mondazanuesa XK. T., My3dybaesa XK. E., benuxuHa T. Y., Mapkabaesa A. M. XKyHycosa T.
KasakcTaH PecnybnukacbiHgarbl KaHalHanbIMbl KyienepiHii, aypynapbl MeauuuHarnblk — aneymeTTik maceneci / /
Foinbim xoHe [leHcaynbik cakTay. 2015. Ne2. b. 50-59.

Introduction [14, 4]. Constitutional non-modifiable risk factors

In the most developed countries are age, gender, ethnicity and family history [21].
cardiovascular diseases (CVD) take the highest  The World Health Organization (WHO) has stated
rank in the structure of mortality, they are a major  that over three-quarters of all CVD mortality may
cause of disability, and the question of their  be prevented with adequate changes in lifestyle.
prevention is medical and social problems [24].  CVD prevention, remaining a major challenge for
CVD comprises any disease that affects the the general population, politicians, and healthcare
cardiovascular system, and includes heart  workers alike, is defined as a co-ordinated set of
disease, vascular diseases of the brain and actions, at public and individual level, aimed at
kidney, and peripheral artery disease. These eradicating, eliminating, or minimizing the impact
diseases have multifactorial aetiology but the  of CVDs and their related disability. The bases of
underlying pathophysiology generally involves  prevention are rooted in  cardiovascular
atherosclerosis and/or hypertension. epidemiology and evidence-based medicine [12].

CVD constitutes a major component of the The aim of the study is analysis of structure,
global burden of disease [15]. Ischemic heart  morbidity and mortality rates from cardiovascular
disease and stroke are the leading causes of  diseases in Kazakhstan and particularly in the East
death worldwide, and they rank first and third in ~ Kazakhstan Region, in comparison with worldwide
life-years lost. With aging societies, the burden of  rates.

CVD has risen continuously over the past two Methods
decades. Their importance has also increased in We have conducted a descriptive analysis of
terms of disability-adjusted life-years [17] -  statistical data on demographics, mortality and

ischemic heart disease and stroke ranked first — morbidity rates in the Kazakhstan population using
and second in 2010. This overall picture is official information from statistical compilations
remarkable given that worldwide a decrease in  "Health of the population of Kazakhstan and
ischemic heart disease for individuals aged 35-64  activities of public health organizations" for 2011-
years between the mid-1980s and mid-1990s has 2013, as well as global data statistics about
been demonstrated [22], and that this trend has  cardiovascular ~ diseases  using  databases
continued until now in most Western countries  “PubMed”, “Cochrane library”, ‘Research Gate”
[11, 18, 19]. Both prevention and treatment  system, and the annual reports of the WHO.
contributed approximately half to the CVD Results
mortality decrease. Mortality from cardiovascular diseases is
CVD is strongly connected to lifestyle, 52.8% of the total mortality of the Kazakhstan
especially the use of tobacco, unhealthy diet  population. This rate is mainly due to two causes:
habits, physical inactivity, and psychosocial stress  Ischemic heart disease and Cerebrovascular
[23]. The major risk factors for CVD include  diseases, which proportion in the structure of
smoking, obesity, physical inactivity, diabetes, mortality from CVD is 47.7% and 36.4%
hypertension and high blood cholesterol levels  respectively (figure 1) [1].
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Figure 1. Structure of mortality including
mortality from CVD in the Kazakhstan, 2011

In 2012 overall mortality rate in Kazakhstan
was 9.01 per 1,000 population; in 2013 - 8.41 per
1,000 population, while in the East Kazakhstan
region these figures were 11.81 and 11.19 per
1,000 respectively. Mortality rate from CVD was
256.76 and 207.40, respectively, in the East
Kazakhstan Area it was one of the highest in the
country - 361.44 and 330.46 per 100,000,
respectively, in 2012 and 2013 (figure 2). In the
rural areas these figures were significantly lower
than in urban areas. Thus, among the city
residents in 2012 general mortality rate from CVD
was 300.58 per 100,000, while in rural areas -
203.63; in the East Kazakhstan region - 403.7
and 302.23, respectively [2].
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Figure 2. Mortality rate due to cardiovascular diseases in Kazakhstan, 2012-2013 (per 100,000).

Compared standardized mortality rates in some
countries the death rate from the CVD in the
Republic of Kazakhstan was about average one for
the countries of the former Soviet Union: in 2010 it
was 621.09 per 100,000 population (in Russia -
673.7, in Kyrgyzstan - 701.93, Uzbekistan -
754.15; Ukraine - 667.14, in the Confederation of
Independent States as a whole - 674.49). It should
be noted that in European countries with highly
developed economies this rate was in 3-4 times
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lower. For example, in the UK the mortality rate
from CVD in 2010 was 164.19, in Germany - 195.2
per 100,000 (Figure 3).

In general, age-standardized mortality rate
from CVD per 100,000 population in the world in
2013 was 293.2 (280.4; 306.1); from coronary
heart disease - 137.8 (123.9, 148.2); from
cerebrovascular diseases - 110.1 (101.8, 122.2);
from ischemic stroke - 57.3 (49.3; 62.9); from
hemorrhagic stroke - 52.8 (48.0; 62.3) (Table 1).
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_Age-standardized world death rate

Table 1.

per 100000) from cardiovascular diseases in 2013.

Cardiovascular diseases

Age-standardized world death rate (per 100000) in 2013

Rate Cl
Total CVD 293,2 280,4; 306,1
Ischemic heart disease 137,8 123,9; 148,2
Cerebrovascular diseases 110,1 101,8; 122,2
Ischemic stroke 57,3 49.3: 62,9
Hemorrhagic stroke 52,8 48,0; 62,3

It should be noted that in the majority of both
developed economically countries and developing
countries mortality from coronary heart disease
and stroke leaded in the structure of general

800

mortality. The only exceptions are some countries
in Central and Latin America, South Africa, where
communicable diseases and injuries dominated in
the structure of general mortality [10].
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Figure 3. Age-standardized mortality rates from CVD
in the countries of CIS and Europe, 2010 (per 100,000)

Prevalence of CVD in Kazakhstan in 2012 was
12838.3 per 100,000, in 2013 - 13391.6. Morbidity
rate from CVD in 2012 was 2,454.0; in 2013 -
2463.1 per 100,000, for women these rates were
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2620.7 and 2612.5 per 100,000, respectively. In
the East Kazakhstan region, these figures were
2603.7 and 2737.3, respectively, (for women 2920
and 2654.0 per 100,000) (Figure 4).
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Figure 4. Prevalence rate for CVD in the regions of Kazakhstan, 2012-2013 (per 100,000).
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The prevalence of hypertension in Kazakhstan
according to data of different researchers varies
from 152 to 27.0%, the prevalence of
hypertension in urban and rural areas are the
same, which is comparable to international data
[3].

Incidence rate of hypertension in Kazakhstan
in 2012 was 1,173.3, in 2013 - 1172.5 per
100,000 (for women - 1356.0 and 1352.3,
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respectively). In the East Kazakhstan region,
these rates were 1319 and 1084.6 per 100,000
(for women the figures were again higher than
for men - 1226.9 and 1548.0 per 100,000,
respectively) (figure 5). The incidence of
coronary heart disease in Kazakhstan in 2012
was 507.4 in 2013 - 500.6 per 100,000, in East
Kazakhstan region 4931 and 519.8,
respectively.
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Figure 5. Incidence rate of hypertension in Kazakhstan, 2012-2013 (per 100,000).

The incidence of myocardial infarction in
2012 in Kazakhstan was 57.9 per 100,000, in
East Kazakhstan region - 154.3 and 142, 7,
respectively. The incidence of cerebrovascular
disease in 2012 was 193.3 per 100,000, in 2013
- 208.1, in East Kazakhstan region - 214.5 and
252.7, respectively (Table 2).

From 2006 to 2010, age-adjusted CHD
prevalence in the United States declined overall
from 6.7% to 6.0% (Table 1). In 2010, the
prevalence of CHD was greatest among persons
aged =65 years (19.8%), followed by those aged
45--64 years (7.1%) and those aged 18--44 years
(1.2%). CHD prevalence was greater among men
(7.8%) than women (4.6%). Among racial/ethnic
populations, CHD prevalence was greatest among
American Indians/Alaska Natives (11.6%), followed
by blacks (6.5%), Hispanics (6.1%), whites (5.8%),
and Asians or Native Hawaiians/Other Pacific
Islanders (3.9%). By race and sex in 2010, the
greatest male prevalence were among American
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Indian/Alaska Natives (14.3%) and whites (7.7%),
and the greatest females prevalence were among
American Indian/Alaska Natives (8.4%) and blacks
(5.9%) [6]

In Europe, the burden remains high: CVD
remains a major cause of premature deaths and
loss of DALYs—a composite of premature death
and living with the disease. It is not widely
appreciated that CVD is the main cause of
premature death in women: CVD was responsible
for 42% of all deaths below 75 years of age in
European women and for 38% of all deaths at 75
years in men. However, a decline in age-
standardized CHD and CVD mortality has been
observed in many European countries between the
1970s and 1990s, with the earliest and most
prominent decrease in the more affluent countries,
illustrating the potential for prevention of premature
deaths and for prolonging healthy life expectancy. In
several eastern European countries, however, CVD
and CHD mortality remains high [18].
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Table 2.
Incidence of separate CVD forms in the Kazakhstan regions, 2012-2013 (per 100,000).
Region Ischemic Heart Disease Myocardial Infarction Cerebrovascular
diseases

2012 2013 2012 2013 2012 2013
Kazakhstan 507.4 500.6 57.9 57.5 193.3 208.1
Akmola 434.8 4871 83.9 87.8 156.3 144.9
Aktyube 351.8 349.9 28.1 28.1 186.2 176.0
Almaty 587.6 631.9 35.1 38.7 126.5 120.2
Atyrau 375.6 309.8 44.3 454 109.9 113.1
West Kazakhstan 355.6 323.8 38.5 38.7 202.1 182.3
Zhambyl 967.9 708.9 33.5 33.9 304.6 4214
Karaganda 354.9 4214 80.4 75.6 209.8 200.0
Kostanay 284.6 285.1 54.7 56.9 183.3 177.9
Kysylorda 252.5 258.0 11.3 10.9 129.4 157.7
Mangistau 552.0 520.2 28.0 244 114.3 112.8
South Kazakhstan 4821 475.3 40.7 42.4 195.3 1941
Pavlodar 365.1 327.2 61.6 59.5 239.8 219.2
North Kazakstan 483.1 515.1 1314 138.5 4284 508.3
East Kazakhstan 493.1 519.8 154.3 142.7 214.5 237.2
Astana City 213.8 199.6 21.6 13.4 218.0 252.7
Almaty City 980.8 971.6 45.8 53.0 140.0 192.5

Discussion remains high: CVD remains a major cause of

“Coronary heart disease (CHD) is now the
leading cause of death worldwide; it is on the rise
and has become a true pandemic that respects
no borders”. This statement from 2009 on the
website of the WHO11 does not differ much from
the warning issued in 1969 by its Executive
Board: ‘Mankind’s greatest epidemic: CHD has
reached enormous proportions striking more and
more at younger subjects. It will result in coming
years in the greatest epidemic mankind has faced
unless we are able to reverse the trend by
concentrated research into its cause and
prevention’ [13]. The second major CVD-stroke-is
another substantial cause of death and disability.
For these reasons, the fifth JTF guidelines refer to
the total burden of atherosclerotic CVD.

The choice of total burden of atherosclerotic
CVD may give the impression that nothing has
changed over the past 40 years, but this is not true.
On the contrary, the epidemic has been and still is
extremely dynamic and is influenced by both
changes in cardiovascular risk factors and in
increased opportunities for targeted interventions to
prevent and treat CVD. This results in ups and
downs of cardiovascular morbidity and mortality
over relatively short periods with wide variability
across the globe, including developing countries
where the major proportion of all events occurs
nowadays. In different parts of the world, the
dynamics of the epidemic vary greatly in pattern,
magnitude, and timing [25]. In Europe, the burden

premature deaths and loss of DALYs-a composite
of premature death and living with the disease. It is
not widely appreciated that CVD is the main cause
of premature death in women: CVD was responsible
for 42% of all deaths below 75 years of age in
European women and for 38% of all deaths at 75
years in men [9].

However, a decline in age-standardized CHD
and CVD mortality has been observed in many
European countries between the 1970s and 1990s,
with the earliest and most prominent decrease in the
more affluent countries, illustrating the potential for
prevention of premature deaths and for prolonging
healthy life expectancy. In several eastern
European countries, however, CVD and CHD
mortality remains high [7].

Prevention of CVD ideally starts during
pregnancy and lasts until the end of life. In daily
practice, prevention efforts are typically targeted at
middle-aged or older men and women with
established CVD (i.e. secondary prevention) or
those at high risk of developing a first cardiovascular
event [e.g. men and women with combinations of
smoking, elevated blood pressure (BP), diabetes or
dyslipidaemia (i.e. primary prevention)]; CVD
prevention in the young, the very old, or those with
just @ moderate or mild risk is still limited, but can
result in substantial benefit. Prevention is typically
categorized as primary or secondary prevention,
although in CVD the distinction between the two is
arbitrary in view of the underlying, gradually
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developing atherosclerotic process. Since the
instruction by Geoffrey Rose decades ago, two
approaches towards prevention of CVD are
considered: the population strategy and the high-risk
strategy [20]. The population strategy aims at
reducing the CVD incidence at the population level
through lifestyle and environmental changes
targeted at the population at large. This strategy is
primarily achieved by establishing ad-hoc policies
and community interventions. Examples include
measures to ban smoking and reduce the salt
content of food. The advantage is that it may bring
large benefits to the population although it may offer
little to the individual.

The impact of such an approach on the total
number of cardiovascular events in the population
may be large, because all subjects are targeted and
a majority of events occur in the substantial group of
people at only modest risk. In the high-risk
approach, preventive measures are aimed at
reducing risk factor levels in those at the highest
risk, either individuals without CVD at the upper part
of the total cardiovascular risk distribution or those
with established CVD. Studies have shown that
preventive measures (i.e. BP lowering and smoking
cessation) are beneficial up to advanced age [5, 8 .
These facts exemplify that prevention of CVD
should be a lifelong effort.

Within the State Program of Health Care
Development  in  Kazakhstan  "Salamatty
Kazakhstan", 2011 - 2015, it was planned forming
the national screening program. Starting from 2011
it was planned a staged screening for early
detection of cardiovascular diseases, and diabetes.

Screening for diseases of the cardiovascular
system in Kazakhstan is carried out in the
framework of guaranteed free medical care in all
district clinics for men and women aged 18, 25,
30, 35, 40 years, 40 to 64 years, who do not have
diagnosed heart disease and diabetes - 1 time in
2 years. During the screening they have been
conducted a questioning to determine the risk
factors  (family history, smoking, physical
inactivity, excessive alcohol consumption), the
measurement of height and weight to detect
excess weight, blood pressure measurement, the
analysis of blood cholesterol and sugar. It allows
you to identify individuals at high risk of
cardiovascular mortality and to conduct the
pharmacological and non- pharmacological
prevention measures.

According to data of “Medinfo” company in
2011 screening examination for cardiovascular
disease in Kazakhstan were conducted in the more
than 2.5 million adults. As a result, more than 200
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thousand (7.9% of examined people) were
identified as the patients with heart disease. Most
of these patients had not previously under the
dispensary monitoring and did not receive the
necessary treatment. Assign the necessary drugs,
correction of lifestyle and diet, eliminating of bad
habits significantly improve their prognosis and
reduce the chance of cardiovascular mortality.

Conclusion

Thus, cardiovascular diseases caused by
atherosclerosis, are widespread throughout the
world. However, death rates from CVD in the
developed countries is 3-4 times lower than in the
countries of Eastern Europe and Central Asia. This
may be due to the introduction of primary and
secondary prevention, using a scientific approach
based on evidence-based medicine and the
development of cardiovascular diagnosis and
surgery in countries with high economic level.
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