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Mr Brian Cowen T D  

Minister for Health and Children 

Department of Health and Children 

Dublin 2 

Dear Minister 

Cardiovascular Health Strategy Group 

I am pleased to submit to you on behalf of the Group our report which outlines a strategic approach to the 

prevention and treatment of illness caused by cardiovascular disease. 

The Group which was relatively small in number, had a very wide-ranging brief. In carrying out our task we 

communicated with many organisations and interested parties and sought to include everyone whom we 

believed could contribute to our work. We have considered carefully the many submissions and 

representations made to us and are deeply impressed with the considerable assistance, expertise and 

enthusiasm which we received in response to our requests. 

We wish to acknowledge this assistance and to record that we are indebted to all our contributors. 

It is clear to the Group that there is an increasingly well-defined understanding of the causes of the disease 

and the risk factors that contribute to its prevalence. We have restated these risks throughout the report and 

we have highlighted their impact on the individual health care settings. We have indicated that tight linkages 

between initiatives to improve cardiovascular health which can generate considerable synergy. 

In the course of our work we noted that the baseline data relevant to the disease in Ireland is substandard, 

that service delivery as between service providers is inadequate and fragmented, that we do not sufficiently 

emphasise the personal responsibility that we have t o  manage our own health, that we do not take the role or 

function of rehabilitation seriously and finally, we are critical of the evaluation processes for changes in 

practice. Successful remedies to these deficiencies will only be found in a national strategic approach t o  the 

delivery of cardiovascular services. 

We have identified an extensive series of recommendations and an implementation process. This process will 

address issues of service co-ordination, equality of access, equity of service and health education and 

promotion. It will emphasise the key role that early intervention in relation to prevention, patient care and 

rehabilitation can play in improving health and it will set out the need for regular evaluation of standards 

throughout the service. Our recommendation is that standards be raised continually to provide a service that 

always reflects best international practice. 



The objective that we have established is very challenging. It will require the whole hearted support and 

engagement of Government at the very highest level. International experience shows that real change can be 

achieved through commitment t o  a national campaign that will set out to radically alter each citizen's attitude 

to cardiovascular health. What is most encouraging is the clear potential for improvement in heart health 

across the cornmunity. Lifestyle changes made even late in life can bring huge gains. I urge you and your 

colleagues in Government to adopt this cross-sectoral approach nationally. The group believes that this is the 

key to success in this vital matter. 

I wish to record my appreciation for the hard work and dedication of the individual members of the Group. 

They have attended many meetings and contributed significantly through their particular professional 

expertise and through sub-committee work to the finished document. I admire their commitment and thank 

them for it. 

Dr Emer Shelley has drafted the report in a most patient manner and has a t  all times taken care to ensure 

that no material issue is excluded. Professor Cecily Kelleher prepared the abridged report and Ms Patsy Carr 

as full-time Secretary to the Group co-ordinated the many submissions, meetings and other activities of the 1 

Group in an exemplary manner. They each share the gratitude of the members of the Group and 1 am 

indebted to them. 

Yours sincerely 

Michael Jacob 

Chairman 

March 1999 

Members of the Group 

Mr V Barton, Ms C. Brown, Ms I Byme, Prof I H Horgan, Prof C Kelleber, Dr C Macnamara, MI T McNamara, Ms M Mulvihill, Mr 

M O'Muircheartaigh, Ms V O'Sullivan, Dr E Shelley, Prof M Walrh, Chairman Mr Michael Jacob, Secretary Ms P C a n  
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Cardiovascular diseases eventually kill half of the 

Irish population. Yet they are not inevitable. In 

recent years in Ireland, as in other developed 

countries in the Western world, there have been 

substantial declines in age-specific mortality rates 

from coronary heart disease (CHD). Evidence from 

North America in particular suggests the reasons 

for the declines in death rates are a combination of 

primary and secondary prevention and medical and 

surgical treatments. Incidence rates are, however, 

not declining so rapidly and Irish men and women 

are living longer. Consequently coronary and other 

cardiovascular diseases will continue to be common 

problems and require comprehensive, sustained 

prevention and treatment programmes. There is no 

room for complacency. 

We know from numerous consensus statements of 

learned international bodies that the three principal 

risk factors for CHD are smoking, cholesterol level 

and raised blood pressure, which all have a 

relationship to lifestyle, including diet and exercise. 

It is recognised that other factors also alter risk, 

such as genetic make-up, intake of antioxidant 

vitamins and blood levels of homocysteine. There is 

substantial evidence that factors predicting CHD 

are the result of a lifelong process beginning with 

the formation of the cardiovascular system in the 

foetus. While individuals have responsibility for 

their own health behaviours, substantial 

demographic variations, particularly according to 

socio-economic group, suggest that social 

inequalities play an important part in the 

development of the disease. Measures to reduce 

such inequalities must therefore also be addressed. 

A strategic approach to combating this disease 

embraces the full spectrum of intervention options. 

We need to reduce the risk factor profile in the 

general population, detect those at established risk, 

deal effectively with those who have clinical disease 

and ensure the hrst survival and quality of life 

outcome for those who recover from an acute event. 

The Minister for Health and Children established 

the Cardinvascular Health Strategy Group to 

review these issues. The Croup's tcrms of reference 

required consideration of initiatives to improve 

cardiovascular health, the further develapmcnt of 

cardiac care and rehabilitation a t  primary, 

secondary and tertiary care levcls, and the co- 

ordination of services for patients. 

The Group conducted its work by means of a 

comprehensive consultation process with service 

providrrs and interested bodies and a range of 

methodologies including ad hoc surveys, site visits 

and literature reviews of evidence on best practice. 

The present report is the result of this work. 

The report contains ten chapters. The first four 

chapters set out the relevant issues about 

cardiovascular diseases. Chapter 1 provides 

background information on the Group itself, its 

terms of reference and working methods. Chapter 2 

gives an overview of the different manifestations of 

cardiovascular disease and the epidemiological or  

population pattern of the disease internationally. / 

Chapter 3 reviews the causes and prevention of 

cardiovascular disease and the treatment and 

rehabilitation of CHD, the most common form of 

the disease. Chapter 4 presents what is known 

about patterns of cardiovascular disease and the 

associated risk factors in Ireland. The next five 

chapters set out the situation for each sector with a 

role in cardiovascular disease management. Chapter 

5 outlines present health promotion structures and 

public health strategies. Chapter 6 discusses the 

situation in primary care. Chapter 7 deals with pre- 

hospital services for those with a suspected acute 

coronary event and Chapter 8 addresses hospital 

medical services for CHD. Chapter 9 outlines 

cardiac rehabilitation services. In Chapter 10 

information systems, audit and research are 

considered. 

Pre-hospital services wrre comprehensively 

reviewed in the Report of the Review Group on the 

Ambulance Service (1993). Ptwision for cardiac 

surgery was examiued in detail by the Cardiac 

Surgery Option Appraisal Rcview and the group's 

rrcommendations were published by the 

Department of Health (1997). 

In each chapter the scrvice situation is described 

and present and potential targets for this area are 

reviewed and summarised. Specific strategic and 
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operational recommendations are rnade together 

with suggestions for appropriate implementation of 

these. It will be clear in reading this rcport that such 

a prevalent and complex public health problem 

requires cross-sectoral and multidisciplinary 

initiatives if meaningful health gains are to be 

achieved. Additional manpower requirements have 

been identified across the health services and 

including a range of disciplines -nursing, technical, 

paramedical and medical. Some of the proposals in 

this report have considerable resource implications 

but these developments are necessary to provide 

high quality services for patients with 

cardiovascular disease. 

It is possible to distil our 21 1 recommendations into 

four key areas for action by the key players 

responsible for each. In health services evaluation 

generally the 'iceberg concept' is well established 

and is an apt analogy for this situation. At the 

visible top are those currently being treated by the 

acute services. Just heneath are those who have an 

established need and are awaiting services. These 

are the two groups that receive most current 

attention in political and media discussion but these 

are only the surface of the problem. Beneath these 

again are those for whom screening or high risk 

detection and primary intervention are appropriate. 

Finally, there are those presently well in the general 

population for whom health promotion and disease 

avoidance strategies are appropriate. Effective 

strategies are required to intervene across the 

spectrum of health and disease, depending on where 

greatest benefit can be achieved. 

The potential for all-island initiatives in 

collaboration w ~ t h  health service providers in 

Northern Ireland could also usefully be explored. 

The following are therefore the four key areas for 

action on cardiovascular disease recommended by 

this Group. When the strategy has becn accepted by 

the Minister for Health and Children, a realistic 

timetable for implementation of the overall strategy 

should he puhiirhed. 

1. Standardise care in the pre-hospital and hospital 

settings across health board regions 

Our review identified a range of issues where no 

consistent standards of practice exist between and 

within health hnard regions. More progress has 

been made in some health boards than in others in 

implementing the recommendations of the Review 

Group on the Ambulance Service. There has been 

progress in equipping ambulances and in training 

ambulance personnel in the use of automatic 

defibrillators. Issues to he addressed now include 

audit and evaluation to reduce delays from the 

onset of chest pain to administration of 

thromholysis, and access to autmnatic defibrillators 

and the administration of thron~bolysis by general 

practitioners in remote areas. The Cardiovascular 

Health Strategy Group recommends 

implementation in full of  the recommendations of 

the Review Group on the Ambulance Service. 

A range of evidence-based treatments are available 

for patients with cardiac problems. These include 

thrombolytic agents, anticoagulation and 

antithrombotic treatments. There is a substantial 

research base on the management of hypertension, 

hypercholesterolaemia and heart failure, and the 

appropriate use of R-blocking agents and ACE- 

inhibitors, Despite this evidence, protocols for 

treatment and secondary preventio~~ in cardiac 

patients have not been agreed. Facilities for cardiac 

care, investigation and interventions vary 

substantially which raises important questions 

about equity of access. Adequate facilities for 

cardiac care are required in all hospitals admitting 

patients with acute coronary problems. Hospitals 

which provide cardiac investigation and 

interventions require appropliate space, equipment 

and staffing; these procedures include angiography, 

angioplasty, intracardiac rlectrophysiological 

studies and pacing. We recommend that guidelines 

he agreed for evidence-based treatments in 

cardiology. Guidelines are also required for shared 

care of patients between general practitioners and 

hospital services. Additional consultants, support 

staff and upgraded facilities are required to meet the 

needs of a modern cardiology service, equally 

accessihle to all who require it. 
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Cardiac rehabilitation after myucardial infarction 

or cardiac surgery provides a supervisrd exercise 

programme, reinforces advice about risk factor 

modification and provides psychological and 

vocational support. While cardiac rehabilitation in 

some centres is at an inter~latiunsl standard of 

ercellencr, in other centres there are no 

programmes at all. Even where programmes are 

provided, only a minority of eligible patients are 

enrolled. Special attention is required to ensure 

adequate participation by women and by older 

patients. It is recommended that the service be 

rxpanded, supervised by a cardiologistlphysician 

with a special interest in cardiology and run by a 

specially trained co-ordinator. Adequate funding is 

recommended for staff training, equipment and 

facilities. 

/ The key players in addressing these issues on pre- 

hospital services, hospital services and cardiac 

rehabilitation are the Department of Health and 

Children, those with responsibility for hospital 

service development and management in health 

boards and hospitals, cardiologists and 

cardiothoracic surgeons, general physicians in 

county hospitals with responsibility for cardiology 

and specialist nursing and paramedical staff. We 

make 18 recommendations on pre-hospital care, 46 

recornmmdations on services in acute hospitals and 

10 recommendations o n  cardiac rehabilitation. 

2. Establish a protocol for appropriate primary care 

The infrastructure in Irish general practice has a 

number of limitations. Our health service structure 

means that about 33% of the population are 

covered comprehensively in the General Medical 

Services scheme and the remainder have a private 

fee-paying arrangement with their general 

practitioner. This presenfs challenges for the 

imp1emenratii)n of preventive medicine strategies. 

General practitioners act as the gatekeepers to the 

acute services and are in rhr best position to  provide 

consistent, long-term structured follow-up for thosr 

with risk factors for heart disease. Occupational 

health serviccs also lhavc a role in prevention but 

only a slnail proportion of lal-ger companies have a 

regular physician, whilr somr have occupational 

nurse support. 

Key issues are the provision of  an  adequate 

hyprrtension drtection and fc,llow-up programme, 

the appropriate use of aspirin in primary and 

secondary prevention, and an acceptable strategy 

for management of liypercholeste~-olacmia. General 

practitioners also have a role in supporting smoking 

cessation, hoth in short intervention strategies and 

in liaison with other community services. We 

recomn~end that a pilot programme he estahlished 

in general practice to detect and manage those at 

high risk of developmg cardiovascular disease. We 

also recommend a proactive approach, including 

staff training, imprwed patient information and the 

provision of srnoking cessation clinics. The key 

players in this sector are general practitioners, 

public health and practice nurses, local health 

promotion services and occupational health 

services. We make 55 recommendations. 

3. Ensure an effective surveillance system 

We identified considerable weaknesses in many 

aspects of surveillance. In particular, there is no 

system for flagging deaths in identified cohorts and 

hence no long-trrnm cohort information. There are 

no dedicated morbidity records apart from the Irish 

Cardiac Surgrry Register. The Hospital In-patient 

Enquiry system records information on 

hospitalisation hut such statistics are a poor guide 

to the underlying burden of chronic cardiovascular 

disease in the population. The Puhlic Health 

Information System developed by the department of 

Health and Children and the health hoard 

departments of public health contains data for 

monitoring trends in hralth indicators at regional 

and national level. 

We recommend the establishment of  an information 

system in coronary care units. All cardiothoracic 

surgeons should contributr data to the Irish Cardiac 

Surgery Register. A natiunal angiography and 

angioplasty register shm~ld also he sstablishrd. In 

time, these c~rdiuv:~scular  registers should be 

linkcd. The Health I'romotinn Unit of the 



Department of Health and Children commissioned 

a national health and lifestyle survey in 1998 which 

will be repeated in adults and young people at four 

yearly intrrvals. Comprehensive monitoring of risk 

factors is recommended. The feasibility of collecting 

risk factor data in the pilot project in general 

practice should be examined. Information r m  trcnds 

in risk factor detection will help to focus services 

rowards those in greatest need and provide the 

possibility for evidence-based evaluation of policy. 

Key players to address these recommendations arc 

the Department of Health and Childrcn itself, the 

public health departments of the health boards, the 

Irish Cardiac Surgery Register, the Hospital In- 

patient Enquiry system and rlie Nutrition and 

Lifestyle Surveillance Centre at NU1 Galway. We 

make 21 recommendations. 

1 

: 4. Expand or put in place settings-based health 

promotion programmes 

The previous three areas will address problems in 

the present system of care and needs assessment. 

However, without a major focus on health 

promotion the problems of cardiovascular disease 

will not just continue, hut escalate, and patterns of 

health inequality in our society will widen. This is 

not just an economic or  resource issue for the health 

sector hut a matter of social responsibility for our 

political system and the general public. Individual 

lifestyle is in part a matter of personal control but 

also an indicator or  signal of adverse social and 

environmental factors that inhibit individuals from 

making healthier choices. Repeated reports have 

stressed this fact over the last decade starting with 

the former Health Education Rureau's report on 

health promotion as part of public policy (1986), 

the Department of Health's own report 'Health, the 

Wider Dimensions' (19871, as well as its more 

recent health pulicy documcnt 'Shaping a Healthier 

Future'(1994) and health promotion policy 

'Making the Hcalthirr Choice the Easier Choice' 

(1995). We rccommznd a numher of key policy 

decisions which necd ti, he taken as a matter (if 

priority. Thcse include ch:ingrr in fiscal policy in 

relation to trihacco products, a i-rview af thc 

implementariw of 'Rec~imme~rdat ioi~s  for a Food 

and Nutrition Policy for Ireland' 11995) and 

clarification of the timetable for implcmenration of 

the national alcohol policy (1986). 

The established international approach t o  lifestyle 

improvements has been by means o f  scttings-based 

interventions, p ~ r r i c ~ ~ l a r l y  in schools, workplaces, 

primary care, hospital and the community. We 

recommend a coherent national strategy based o n  

guidelines from examples of good practice in these 

settings, both in a n  Irish context and 

internationally. Hralth service workers are the 

largest single category of employees in the country 

and should be the leaders in this area. Dedicated 

programmes around the specific risk factors, 

smoking, dietary behaviours and exercise can be 

addressed using this framework. Settings-based 

approaches also ensure specific focused strategies 

for groups requiring special attention, particularly 

young people and the rconomically disadvantaged. 

We recommend specific interventions in each rrf 

these settings. 

Key playcrs in this area are the Department of 

Health and Children, the Department of Education, 

Science and Technology, the other government 

departments listed in 'Shaping a Healthier Future' 

which have a stated role in cross-sectoral initiatives, 

the health promotion departments of the rrgional 

health boards who should co-ordinate cross- 

sectoral initiatives at a regional level, agencies with 

a responsibility in this area such as the Food Safety 

Authority and voluntary bodies such as the Irish 

Heart Foundation. We make 58 recommendatirrns. 
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The Cardiovascular Health Strategy G t w p  was 

established in March 1998 hy the Minister for 

Health and Childrm, Mr. Brian Cowcn, 'T.D., with 

thc following rrmit: 

'. . . to develop a strategic appwach to 

reduce aimidable death arrd illness caused 

hy cardiouascular disease. The Group will 

engage iu a wide-ranging consultation 

process and mabe recommendations on the 

development and implementation of an 

integrated strategy to improve 

cardiouascular health. 

In particular, it will advise on: 

(1) initiatives which can be taken to improve 

cardiwascular health: 

(ii) steps necessary to develop further cardiac 

care and rehabilitation services a t  primary, 

secondary and tertiary levels, having regard 

to considerations of equity, q u a l i ~  

effectiveness and efficiency; 

(iii) the fi~ture organisation and co-ordination 

of services to patients throughout the 

country; 

(iu) any additional measures which may be 

necessary to assess the impact of the overall 

strate&? and its main constituent elements.' 

The establishment of the Cardiovascular Hralth 

Strategy Group is part of an overall initiative on 

cardiovascular health and cardiac services 

announced by the Minister for Health and 

Children. The initiative also included additional 

puhlic cardiac surgery facilities fnr adults and 

children and the developn~ent, in the medium term, 

of a national heattilung transplant programme far 

patients with cystic fibrosis and other heart and 

long diseases. 
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The Minister rcquested that the Group engage in an 

extensive consultation process in order to d e v e l r ~ ~  

an integrated strategy on cardiwascular health. 

Fifty-three statutory and voluntary organisations 

were cnntacted and invited to  make written 

submissions to the Group. Forty-three submissions 

were received; many represented the views of a 

number of organisations or were from professional 

or  umbrella organisations [Appendix 1). 

Representatives from key organisations were 

invited to meet with the Group (Appendix 2). In 

addition, members of the Group met with hospital, 

ambulance and community-based personnel in the 

course of its site visits (Appendix 3). 

Two separate questionnaires were circulated to 

hospitals caring for patients with cardiac problems. 

The first enquired about diagnostic and treatment 

services provided by the hospitals and the second 

requested more detailed information on the volume 

of investigations, of service provision and on the 

level of cardiology staffing in the hospitals. 

The Cardiovascular Health Strategy Group met on 

twenty occasions. A number of sub-groups were 

established. Some issues were relevant to a number 

of groups and this has resulted in repetition of key 

points within our report. This was considered 

appropriate in view of the Group's desire that each 

chapter addressing service provision could be 

considered separately by interested parties. The 

final report emerged from consultations and 

discussions, and from a literature review of 

treatment and health service developments in 

Ireland and abroad. 

An Implementation Group was established within 

the Department of Health and Children. This 

Group was convened by the Secretary Genrral of 

the Departmcnt and it was kept informed of the 

progress of the Cardiuvaiculnr Hralth Strategy 

Group. The Implementation Group provided 

background information to the Strategy Group and 

started its own planning process in order to reduce 

the time herwrrn the prrsentation uf  the Strategy 

Group's report and its tmplementatmn 

A The Policy Context 

Building Healthier Hearts was developed in the 

context of relevant health policy documents. The 

national health strategy, 'Shaping a Healthier 

Future' (19941, strrssed the importance of equity of 

access to henlth care, the provision of a high quality 

srrvice and accountability.' Service planning should 

he based on the concepts of health and social gain - 

that patients and clients of  the health and social 

services should receive a clear benefit from their 

contact with the system. The assessment of health 

needs and evaluation and audit of services are 

essential if health gain is to he achieved. A more 

recent Department of Health policy document 

reiterates the three dimensions involved:: 

The Services: to focus prevention, treatment and care 

services more on measurable improvements in health 

status and quality of life ("health gain and social 

gain"); 

The Framework: in management and organisational 

structures, to provide fur more decision-making and 

accorrntability a t  regional level, allied to better 

methods of performance measurement: 

The Participants: to develop a greater sensitivity to 

the rights of the consumer to a service which 

responds to his or her needs in an equitable and 

quality-driven nzantter and greater recognition of the 

key role of those who provide the services and the 

importance of enabling them to do so to their full 

potential. 

'Shaping a Healthier ~u tu re"  set out the principles 

which guide the delivery of health services in 

Ireland and provided direction fix the development 

of this strategy for cardiovascular health (Section 

1.5). One of the key ohiectives of the Department of 

Health and Children's strategy is to work in 

partnership with all ieievant agencies in the 

statutory and voluntary sectors.' 

The national health promotion strategy 'Making 

thc Healthier Choice the Easier Choice' set out the 
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key settings in which action would take place to 

achieve this and other targets - in communities, 

schools, workplaces and the health servicesJ. Action 

was planned to address lifestyle issues and risk 

factors, including tobacco, alcohol and substance 

misuse, nutrition, exercise, cholesterol and blood 

pressure, and diabetes mellitus. 

Death rates from cardiovascular disease are falling 

in line with the targets set in the national health 

strategy and in the national health promotion 

strategy for older people 'Adding Years to Life and 

Life to Years':' 

To reduce the death rate from 

cardiovascular disease in the under-hS age 

group by 30% in the next ten years.' 

To reduce the death rate from ischaemic 

heart disease and stroke in people aged 65 

to 74 by a t  least 15  per cent to no more that 

971 per 100 000 in the year 2005 (from a 

baseline of 1142 per 100,000 in 1995i.' 

Progress is also being made in the implementation 

of recommendations set out in other relevant 

national reports, including: 

Report of the Review Group on the Ambulance 

Service (1993)' 

Recommendations for a Food and Nutrition 

Policy for Ireland (1995)6 

A National Policy on Alcohol (1996)' 

A Plan for Women's Health 1997 - 1999 (1997)' 

Cancer Services in Ireland: a National Strategy 

(199619 

Targeting Sporting Change in Ireland. Sport in 

Ireland 1997-2006 and beyond (1997"' 

Promoting increased Physical Activity: A 

Strategy for Health Boards in Ireland (1997)'' 

The Group took into account relevant sections of 

the Report of the Commission on Health Funding 

which reported in 1989.12 The Commission 

addressed the issue of equity and considered the 

'complex interplay' between the publicly and 

privately financed health care systems. It concluded 

that 'Consideration of any proposed reforms must 

therefore include an analysis of the health care 

system as a &.' The Commission further noted 

that at all levels uf the health care system the 

information and research function was significantly 

underfunded. 

In dzvcloping its recommendations the 

Cardiovascular Health Strategy Group was guided 

by the following basic principles, consistrnt with 

national health policy. 

Health and Soclal Gain 

(1) Some treatments result in immediate improvements 

in symptoms and in quality of life, with measurable 

health and social gain in the short term. Other 

interventions, such as health promotion and disease 

prevention initiatives, yield results in a longer time 
i frame. A comprehensive strategy for cardiovascular 

disease must achieve a balance in the application of 

resources hetwern those yielding immediate results 

and those invested in the expectation of improved 

outcome in the longer term. 

(2) A balance must be achieved between providing a 

physical and social environment which supports 

healthy choices and the responsibility of individuals 

to maintain their own health. 

Equity of Access 

( 1 )  Access to health services should be hased on need. 

Patients should not be restricted in their access to a 

service because of their income or ability to pay, or 

because of their place of residence, gender or age. 

(2) Basic services, including health promotion, primary 

prevention, pre-hospital care, acute coronary care 

and cardiac care, interventional cardiology, cardiac 

surgery, cardiac rehabilitation and secondary 

prevention, should be available to all patients who 

would benefit. 

(3) In order to attain geographic equity, appropriate 

regional self-sufficiency in a safe environment is 

essential. Some specialist services, such as cardiac 

surgery or cardiac transplantation should be 

provided at supra-reginnal or national centres. 
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Quality 

The Group aimed to recommend a safe, high 

quality service. It is recognised that it may be 

necessary to continually raise standards in order to 

attain the desired quality of service. 

Effectiveness and Efficiency 

(1 )  There 3re a number of treatments for which thrre is 

substantial evidence of benefit for patients with 

cardiovascular disease and for those at high risk of 

the disease. Resource allocation should be based on 

an assessment of needs and on evidence of likely 

benefit from service provision. 

Accountability and Audit 

( I )  It should be explicit where responsibility lies for the 

delivery of services, including preventive services. It 

should also be clear which organisations are 

responsible for the implementation of proposed 

strategies. 

( 2 )  An audit and evaluation process, including clinical 

audit, is necessary in order to estimate the volume 

and quality of service provision. A review process is 

required to  measure progress towards attaining 

targets and to highlight areas which require 

remedial action. 

( 2 )  Health service structures should facilitate the 

integrated and continuing care of patients with 

chronic manifestations of cardiovascular disease. 

(3)  The roles and responsibilities of the health 

professionals involved in continuing care should be 

clarified. For each individual patient there should 

be clear communication between professionals and 

with the patient and family so that the patient 

understands the proposed procedures and continues 

to benefit from appropriate treatments. 

1 Department of Heaith. Shaping a healthier future. A strategy for effective heaith care in the 19905. Dublin: Stationery office, 1994. 

2 Dewtment  of Hsalth. Statement of Strategy Dublin: Department of Health. 1997. 

3 Department of Health. A health promotion strategy. Making the healthier choice the easier choice. Dubln: Department of Heaith. 1995. 

4 Brenner H, Sheiley E for the National Council on Agelng and Older People. A heaith promorion strategyfor aiaer people. Addtng years to ihfe and life to years. Dublin: 

National Cauncli on Ageing and older People, 1998. Report No. 50. 

5 Review Grow on the Ambulance Servlce. Report of the Revrew Grow on the Ambuiance Service. Dub,": Stationery Office. 1993. 

6 Nutrition A~VISOIY G~YUP. Recommndatlans for a food and nutrltlon pmcy for ireland. ~ub l in :  statonery ofme. 1995. 

7 Department of Heaith. ~af ionai  alcohol poircy Ireland. Dubln: Stationery off~ce. 1996. 

a Department of Health. A pan for women's health. 1997-1999. ~ub i l n :  staflonery office. 1997. 

9 Department of Heaith. Cancer services in lreiand: a nattonal strategy. Dubiin: Stationery Off~ce, 1996. 

10  Department of Education. Targeting sportng change in lreiand. sport in Ireland 1997-2006 and beyond. Dublin: Department of Education, 1997. 
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The aim of this chapter is to provide basic 

information on cardiovascular diseases and the 

underlying disease processes. Data from the United 

States and from Europe are quoted to provide an 

international context for the description. It is 

regretted that in many instances there are no 

comparable Irish data. Available Irish data are 

presented in Chapter 4. 

the heart and downwards to the abdomen from 

whence arterial branches supply the lower limbs. 

Some patients with symptoms or signs of these 

diseases are referred to a vascular surgeon (or 

assessment. 

Steps to control CHD will also reduce the incidence 

of stroke, peripheral vascular disease and diseases 

of the aorta. The diagnosis, treatment and 

rehabilitation of patients with these diseases are, 

however, quite different to the management of 

patients with CHD. 

The cardiovascular system is made up of the heart 

and blood vessels - arteries and veins. Its function 

is to transport oxygenated blood to the organs of 

the body and to return deoxygenated blood to the 

lungs. 

There are a great many diseases that can affect the 

cardiovascular system, such as congenital heart 

diseases, diseases of the valves of the heart (for 

example, as a result of rheumatic fever), diseases of 

the heart muscle (cardiomyopathy) and diseases of 

veins, such as varicose veins. By far the most 

common type of disease in the cardiovascular 

system occurs as a result of atherosclerosis or 

hardening of the arteries. This report will focus 

mainly on this type of disease because of its 

importance as a cause of sickness and death in Irish 

men and women. 

Atherosclerosis of the arteries which supply blood 

and oxygen to  the heart muscle results in coronary 

heart disease (CHD). This is the most common of 

the atherosclerotic diseases in Ireland. 

Atherosclerotic disease of the arteries which supply 

the brain can result in stroke, also known as 

cerebrovascular disease. Stroke is the second most 

common of the atherosclerotic diseases to lead to 

death in Irish people. 

Reduced blood supply to the lower limbs, 

peripheral vascular disease, results in pain in the 

legs which in the early stages occurs when walking 

and is relieved by rest. Disease may also arise in the 

main artery, the aorta, which carries blood out from 

2.3 Manifestations of CHD 

Categories of CHD were defined by a Task Force on 

Standardization of Clinical Nomenclature.' The 

terms ischaemic heart disease (IHD) and CHD were 

considered as synonymous. IHD is most often used 

in connection with mortality statistics because that 

is the name of the relevant rubric in recent revisions 

of the International Classification of Diseases? For 

the sake of cnnsistency, the term CHD will be used 

throughout this report. CHD may present clinically 

as primary cardiac arrest, angina pectoris, acute 

myocardial infarction (AMI) or heart failure. 

2.3.1 Cardiac Arrest 

The Task Force on Standardization of Clinical 

Nomenclature defined cardiac arrest as follows:' 

'Primary cardiac arrest is a sudden wen t ,  presumably 

due to  electrical instability of the heart, where 

evidence which alloros othcr diagnosis is lacking. I f  no 

resuscitatioti is applied or if resuscitation is 

unnrccessful, primary cardiac arrest rs referred to  as 

stldden death. Evidence of previous IHD may or may 

not he present. lf  death occurred in the absence of 

ioitncsses, the diagmsis is presumptiue.' 

Most patients who suffer out-of-hospital cardiac 



arrest have developed ventricular fibrillation as the 

cause of the collapse.' If untreated, cardiac rhythm 

deteriorates to asystole and death follows within 

minutes. Ideally, defibrillation should be performed 

within four minutes of the onset of the arrythmia.' 

There are many studies showing success rates of 

out-of hospital defibrillation; success is very 

dependent on rapid provision of defibrillation. 

Angina pectoris refers to chest pain or discomfort, 

usually caused by inadequate blood supply to the 

heart muscle as a result of disease in one or more 

coronary arteries.' It may also be caused by valvular 

heart disease or disease of the heart muscle, such as 

hypertrophic cardiomyopathy. 

Anginal symptoms are regarded as stable if they 

have been occurring over several weeks without 

major deterioration.' In more than one half of 

patients with angina the severity of symptoms is 

such as to seriously limit everyday activities. 

However, chronic stable angina is compatible with 

a relatively good prognosis. Studies have found that 

mortality is approximately 2.3% per annum and a 

further 2.3% will have a non-fatal AM1 each year. 

Patients with substantial impairment of left 

ventricular function are at higher risk, especially if 

heart failure has occurred. Risk is also related to the 

location of the narrowing in the coronary arteries. 

It is important to identify those patients at  higher 

risk so that appropriate therapy can be instituted. 

Angina in middle age is more than twice as common 

in men as in women? The prevalence increases with 

age to between 11.20% of men and 10.14% of 

women in the 65 to 74 year age group. In those over 

the age of 75 the prevalence is similar in men and 

women. It has been estimated that the prevalence of 

angina is between 30 000 and 40 000 per million 

population in countries with high CHD rates, such 

as Ireland. 

Angina is said to he unstable i f  pre-existing angina 

worsens abruptly for no apparent reason or when 

new angina develops 3t a relatively low workload 

or ar r a t .  Hospital discharge with a diagnosis of 

unstable angina is almost as common in the United 

States as a diagnosis of AML6 However, because of 

differing definitions, the validity of incidence figures 

for unstable angina is uncertain. In the past, 

unstable angina had a poor prognosis. With 

improvements in treatment, death or progression to 

AM1 has been substantially reduced. A treatment 

trial in patients with unstahle angina in the early 

1990s reported that 6.5% of patients had a non- 

fatal AM1 within 6 weeks and 1.2"/0 of patients had 

died.' 

yocardial infarction 

The clinical diagnosis of AM1 'is based on the 

history, changes in the electrocardiogram (ECG) 

and measurement of serum enzymes which are 

released into the blood stream from dying heart 

muscle cells.' In the typical histoiy, there has been 

/severe and sustained chest pain or discomfort. 

However, the changes in either the ECG or enzymes 

may be equivocal. New, more sensitive and specific 

rests of myocardial cell damage are now becoming 

available, such as elevation of Troponin T and I, 

which will facilitate differentiation between 

unstable angina and AMI.' The term 'acute 

coronary syndromes' is now becoming current to 

describe these entities. 

Estimates from the United States are that each year 

900 000 individuals have an AM1 (total population 

approximately 270 rn i l l i~n ) .~  Commonity studies 

have found that the overall fatality of acute heart 

attacks in the first month is ahout 50%: This 

reflects the high mortality associated with AM1 in 

the very elderly, many of whom are not treated in 

an acute hospital. The World Health Organization 

(WHO) MONICA (Monitoring Trends and 

Determinants in &rdiovascular Disease) registers 

found 28-day mortality in the mid-1980s in those 

aged 35 to 64 years ranged from 31% to 81%, with 

a mean of 49% for men and 54% for women.' 

About one-half of the AM1 deaths in the 

community occur within the first two hours. This 

emphasises the importance of a rapid response after 

the onset of symptoms. Treatments are now 

available (thrombolytic agents) to re-establish 
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blood flow through blocked coronary arteries. It is 

well rrcognised that the cat-lier thrombolysis is 

given, the better the outcome. 'Fast track' systems 

are imperative to achieve carlier thrombolysis. 

Admission of patients with a suspected AM1 to 

coronary care units was an important development 

and in rccent decades there has heen a substantial 

fall in the fatality of AM1 patients treated in 

hospitaLx Factors which ped ic t  death in those 

admitted to hospital include age, previous medical 

history (diabetes, previous infarction) and 

indicators of large infarct size. 

2.3.4 Heart Fallwe 

Chronic heart failure, punctuated by acute 

exacerbations, is the most common form of heart 

faiiure." Thr  diagnosis of heart failure relies on 

clinical judgement based on a history, physical 

examination and appropriate investigations. 

Patients have symptoms of heart failure, typically 

breathlessness or  fatigue, either at rest or  during 

exertion, or ankle swelling, and objective evidence 

of major cardiac dysfunction a t  rest. Reversibility of 

symptoms on appropriate treatment is further 

evidence in support of the diagnosis. 

Echocardiography is recommended as the most 

practical tool to demonstrate cardiac dysfunction. 

Prevalence estimates of heart failure vary widely, in 

part reflecting differences in research methods and 

in the age groups studied."," In the United States, 

heart failure is now recognised as a major health 

problem.1' The hospitalisation rate with heart 

failure more than trebled between 1970 and 1990." 

Each year there are a n  estimated 400 000 new cases 

of chronic heart failure there, with about 250 000 

deaths listing this as a primary or  secondary cause." 

The numher of new cases continues to increase 

annually. Costs rclatrd to the treatmcnt of heart 

failure are the most expensive items in the U.S. 

Medicare systrm, reflecting multiple hospitalis- 

atiuns of individuals with the disease. 

The incl-case in the numher of patients with heart 

failurc i-cflects thc lal-gcr numbers nf people 

surviving into old ,Igr. The Litcline in mortality rates 

fronl CHD and stroke has h e n  assr,ciatcd with an  

increase in the prevalence of chronic heart failure in 

older age groups." More effective treatment and 

improved survival from acute cardiovascular 

conditions has bcen accompanied by a n  increase in 

the numbrr of older people nl~vr  with chronic 

diseaar, including heart failure. 

Factors which increase the risk of heart failure 

include thc presence of other cardiovascular disease, 

such as history uf ~rccent AM1 or hypertmsive heart 

discase, diabetes, obesity and smoking."~" 

Idcntification of individuals at especially high risk 

of heart failure and modification of such risk 

factors may prevent, or at least postpone, the onset 

of k a r t  failure." 

The prognosis for patients with heart failure has 

heen poor. The Framinghani Heart Study found 

+at once heart failure had devrloped only 25% of 

lnen and 38% of women wrre alive after 5 years.'4 

There has hren little improvrment in survival over 

4 decades. The introduction of ACE inhibitors is 

expectcd to improve prugnosis, though the gain in 

survival is measured in months rather than years." 

Improvements in diagnostic techniques and in 

treatment, such as the use of R-blockers in stable 

mild to moderate h a r t  failure, are likely t o  improve 

prognosis.".'6 

2.4 Cesebrovascuiar Disease 

The cerebral vascular diseases may br  divided into 

two general groups - those producing cerebral 

infarction and those which give rise t o  cerebral 

haemorrhage. The WHO definition of stroke is 

'rapidly developing clinical sigm (if focal (or global) 

disturhancc of cerebral function, with symptoms 

lasting 24 hours o r  longer or l c a d i q  tu death, with 

nu aj,parerri cause other than of iiasiular origin'." 

Incidence ratrs of stroke rise exponentially with 

age.'' Typically, first ever stroke accounts for three 

quarters of 311 strokes. While four out of tell 

patients return home,' many with grrrrd recovery, 

one in ten remains heavily drpendent in long-term 

institutional care.'" The risk of recurrence is high, 

ranging from one third to onr half of those who 

survivc a strokc. 

- 
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In addition to age, factal-s associated with increased 

risk of stroke are 1-nised Ihlrmd prcssure. raised 

serum cholcsterul, smoking, ovrrweight and raiscd 

plasma fihrinogen which increases the tendency of 

the blood to clot; fihrinagcn is itself incrcascd by 

smoking, overweight, hcing sedentary and 

psychosocial factors and is negatively associated 

with alct,bol. Risk of strokc is also increased in 

those with diabetes and with impaired glucose 

tolerance, and in those with some cardiac diseasrs, 

such as some diseases of heart valves and some 

abnormalities of heart rhythm. 

There has been a substantial decline ovcr a number 

of decades in stroke mortality throughout the 

developed world, including Ireland.'HJ9 It is likely 

that this reflects lifestyle and dietary changes, 

particularly a reduction in population salt intake, as 

well as improved detection and management of 

raised blood pressure. 

Diabetes can be divided into a number of different 

types, depending on the underlying pathological 

mechanisms.iO The type with onset in children and 

young people results from damage by the immune 

system t o  the insulin-producing cells in the 

panciras. The type with onset in older people 

results from resistance to insulin and relative insulin 

deficiency. 

P a t i e m  with diabetes have a two- to four-fold risk 

of coronary, cerebrovascular and peripheral 

vascular disease compared to people who d o  not 

have diabetes." The degree of glucose elevation is 

directly related to the risk of cardiovascular disease. 

Abnol-ma1 glucose metabolism in the absence of 

frank diahetes is also associated with increased risk. 

Diabetes is a poor prognostic factor post-AMI; 

diabetic patients have higher mortality rates in 

hospital and after discharge. People with diabetes 

are more likrly to ;also have raised blood pressure, 

nhcsity, increased abdominal fat and abnormal lipid 

metaholirm. 

I r i s  i-ccrrmmended that even when diabetic patients 

arc  symptomatic their risk factol-s should be 

managed as agg~.essively as i n  nondiabctic patients 

with existing cardiovascular disease." Tight 

control of blood pressure in diahctic patients with 

lhyprrtcnsion has been shown t o  reduce risk of 

stroke by 44%; o t h  complications of diabetes 

were also lower, including diabetic retinopathy 

which results from damage t o  small blond vessels in 

the retina and can lrad to blindness." 

Patients with atherosclerusis have distortions of the 

internal surface of the arterirs, known as 

atherosclerotic plaques. These can build up and 

reduce blood flow through the artery, resulting in 

disease of coronary arteries or  disease af the arteries 

which supply the brain or lower limbs. 

It'is usually considered that a coconary artery must 

be narrowed by a t  least 50.70% in luminal 

(internal) diameter hefore coronary blood flow is 

inadequate tn meet the metabolic demands of the 

heart with exercise or  stress.' The narrowed areas 

(stenoses) are not  necessarily fixed but may 

constrict o r  dilate in response to a number of 

stimuli. 

Patients with CHD are at risk of developing plaque 

fissuring or  rupture.' Plaque rupture is associated 

with platelet aggregation at the site, resulting in 

thrombus (blood clot) formation which may lead to 

further impairment of blood flow in the artery or 

even to occlusion. Clinically, this may be reflected in 

the development of unstable angina or  AMI. 

Greater understanding of the processes involved has 

led to the identification of factors which alter risk of 

the development of athrrosclerosis. Thr  recognition 

that oxidisrd low density lipoprotein (LDL) blood 

cholesterol was more atherogenic than 'native' LDL 

which is not oxidised resulted in the identification 

of the role o f  antioxidants in inhibiting the 

atherosclerotic procrss.'4 Research is continuing to 

elucidate which anrioxidants are importanr but this 

mechanism may explain the protective role of diets 

- 
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which are high in fruit and vegetables, and support 

a protective role for vitamin E. 

It has been recognised that it is not just the 

condition of  the arteries which is important in the 

development of atherosclerosis but that constituents 

of the blood may also contribute to the process. 

Studies have found that an increased tendency of 

the blood to clot (thrombosis), for example with 

raised levels of fibrinogen, is associated with an 

increased risk of AMI." (One of the effects of 

smoking tobacco is to increase concentrations of 

fibrinogen in the blood.) 

Knowledge of the disease process continues to 

increase. In recent years, for example, research has 

been carried out on the role of homocysteine in the 

development of atherosclerosis and thr~rnbosis. '~ 

Raised levels of homocysteine can be related to a 

range of genetic and lifestyle factors, including 

smoking and diet. Levels are raised by a diet which 

is high in animal proteins with low intake of folate 

and vitamins B6 and BIZ. However, the role of 

vitamin supplen~ents in reducing the risk of 

cardiovascular disease has not yet been elucidated. 

In addition to lifestyle factors in adulthood, there is 

evidence that undernutrition of the foetus in middle 

to late pregnancy or slow growth in infancy may 

increase the risk of CHD and possibly other 

cardiovascular diseases in later life.*' It is 

hypothesised that nutrition status in early life 

'programmes' relevant physiological functions, such 

as blood pressure, insulin responses to glucose, 

cholesterol metabolism or blood coagulation. 

Because of the complexity of the processes of 

atherosclerosis and thrombosis, there are several 

points at which they can be slowed or halted and 

these are increasingly being exploited by the 

development of  effective pharmacological 

interventions. For example, aspirin in low doses 

reduces the tendency of the blood to clot and has 

been shown to substantially reduce the risk of 

rrcurrrnce of crrnmary and stroke events, as well as 

reducing mortality in unstable angina, in AM1 and 

in asymptomatic people who are at high risk of 

cardiovascular di~ease.~~' '  There is also evidence 

that chronic inflammation, for example as a result 

of chronic infection, may play a role in the initiation 

and progression of atherosclerosis. Some of the 

reduction with aspirin in AM1 in those at high risk 

may be attributable to its anti-inflammatory 

functions. 

Increased knowledge about the pathological process 

and about factors associated with cardiovascular 

disease has also increased the extent to which 

cardiovascular disease can be pevented. 

2.7 A Oiobal Perspective 

The burden of mortality from cardiovascular 

disease in Europe was examined recently by a Task 

Force of the European Society of Cardiology."' In 

nedrly all European countries, cardiovascular 

mortality represents around 40% of total mortality 

before the agr of 75 years. The1.e has been a decline 

in the age-specific cardiovascular disease mortality 

rates in younger age groups in Western European 

countries, including Ireland. 

In the United States it has heen estimated that 25% 

of the reduction in mortality can be attributed to 

primary prevention, 50% to treatment of acute 

episodes and to cardiological and surgical 

interventions, and 25% to secondary prevention in 

those with the disease." It is likely that the 

proportions contributed by treatment and 

prevention vary at different points in each country's 

epidemic curve but that these strategies are 

complementary and necessary t o  reduce mortality 

and morbidity from CHD at population level. 

While there have been substantial declines in 

mortality rates at younger ages from cardiovascular 

disease in Western countries, the number of  

chronically ill cardiovascular ~a t i en t s  may even he 

increasing due to the ageing of the population.'Y 

Effective treatments for conditions such as AM1 

may lead to an increase in the numbrr of patients 

who survive and reinfarct, and of patients with 

heart failure. 

- - - - 
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In Eastern Europe, death rates from cardiovascular 

disease continue to increase in men and women in 

many countries, such as the Russian Federation, 

and are high in other countries including Poland, 

Hungary and the Baltic States." The publication of 

the European Task Force places mortality from 

cardiovascular diseases in Irish men and women at 

the interface between the very high rates in Eastern 

European countries and the lower rates which 

pertain to the remainder of Europe outside these 

 island^."^ 

In 1996 cardiovascular disease accounted for one 

quarter of all deaths in developing co~ntr ies .~ '  With 

economic development it is expected that the 

developing countries will repeat the pattern seen in 

Western countries. The epidemic of premature 

mortality is expected to emerge first in those who 

are better off and to then spread to those who are 

less well off. The decline in the epidemic occurs 

similarly with reductions first in those who are 

better off while the disease may continue to have a 

high prevalence in those who live in poverty. 

There is much that Ireland can learn from countries 

such as Finland which have successfully taken a 

strategic approach to the management of the 

cardiovascular disease epidemic.32,33 
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There is a large measure of agreement 

internationally on the factors which increase risk of 

CHD. A WHO Expert Committee which reported 

in 1982 stated that, in the judgement of the 

Committee, 'the major determinants of population 

rates of CHD had now been idenrified: a n  

inappropriate national diet aggravated by physical 

inactivity and overweight (reflected in the mass 

raising of blood lipids and blood pressure), and 

widespread cigarette-smoking'.' Smoking, raised 

blood pressure and raised blood cholesterol are 

regarded as the three 'classic' risk factors for CHD. 

Factors which alter risk may be classified as 

personal characteristics which are not modifiable, 

a n d  lifestyle factors and biochemical or 

physiological characteristics which !nay be 

amcnable to change (Figure 3.1).' When a number 

of risk factors are present, the increase in risk is 

multiplicative. 

Some individuals are at high risk of cardiovascular 

disease because of their genetic make-up. The 

Human Genome Project has made substantial 

progress and knowledge of genes which alter risk of 

cardiovascular disease is increasing rapidly. Genetic 

analysis is likely to be an important component of 

risk assessment and patient managenlent in the 

future. However, because cardiovascular disease 

rates in population groups change relatively 

quickly, for example, in immigrants, we know that 

for most peoplc it is the combination of g e n e  and 

lifestyle which is important in determining risk. It 

must be remembered that families share lifestyles as 

well as genes. Healthy lifestyles and preventive 

treatment can do much to  ameliorate increased risk 

which is genetic in origin. 

Intuitively, the public assigns a high priority to 

'stress' as a risk factor for cardiovascular disease. 

Some such associations may operate through 

culturally mediated responses to  stress which alter 

lifestyle factors including smoking and alcohol, diet 

and physical activity. There is, however, substantial 

evidence of an  independent association between 

psychqsocial factors and the development of 

cardioyascular d i ~ e a s e . ~  The evidence is strongest 

with regard to  anxiety and depression, low social 

supports, low job control and type A personality 

(particularly with high hostility). Psychological 

factors may also be important in triggering an acute 

event. 

Significant differences have been found in Irish 

standardised mortality rates from all causes 

between the professional / managerial classes and 

the semi-skilled /unskilled social c ~ a s s e s . ~  Studies in 

flgure 3.1 Lifestyles and other characteristics associated wlth Increased rlsk of future CHD2 

Personal characteristics 
(non-modifiable) 

Lifestyles 

D~et  hlgh in saturated fat, Elevated plasma total 
cholesterol and calor~es cholesterol (LDL cholesterol) 

Sex Tobacco and smokmg Elevated blood pressure 

Famdy hlsroiy of CHD or other Excess alochol consumpnon Low plasma HDL cholesterol 
arheiosclerotlr vascular disease 
at eally age jtn men 4 5  years, 
I" women < 65  ears) 

Personal history of CHD or orher Physical inactivity 
atherosclerotic vascular disease 

Elevated plasma trlglycendes 

Hyperglycaemtaldlabetes 
Obestty 
Thrornbogcn~c factors 

@!:+ *-.- ~. .~ ~ . .  
"m* --- 
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many countries have found important differences 

between the social classes in the prevalence of risk 

facturs fur cardiovascular disease, with risk being 

substantially higher in disadvantaged groups. The 

Kilkcnny tlealrh I'roicct (KHI') population survrys 

found similar strong associations between social 

class and smoking, hlood pressure, the prevalrnce 

of obesity and knowlrdge of CHD risk factors.' 

Initiatives to reduce the risk uf CHD will also result 

in decreased I-isk from the other atherosclerotic 

diseases. Raised hlood pressure is an important risk 

factor for CHD and stroke. In addition to the 

association between smokine, and CHD, there is a 

particularly strong relationship between smoking 

and the development of peripheral vascular disease. 

Action to reduce risk of CHD will also benefit risk 

of other diseases such as cancrr of the lung, chronic 

respiratory disease and diabetes mellitus. 

3.2 Prevention 

Because the majority 01 cases of CHD occur in the 

mass of the population who are not ar high risk as 

such, but contribute the most cases because of their 

large numhrrs, the WHO Expert Committee (1982) 

considered that a comprehensive plan fo r  

prevention has three components.' These 

approachrs are scm as complementary rather than 

alternative preventive strategies: 

(1) A population strategy t o  alter the lifestyle 

characteristics which underlie the mass occurrence 

o f  CHD; 

( 2 )  A high risk strategy with health care support t o  

reduce risk in those identified as being a t  extra 

risk; 

(3)  Secondary prevention to prevent recurrence of 

disease in those who have already had a CHD 

event. 

There have been numerous repurts from expert 

committees which have reached similar conclusions. 

By 1988 Lamm had collrcted 46 official documents 

issued from 14 countries since 1980.'. Most rcports 

recognised that the multiple facrurs associared with 

CHD need t o  he addressed wirh a combination of n 

ix)p~dat ion and high risk approach. Health 

promotion strategies were recom~nrnded 'to make 

the hcalthy choice the c a y  chrlicc' and t o  change 

attitudes so rhat nun-smoking, healthy eating and 

a n  active lifestyle are seen as  usual, normal 

behaviours. Opportunistic case finding was 

~rccommended rather than whole population 

scrrening. Tile r a g e t  population mean cholesterol 

was 5.2 mniolll in most reprrts, with ralurs of 6.5 

being considrred high, WHO criteria for  

hypertension were accepted in most reports (normal 

140180 mm Hg, borderlinr 140-159180-94 and 

hypertension 160-95). There was unanimity o n  the 

need t o  reduce the prevalence of cigarette smoking. 

The recommendations of rhese groups have heen 

reinforced by rrports issued during the 1990s. In 

Europe the report which has bran most widely 

disseminated is that of thc Joint Task Force of the 

Europesn Society of Cardiology, European 

Atherosclerosis Society and European Hypertension 

Society which made recommendations on 

prevention of coronary heart disease in clinical 

practice.' These 'European recommendations' aim 

to summarise important issues on C H D  prevention 

from a clinical perspective and to give medical 

practitioners advice to facilitate their work in this 

area. The report acknowledges that 'CHD has a 

multifactorial aetiology, that risk factors have a 

multiplicatiue effect, and  rhat as  f~hysicialzs we are 

dealixg with the whole persorz, not wirh isolated 

risk factors'. 

These recommendations were updated in 1998.' 

The approach is very similar to that of the 1994 

report. There is increased emphasis on risk 

estimation and management in patients with 

diabetes. Recommendatirm for those who have 

C H D  o r  other atherosclerotic disease are  

summarised in Figure 3.2. 
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Figure 3.2 Preventwe strategies far 

Task Force recornrnendat~ons~' 

patlents wlth CHD ar other atherosclerotic d~sease, based an European 

Lifestyle: 

Other nsk factor goals: Blood pressure < 140190 mm Hg I Total cholesterol E 5 0 rnr 

Prophylacnc drug therapies: 

Screen: 

LDL cholesterol < 3 0 mmol/l 

Aspmn I R-blockers I Cholesterol lo 
ACE mhrbltors I Ant~coagulants 

Closc relarwes of patxents wxh premature CHD 
( I  e in men c 55 years, women c 65 years) 

In patients with identified disease and in those at 

high risk considerable skill is required to provide 

support for brhaviour change and lifestyle 

modification. In clinical trials where substantial 

lifestyle changes were achieved, particularly in 

rc~htion to diet and cholesterol lowering, there is 

evidence that the disease process may be haltrd and 

that there may be regression of atherosclerotic 

lesions.' In general, individualised dietary advice for 

cholesterol lowcring is modestly effective in 

lowrring blood cholesterol levels.' The 'Stages of 

Change' model can assist practitioners to improve 

their effectiveness in preventive ac t i~ i t ies . '~  

Strategies for prevrntion of CHD are also relevant 

to the prevention of other atherosclerotic vascular 

diseases, including stroke and peripheral vascular 

disease. 

Patients will benefit most when lifestyle 

modification is attempted in the context of 

comprehensive population strategies to reduce 

tohacco use, encourage healthy food choices and 

increase physical activity. It is recognised that 

special attention is required to promote health in 

disadvantaged groups, with low income or low 

levels of education." 

There is a range of basic and more sophisticated 

diagnostic procedurrs available to establish the 

diagnosis of CHD, to assess the size and functioning 

of  the heart, the response to exercise, and to record 

the heart rhythms or ambulatory blood pressure. 

Monitoring equipment is required for the care of 

patients admitted with chest pain. Basic 

echocardiography is the recommended diagnostic 

tool for the assessment of ventricular function in the 

diagnosis of heart failure. Amhulatory hlood 

pressure monitoring is recomn~ended for assessment 

of hlood prcssurr levels where there is uncertainty 

about thk diagnosis of hypertension. 

More sophisticated equipment is used for a 

proportion of patients who require further 

assessment. Coronary angiography, where dye is 

inserted into the arterial system and visualised and 

recorded in its transit through the arteries, is used to 

assess the extrnt and distribution of lesions in the 

coronary arteries. The information acquired is used 

as the basis for consideration of further possible 

interventions t o  treat the coronarv disease. 

Patients with abnormal heart rhythms may require 

the insertion of a pacemaker which is a relatively 

common procedure. Equipment for 

electrophysiology studies and for ablation 

treatment to eliminate the source of abnormal 

rhythms is available in specialist centres. 

There have been substantial developments in recent 

decades of effective drug treatments for 

cardiovascular diseases. Each new drug is rested in 

randomised clinical trials. The effectiveness of the 

new druz is compared with the performance of a 

drug commonly used for the condition. Several 

thousand patients may he entered into these 
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international multicentre trials in order to 

demonstrate a statistically significant difference in 

outcome, mortality or  morbidity. Such a difference 

may he of the order of 1% or 2% but the end result 

of thrse incremental improvements in Treatments 

has bcen to substantially reduce mortality in acute 

and chronic cardiovascular disease. 

There is a range of effective drug treatments 

available for the different manifestations of CHD. 

(Further information is presented in Chapter 8.) 

Where risk factors have not declined sufficiently as 

a result of behaviour change or where there has not 

been adherence to lifestyle advice, effective drug 

treatment is available to reduce risk of recurrence or 

of the emergence of the disease in those at high risk. 

It is important that treatment and preventive 

medications which have been shown to he effective 

are mescribed to all who would benefit. 

3.5 Cardiac lnterwantions 

Research is being carried out on new techniques to 

improve the blood supply to the heart muscle. 

These include transmyocardial laser 

revascularisation and methods of inducing the 

formation of new blood vessels (neoangiogenesis), 

for example by injecting a human growth factor.''. 
13  However, the mainstays of improving the blood 

supply to heart muscle remain coronary artery 

bypass graft (CABG) surgery and percutaneous 

transluminal coronary angioplasty (PTCA). 

3.5.1 Cardiac Surgery 

In a CABG operation a section of artery or vein is 

used to reroute the blood supply around the 

obstructed segment of the coronary artery or  

arteries. This is a major surgical procedure 

requiring several days in hospital post-surgery and 

several weeks convalescence. However, with 

advances in surgical techniques and in post- 

operative care, length of hospital stay has been 

reduced in recent years. 

Compared to medical therapy available in the past, 

CABG has been shown to improve symptoms of 

angina and other indicators of quality of life.I4 The 

benefits have been found to be durable; at 10-12 

years post-surgery with internal mammary artery 

grafts patency rates havc been found to exceed 

90%."Only 8% of patients in one trial required a 

further revascularisation procedure during five 

years follow-up after CABG.I6 Diabetic patients in 

that trial who required revascularisation and were 

assigned to CARG had a survival advantage 

compared to those who had an  angioplasty 

procedure. 

3.5.2 Angioplasty 

The purpose of a PTCA procedure is to widen the 

stenosed artery by introducing and inflating a 

balloon catheter. Frequently nowadays a device 

know as a stent, a metal tube or coil. is inserted into 

the coronary artery during PTCA. The aim is to 

prevent abrupt closure of the artery after PTCA and 
/ 

to prevent restenosis in the longer term. 

In patients with CHD considered suitable for either 

PTCA or medical care, early intervention with 

PTCA has been found to provide greater 

symptomatic improvement, especially in patients 

with more severe angina." Recovery after PTCA is 

more rapid compared with CABG. However, 

symptoms are more likely to recur and a further 

revascularisation p x ~ e d u r e  is more likely after 

PTCA;" after five years 54% of patients in one trial 

had a further revascularisation procedure.'6 

In clinical practice CABG and PTCA have 

advantages and disadvantages; technical 

considerations and the clinical status of the patient 

determine the preference for one intervention over 

the other in the short-term. Neither treatment cures 

the underlying condition and long-term strategies 

are likely to use both interventions in a 

complementary fashion," along with appropriate 

lifestvle advice and medication. 

Z.G Cardiac Rehabilitation 

There is evidence that patients with different 

manifestations of cardiac disease benefit from 

participation in formal rehabilitation programmes, 

with reduced mortality, increased exercise 

~~ ~ ~~~~ ~- ~~- ~~ - ~~~~ ~- - - ~  . -~  ~~ ~ 
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performance and an improved sense of 

wellbeing?0," These effects are seen in both men 

and women irrespective of age. Such programmes 

provide psychological, social and vocational 

support to  patients and their families. They improve 

compliance with secondary prevention strategies 

particularly by encouraging smoking cessation and 

adherence to medication and nutrition advice." The 

safety and efficacy of the exeacise protocols in 

current use are well documented.'" 

The process begins as soon as possible after surgical 

or medical intervention and generally continues on 

a formal outpatient basis over a period not longer 

than three nlonths in most centres. Inpatient 

programmes are available in sumc countries where 

facilities and cost considerations permit. 

The role of cardiac rehahilitation as a sysrrm for 

providing secondary prevention is under active 

review. 
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4.1.1 Martality, All Causes ~aad 

Cardiovascular Diseases 

Cardiovascular disease is the single largest cause of 

death in Ireland, with over two in five (43"A) of all 

deaths in 1997 being attributed to this group of 

diseases (Figure 4.1). Within the cardiovascular 

diseases, coronary heart disease (CHD) results in 

the largest nun~ber of deaths, leading to almost one 

quartrr of all deaths at all ages. Stroke results in 

nearly one in ten of all deaths. A further one in ten 

deaths is attributed to other cardiovascular causes, 

such as heart failure, diseases of arteries including 

aortic aneurysm and diseases of the peripheral 

arteries, hypertensive disease and rheumatic heart 

disease. 

The contribution of cardiovascular diseases to 

overall mortality differs according to age and 

gender. The causes of death are shown in Figures 

4.2 and 4.3 for men and women up to the age of 65 

years and for those aged 65 to 74 years. For men 

under the age of 65 cardiovascular disease is the 

main cause of death. In contrast, for women in that 

age group, cancer is the most common cause of 

death followed by the cardiovascular diseases. For 

men and women in the 65 to 74 year age group 

cardiovascular disease is the largest category of 

deaths, resulting in 45% and 38% of deaths in men 

and women respectively. 

Cardiovascular disease has been declining as a 

cause of death in Ireland, as it has throughout the 

Western World. Trends in mortality from 

cardiovascular disease nred to be interpreted in the 

context r ~ f  trends in total mortality. In addition, it is 

necessary to age-standardise the mortality data to 

adjust for the influence of changes over time and 

differences between regions in the age structure of 

the population. 

There are two striking features of the trends in age 

standardised death rates from all causes in Irish 

men and w o l ~ e n  (Figure 4.4). The first is the decline 

in mortality from all causes at all ages in Irish men 

and women from 1970 to 1993 - a decline of 19% 

and 28% in men and women respectively when 

death rates for 1970-1972 are compared to those 

for 1991-1993. The second is the continuing higher 

mortality rates in men compared to women and the 

slower rate of decline in men compared to  women. 

Table 4.1 Life expectancy at ages 40 and 65 for men and women in the EU. 

Country 

Austria 

Belgium 

Denmark 

Finland 

France (a) 

Germany 

Greece 

lreland 

Year 

1994 

1994 

1994 

1994 

1994 

1994 

1994 

1994 

Men aged 40 

35.6 

35.7 

34.7 

34.9 

36.3 

35.1 

37.4 

35.1 

Women aged 40 

41.0 

41.4 

39.3 

41.3 

43.2 

40.8 

41.5 

39.7 

Men aged 65 Women 

Italy 1992 36.5 42 0 15.4 19.2 

Luxembourg 1994 35 4 41 1 14.6 18.7 

Netherlands 1994 36 2 41.5 14.8 19.1 

Portugal 1994 34.9 40.4 14.4 17.9 

Spam 1993 36.5 42.5 15.7 19.5 

Sweden 1994 37 6 42.3 16.0 19.7 

United K~ngdom 1994 35.9 40.5 14.7 18.3 

EU Average 1992 35.6 41.3 15.0 18.8 

la1 P~ou~sl~mal  d m  

source: WROSTA. Demographic Statistics, 1997 

- . 
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For middle-aged and oldcr women in Ireland life 

expectancy has increased steadily from 1950 t o  the 

present time.' For men, life expectancy at all ages 

over 50 remainrd unchanged from 1926 t o  1981. 

Life cxpectancy for middle-aged men and womcn 

has improved in recent years but at age 65 life 

exprctancy for men and women in Ireland is the 

lowest in the EU (Table 4.1). 

Figure 4.1 Principal causes of death at ail ages, Ireland, 1997 

Figure 4.2a Principal causes of death in lrish men 
aged 0 64 years, 1997 

Figure 4.2b Principal causes of death in lrish women 
aged 0 - 64 years, 1997 

Building Healthier Hearts The Report of the Cardlovascular Health 

Figure 4.3a Principal causes of death in lrlsh men 
aged 65 - 74 Ireland. 1997 

Figure 4.3b Princfpal causes of death in lrish women 
aged 65 74 ireiand, 1997 

Figure 4.4 Age~standardised mortality from all causes in lrish 
men and women, all ages, 1970 1993 

4.1.2 Mortality from 6HQ 

Age specific CHD death rates start to increase at a 

younger age in men compared with women and 

death rates are higher a t  all ages in men compared 

with women (Figure 4.5). Nevertheless, the rise in 

drath rates from CHD with age is also steep in 

womcn. 

. ~ 
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Figure 4.5 Age~specfic mortallty rates from CHD in lush Figure 4.7a Age~standardised mortality f r o r  CHD in lrlsh men 

men and women, 1997 and EU average for men. 0 64 Years. 1970-1993 

1910 1915 1980 I985 1990 1991 

\ourcc: U'HO Hcilrh for A11 d i i r h r x  

Some of  the reduction in total mortality can he 

attributed to a decline in death rates from CHD in 

Irlsh men and women (F~gurc 4.6). Death rates 

from CHD at all ages plateaued d u r ~ n g  the 1970s. 

then drcreased from the late 19705 onwards, w t h  a 

more rapid decline in men since the mid-1980s. 

Death rates were 1 6 %  and 1 5 %  lower in men and 

women respectively in 1991- 1993 compared to 

1970-1972. 

Figure 4.6 Age-standardised mortality from CHD in lrish men 
and women, all ages. 1970-1993 

The reduction in CHD mortality was greatest for 

men and women in younger age groups (Figure 

4.7). In those aged under 65 yrars the reduction 

from 1970.1972 to 1991-1993 was 30% and 50% 

respectively. This compares with declines in the 

average rates for the European Union (EU) in the 

corresponding time periods of 35% in men and 

34% in women. Since the mid-1980s the rate of 

decline in Irish men in this age group has hcen 

higher than the dccline in  rnm in the EU as a whole. 

Figure 4.7b Age~standardsed martahty from CHD in lrlsh women 
and EU average for women. 0 - 64 Years, 1970-1993 

0 I -  _A--L -11 : > - > - I  .21 I ~I-2 ~ I L I L ~ I   it 
1'170 1975 1980 1981 1990 1995 

Source: WHO Hcalrh lo, All d i l o b i s r  

Age specific death rates for C H D  for Irish men and 

women in the 65 m 74 year age group for  1978 to 

1997 are shown in Figure 4.8. From 1977.1979 to 

1995-1997 the decline in death rates was 26% in 

men and 32% in women. 

Despite the decline in recent years, death rates from 

CHD remain high in Ireland compared to rates in 

other EU countries (Figure 4.9). For men in the 

under-65 age group Irish men and women have the 

highest dcath rates from C H D  in the EU, the next 

highest ratcs being in the United Kingdom. The 

most stark contrast is with ratcs for Finnish men. 

During the 1960s death rates from CHD were 

substantially higher in Finland than for men in these 

islands. Death rates for men undrr 6.5 years in 

Finland are now Iowu than for lrish men.  I h t h  

rates for Finnish wrlmen were similar to ratrs for 

lrish womrn during the 1960,. The latcst figures 

show death ratrs fur women under 6.i years in 

Finland to he ncwly half those of  women in Irclmd. 
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-- 
Figure 4.8 Morralty from CHD n lrlsh men and women, 

aged 65-74 Years, 1978 - 1997 

-- 
Figure 4.10a Age-standardlsed CHD mortality by health board for men. 

all ages, average rates 1991 1995 

1878 1980 $982 1989 lPBB 1088 -9. l D P I  1894 10~6 

s<>urce: < s < i  

Figure 4.9a Age-standardised CHD death rates for men in EU 
Countries aged 0 64 years, last available year 

100 , 

Sourcc: WHO 11ealrh for All dauh.irr 

Figure 4.9b Age~standardised CHD death rates far women in 
EU countries aged 0 - 6 4  Years, last available vear 

There is sume geographic variation within Ireland 

in drath ratrs from CHD (Figure 4.10). In men and 

womcn age standardiscd death satrs are highest in 

the North Eastern and Southrrn Hcalth Board 

regions and lrrwest in tlir North Wrstern Health 

Board. 

Figure 4.10b Age-standardlsed CHD mortality by health board for women, 
all ages, average rates 1991 1995 

~-~ . 
~~~ ~~- ~ - .---. ~ . ~ - ~ ~ -  . 

Building Healthier Hearts The Report of the Cardiovascular Health Strategy Group 



There have also been decreases in death rates from 

cerebrovascular disease (Figures 4.11, 4.12 and 

4.13). At all ages the decrease in death rates 

between 1970-1972 and 1991.1993 was 47% in 

men and 52% in women. The decrease in the under- 

65 year age group in men was 62% compared to an  

average decrease in the EU of 48%; by the early 

1990s rates in Irish men were similar to  or lower 

than the EU average. Among Irish women in the 

under-65 year age group the decrease in mortality 

was 68% compared to  a decrease of 53% for the 

EU as a whole; in the early 1990s rates were slightly 

higher in lrish women comparrd to the EU rates. In 

the 6 5  to 74 year age group in Ireland the age 

specific death rates from strnke decreased from 

1978-1980 to 1995.1997 by 4 7 %  in men and by 

56% in women. 

Figure 4.11 Age~standardised mortaliw from cerebrovascular 
disease in Irish men and women, all ages. 1970-1993 

Figure 4.iZa ~ge-standardised mortality from cerebrovascuiar 
disease in lrish men and EU average for men, 
0 - 64 years, 1970-1993 

Figure 4.1Zb Age~standardised mortality from cerebrovascular 
disease in lrish women and EU average for 
women. 0 64 years. 1970~1993 

Figure 4.13 Mortality from cerebrovascular disease in Irish men 
and women, 65 74 years, 1978~1997 

600 

1 

Source: WHO Health bir All drrnbair 

There are no statistically significant differences 

between health board regions in stroke death rates 

in men. In women death rates from stroke are 

significantly higher than the national rate in the 

Midland and South Eastern Health Boards and 

lower in the Eastern Health Board. 

4.2 Morbidity 

4.2.1 interpreting Morbidity Data 

When examining morbidity data for CHD, it  is 

necessary to  consider the natural history of the 

disease at population level. At the height of the 

epidemic in a country there may he high mortality 

rates, including sudden draths in the community, a 

short time course of the disease and consequently, 

low prevalence" in the population. Thus, high 

mortality rates may he associated with relatively 

low prevalence and morbidity, for example, as 

shown by hospital discharge statistics. 

.   re valence s the oro~or ton  of the  popuaton who are affected by a disease at 
a ~art lcular time. (Barker DJP. Cooper C. Rose G. Eo~demlalagy in Medics1 
Pracfce. Fink Edflon. London: Chvrch i  ivngstone,  19981 

Building Healthier Hearts The Report of the Cardtovascular Health Strategy Group 



A decline in mortality rates does not necessarily mean 

that the incidencet of the disease has decreased. A 

similar number of people may develop the disease 

but may survive an acute tpisode. Reduced case 

fatality results in lower death rates and increased 

prevalence of the disease.' As the epidemic declines in 

a population, incidence decreases, particularly in 

younger age groups and the average age at 

presentation increases. The changes in the population 

burden of disease are different in each population, 

depending on peak mortality rates and the rate at 

which mortality declines. 

4.2.2 Morbidity Data, CHD 

The Hospital In-patient Enquiry (HIPE) is a health 

information system operated by the Economic and 

Social Research Institute with funding from the 

Department of Health and Children. HIPE provides 

informatioh on episodes of care in publicly funded 

hospitals ('section 10.3). Within the data for a 

particular time period, individual patients may be 

represented more than once. Thus, for chronic 

diseases the data must be used with caution in 

relation to the prevalence of disease in the 

popnlatim. However, HlPE provides an estimate of 

the volume of serious disease presenting to the 

publicly-funded health services. 

HIPE provides for up to six different diagnoses for 

each discharge. In Ireland in 1996 there were 

42 730 discharges with at least one diagnosis of CHD 

(ICD-9-CM code 410-414, ischaemic heart disease). 

The total number of bed days with this diagnosis was 

368 198. The largest number of bed days (77 853) 

was recorded for women aged 75 or more, followed 

by men under the age of 65 (77 301 days) and men in 

the 65 to 74 year age group (75 433 days). 

There were 20 013 discharges in 1996 where CHD 

was the primary diagnosis on discharge (Table 4.2). 

The largest number of discharges was in men in the 

under 6.5 age group, followed hymen aged 65 to 74 

years. There were a similar number of discharges in 

men and women aged 75 or more. The discharge 

rates by health board area of residence with a 

primary diagnosis of AM1 are shown in Table 4.3. 

Table 4.2 Hospltal In-patlent Statlstlcs. 1996, discharges wlth a dlagnosls of CHD (primary dlagnos~s. ICDSCM codes 410.414). 

Males 
< 55 
55-64 
65-74 

75 
Females 

: 75 
Total 

Discharges 

Source: IMU Dcpaammr of Health and Chddrcn 

Table 4.3 Age-standardised discharge rates for AM1 

(Rates per 100 000 population. ICD~9-CM code 410, 

Health Board 
Eastern 
Midland 
Mid-Western 
North Eastern 
North Western 
Southern 
South Eastern 
Western 
Total 

Suurcc: IMU Deparrnlrn 

Males 
228.6 
207.1 
209.2 
289.7 
221.1 
193.0 
214.9 
211.5 
220.3 

30 489 
34 152 
18 792 

5 151 
9 843 

19 420 
21 297 

159 071 

by health board. Hospital ln-pat 

Females 
92.9 
88.7 
84.6 

125.2 
109 2 
74.4 
95.4 
76.7 143.2 
91.3 153.2 

Building Healthier Hearts T h e  Report of the Cardlovascular Health Strategy Group 
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&Z.S *::96rvefipsp;s, tor e H D  

Prior to referring a patient for coronary artrry 

bypass graft surgery (C4UG) or as a prelude to 

percutaneous transluminal coronary angioplasty 

(I'TCA), coronary artrriogmphy is performed. 

There were 5 236 such l~rrrcedurrs performed in the 

hospitals reporting to HIPE in 1996 (Table 4.4). 

The largest number o f  angiograms was perfotnird 

on men under thr agr of 65 and the next largest 

number was in women in that age group. 

Table 4.4 Coronary arter~ography in hospltais reportmg 

to HIPE, 1996, by age and sex 

Age Group < 55 55-64 65-74 >75 Total 

Males 1337  1233 857 130 3 557 

Females 473 591 508 107 1679 

Total 1810  1824 1365  237 5 236 

sowcc Iblu Giep.vrrneni of Hidrh a ~ l d  Chmldren 

There was substantial variation in the rate of 

coronary atteriography by health board of residence 

(Tahle 4.5). The ratc was highest for those living in 

the Eastern, North Eastern and Midland Health 

Boards and lowest in the Western Health Board. 

Table 4.5 Coronary arteriography by health board of 

resldence, age-standardlsed rate per 10 000 populatlon 

HIPE data. 1996 

Health Board 

Eastern 

Midland 

Mid-Western 

North Eastern 

North Western 

Southern 

South Eastern 

Western 
Total 

Males 

28.0 
21.1 
16.5 
20.6 
16.8 
17.6 
16.9 
5.0 

19.8 

Females Total 

14.1 20.6 
8.7 15.0 
7.1 11.9 
9.4 15.1 
6.8 11.9 
6.6 12.1 
7.1 12.1 
1.9 3.5 
9.2 14.4 

Table 4.6 PTCAS carrled out in hospitals reporting to HIPE, 

1996, by age and sex 

Age Group < 55 55-64 65-74 > 75 Total 

Males 264 217 163 42 706 

Females 46 96 113 25 280 

Total 310 333 276 67 986 
i c m r r ~  lMl l  Deprrrrncnr of H d t h  and < hlldren 

Table 4.7 PTCA by health board of resldence. age- 

standardlsed rate per 10 000 populatlon HIPE data, 1996 

S W J ~ C  IMU Drparm~ 

Table 4.8 CABGs carrled out in haspi 

1996, by age and sex 

Age Group < 55 55-64 65- 

Males 245 304 2 

Females 39 77 1 

Total 284 381 362 48 1075  

icmrre IMU Drparanent *of Her l rh  ~ n d  Chlldron 

Table 4.9 CABG by health board of resldence, age 

standardlsed rate per 10 000 populatlon HIPE data. 1996 

Health Board Males Females Total 

Eastern 5.6 1.6 3.5 

Mldland 2.7 2.1 2.4 

Mid-Western 3.7 1.1 2.4 

North Eastern 3 7 1.2 2.5 
Sourcc: IMU Dcparmiml of Hcrlrh .md Chl i l rcn  North Western 4.3 1.4 2.9 

In 1996 there were 986 PTCA procedures carried 

out in hospitals reporting to HIPE (Table 4.6). 

There were substantially more PTCAs in men (706) 

than in women (280). Rates of PTCA wcre highest 

in the Eastern Health Board and lowest in the 

Wcstern Hralth Hoard [Table 4.7). Similar age, sex 

and geographic disrr ihut i~m are seen for CABG as 

for I'TCA (Tahlrs 4.8 and 4.9). 

Southern 5.8 1.1 3.5 

South Eastern 4.2 1.4 2.8 

Western 3.1 1.1 2.5 

Total 3.9 1.5 2.7 
Soi~ruc: IMU L>rpirmmU of Herich :)lid <:hlldrcr 

The private hospitals have not been providing data 

for HIPE. Tlic lrish Cardiac Surgery Registcr 

includrs data from only some of thr cardiothoracic 

-- --- ~-~ ~ -~ - . - . . 
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surgeons but those who provide acccss to thrir data &Z.4 L4aart Transpiants 

do so for both public and private cases. Of the 825 

cases included in the Register in 1996, the age and 

sex distribution was almost identical to that fmnd  

in HIPE. The Register had complete coverage in the 

rarly 1990s. In 1991 and 1992 (total cases 2 524) 

71.0% of cases were aged under 65 years compared 

to 62.9% of the 82.5 cases registered in 1996. 

HlPE recordrd a total of 52 hcart transplants fr im 

1994-1997, in 41 m;~lcs and 11 fcmalrs, ranging in 

age from 1 3  to 62 years. Over half of the 

transplants were in paticnts with cardiomyopathy 

(disease of the hcart musclc). A suhstantial 

proportion of the remainder was in patients with 

atherosclerosis of the coronary arteries. 

The age standardised HlPE data for cardiac 
The Irish Cardiac Surgery Register recordrd 25 

procedures show: 
heart transplants between 1985 and 1989 and 48 

(1) substantial variation by health board - rates in 

1996 were particularly low in the Western Health 

Board. In general, the closer his residence is to a 

tertiary centre the more likely a male is to get 

CARG; 

(2) arteriograph? PTCA and CABG are substantially 

lower in women than in men. Some of the lower 

provision in women, particularly in younger age 

groups, reflects lower levels nf nred compared with 

men. In older age groups there may he a higher 

threshold for referral of women for coronary 

arteriography. 

transplants hetween 1990 and 1992. A higher 

proportion of cases was in males compared to 

recent years hut the age range and the underlying 

conditions were similar. 

4.2.5 Morbidity Data, Cerebrovascular 

Disease 

Because cerebrovascular disease (stroke) is a major 

co-morbidity with implications for the level of care 

required, data are presented for all discharges with 

this diagnosis. There were 13  431 hospital 

discharges in 1996 with a diagnosis of stroke (Table 

4.10). Of these, cerebrovascular disease was the 

principal diagnosis in 8 532 discharges (64%). 

The number of angiograms and of angioplasties has 

increased suhstsntially since 1996. The more recent On average, patients with this diagnosis have a long 

data were obtained from the Cardiovascular Health stay in hospital, reflecting the rrquirrment for in- 

Strategy Group's survey of hospitals (Chapter 8). hospital rehabilitation prior to discharge. The 

number of discharges and hed days with a diagnosis 

of stroke is particularly high in women aged 75 

years and over. 

Table 4.10 Hasp~tal lwpatlent Statistics. 1996, dtseharges wtth a dlagnosls of cerebrovascular dlsease (ICD-96M co 

Discharges Bed Days Average Length 
Males of Stay 
< 55 821 11 454 14 0 
55-64 1108 15 275 13 8 
65-74 2 447 36 106 14 8 
2 75 2 611 44 504 17 0 
Females 
c 55 675 9 343 13 8 10.2 
55-64 704 9 724 13 8 10 5 
65-74 1 726 33 847 19 6 12 7 
s, 75 3 339 75 163 22 5 20 7 
Total 13 431 235 416 17.5 14.5 

hlwri iMII U r p m m m  ,,f tlirltll ,,ld ( lilliirlx~ 

~ ~~- 
~~ - .~ -~ ~ - ~~ ~ ~ ~ ,~ ~~-~~ ~~- 
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There are regional variations in hospital discharge 

rates with cerehrovascular discase (Table 4.11). 

However many patients die in the community 

shortly after the occurrence of a stroke and are not 

admitted to hospital. The proportion of such cases 

may vary from region to region. Thus, hospital 

discharge rates cannot be used as proxies for the 

incidence of stroke. 

Table 4.11 Age-standardised discharges with a diagnosis of 

cerebrovascular disease by health board. Hospital ln~patient 

Enquiry, 1996. (Rates per 100 000 population, ICD~9-CM 

Prescribing rates for cardiac drugs for GMS 

cardholders in 1997 were obtained from the Health 

Information Unit of the Eastern Health Board. In 

the 5 5  to 64 year age group, over one quarter of 

GMS cardholders were prescribed medication for a 

condition rclated to cardiac disease. Prescribing 

rates were very similar for men and women at  all 

ages up to the age of 75. In those aged 75 and over, 

prescribing ratcs were slightly higher for women 

than for men. 

4.2.7 Time Trends in Morbidity 

codes 430-438, primary diagnosis, includes only one 
The Kilkenny Health Project (KHP) registered CHD 

admission per person) 
and stroke events in Counties Kilkenny and Offaly 

Health Board Males Females Total 
Eastern 270.6 187.1 223.9 

from 1987 to 1992.' There was a decline in first 

CHD events (incidence) in men and women under 

Midland 234.8 219.1 229.0 the age of 65 years and in men aged over 65. 

Mid-Western 242.3 177.9 207.9 Attack rates (first and recurrent events) also 
North Eastern / 258.6 193.3 223.7 

decreased over time in those under the age of  65 
North Wc'estern : 244.2 182.0 211.3 

Southern 242.1 170.1 201.7 years, particularly in women, but there was no 

South Eastern 231.6 173.6 201.6 

Western 237.2 177.6 204.9 

Total 250.0 182.7 213.5 

Soulce: IMU Dcparmcnr of Hcaith md Chddren 

4.2.8 Prescriptions 

In 1997 the General Medical Services (GMS) 

(Payments) Board paid a total of £43.95 million for 

medicines for diseases of the cardiovascular 

system.'This represented 17.5% of the total bill for 

medicines and appliances. Prescriptions for diseases 

of  the cardiovascular system represented 19.4% of 

total prescriptions issued (Table 4.12).' 

evidence of a reduction in older people. Case 

fatality from AM1 decreased over time, particularly 

in the under 65s. All age and sex groups showed 

declincs in incidence and attack rates from stroke. 

4.3 Prevalence of Cardiovascular Disease 

In a survey of older people in Ireland about one fifth 

of respondents reported having a disease of the 

circulation (Fahey and Murray 1994)." 

Eight per cent of men and 1% of women in the 55 

to 64 year age group in the KHP surveys reported a 

past history of a medical diagnosis of a heart 

Table 4.12 Prescript~ons for diseases of the card~ovascular system pa~d for by the General Medlcal Servlces (Payments) Board, 1997 

Product Prescribing 

Category Frequency 

Cardiac therapy 741 206 

Antihypertensives 134 575 

Diuretics 1 098 195 

Peripheral vasodilarors 67 092 

Vasoprotectives 79 454 

Beta blocking agents 603 631 

Calcium channel blockers 504 552 

Renin-angiatensin system 527 152 

Serum lipid reducing agents 129 324 

Total 3 885 181 

% of 

Scheme 

3.69 

0.67 

5.47 

0.33 

0.40 

3.01 

2.51 

2.63 

0.64 

19.36 

Ingredient Cost 

£ Millions 

4.35 

1.45 

2.70 

0.88 

0.38 

3.71 

6.13 

7.43 

3.45 

30.48 

% of 
Scheme 
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attack.'Approximately 8% of men and women in prevalence of a cardiovascular condition is similar 

that age group gave a history of chest pain in men and women, affecting at least one in five 

compatible with a diagnosis of angina; 10% of men older people. The high prevalence of diabetes in 

and 6% of women were taking medication for a older age grnups is a cause for concern. 
heart condition.' 

4.4 Risk Factors for GardicvascuBar 

Less than one per cent of middle-aged men and Disease 
women in the KHP surveys had a past history of 

stroke. The prevalence of intermittent claudication 

(pain in the legs when walking caused by an 

inadequate hlood supply) was low, approximately 

1%. The prevalence of diabetes mellitus increased 

between the two sets of  surveys, particularly in 

men, to 5% in men aged 55 to 64 years and half 

that prevalence in women in that age group. This 

was the prevalence of diabetes known to survey 

participants. The actual prevalence of diabetes 

could be up to twice as high. A survey being carried 

out by the ,Department of Epidemiology in 

University College Cork will provide information 

on the prevalence of diabetes. 

Preliminary data from the Survey of Lifestyles, 

Attitudes and Nutrition ($LAN) show that 13% of 

men and 9% of women over 55 years had angina 

diagnosed by a doctor; 8% of men and 4% of 

women in the same age group reported that they 

had a past history of a heart a t t a ~ k . ~  It may he 

concluded that approximately one in ten men in the 

55 to 64 year age group has some form of heart 

disease. The prevalence is lower in women in that 

age group. However, in those aged 65 and over, the 

Whcn fully analysed, SLAN will provide 

information on risk factors for cardiovascular 

disease. Data on elderly people at  high risk of stroke 

will become available from the PROSPER study 

being co-ordinated by the Department of 

Pharmacology in University College Cork and 

involving over 200 general practitioners. 

One in ten of those surveyed in the KHP surveys 

gave a strongly positive family history of heart 

disease, resulting in premature death of a near 

relative.' 

Further information on risk factors and their 

prevention and management is provided in the 

context of health promotion (Chapter 5 ) ,  primary 

care (Chapter 6), hospital services (Chapter 8)  and 

rehabilitation (Chapter 9). 

4.4.1 Smoking 

Statistics on cigarette smoking prevalence among 

Irish adults were collected from 1972 to 1993 as 

part of the Joint National Media Research Survey. 

Table 4.13 shows the mean (average) values for 

Table 4.13: 

Males 
Females 
Age Groups [years) 
16 - 24" 

25 34 
35 - 44 
45 - 54 
> 55 

Occupat~onal Group 
ABC - Non manual 

C2 - Skdled manual 
DE - Unskdled manual 

F Farmers 

Based on data collected by the 

Prevalence of cigarette smoki 

1972 -1977 
45.7 

36.0 

41.6 
42.3 
41.0 

46.3 
36.3 

34.0 
43.6 
48.0 
34.0 

Joint National Media Research Survey. 

~ ~ ~~ .. ~~ 
~~ ~- -~ ~ 
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smoking prevalence for the first three survrys, three 

central surveys and the last three surveys. There was 

a downward trend in the prevalence of cignrrtte 

smoking, to 3 1 %  of men and 26% of women in the 

199211993 survey. 

Cigarette smoking prevalencr underestimates the 

prevalence of tobacco use in men. In the 199011 991 

KHP survrys an additional 6% of men in Offaly 

and 7 %  of mcn in Kilkcnny smoked a pipe or  cigars 

or  a variety of tobacco products! Data from the 

Revenue Commissionrrs show that when 

Figure 4.14a Trends in cigarettes retained for use in ireland 
1988 ~ 1997 

Figure 4.14b Trends in other tobacco products retained for use 
In Ireland 1988 1997 

Source: Kcvcntir 4,mn1srt,~ncrr Starrrncil Rrpurr. 1997 

adjustments are made for imports and exports of 

tobacco products there has been an increase in the 

volume of cigarettes retained for use in Ireland but 

a substantial decline in the volume nf other tobacco 

products (Figurr 4.14). 

SLAN found that 3 1 %  of adults were rrgular 

cigarette smokers and a further 2 %  were pipe or 

cigar smokers (Section 5.7).' 

4.4.2 ElcM Pressure 

Blood prrssurc lcvels and the prrvalrnce of raised 

blood pressure declined brtwecn the KHP surveys 

in 198.511986 and 199011 99  1."' Nevertheless, in 

199011991 20% of men and 18% of women aged 

35 to 64 years had a blood prcssi~re of > 160195 

mm H g  or wcrc on treatment for raisrd blood 

prcssure. The prevalence of high blood prcssurr 

increased with age, to 40% of men and 35% of 

women in the 5 5  t o  64 ycar age group. 

Mean hlood pressure levels wet-e substantially 

higher in men than in womcn in the 3 5  ro 44  year 

age group. These gender differences became smaller 

with age, so that levels were similarly high in the 5.5 

to 64 ycar age group - mean systolic pressures in 

19901199 1 of 148 and 147  rnm Hg in men and in 

women respectively. 

There was an associatinn between raised hlood 

pressure and social class; in general, the prevalence 

o f  raised blood prcssure was lowest in social class I 

(professional and managrrid) and highest in social 

class 6 (unskilled n~anual)." Body mass index 

(BMI) (weight1 height2), alcohol intake and physical 

activity levels explainrd some of the variation in 

blood preasul-e. "I 

Participants in the Happy Heart National Survey 

(HHNS) in 1992 reported a similar prevalence of 

having been told that they had high blood pressure. 

"These findings may be cumpared with those of 

SLAN when that information becomes available. 

4.4.3 Diet 

The W H O  Expert Committee (1982) recommended 

that countries such as Ireland with a high incidence 

of CHD should aiin to obtain 2 0  - 30% of total 

mergy from fat." In addition to the total fat 

content, the balance brrween the different rypcs of 

fat in the diet is iniportmt. Thcrc is increasing 

recognition of the protecrivr role of some nutrients 

in relation to cardiovascular disensc, such as 

vitamin E and dicrary folate [Apprndix 4).  
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The Irish National Nutrition Survey (1990) fnund 

that the Irish diet had a fat content of approximately 

3 5 %  to 40%, including a l c ~ h o l . ' ~  There have been 

changes in eating habits since thc mid-1980s, with 

increased consumption of fish, fruit, chickcn, low fat 

milk and spreads high in p o l y u n s a t u r a t r s . l ' ~ ' ~ h c r c  

has been a dccline in the consumption of iried foods 

and of hurter. These changes are consistent with 

dietary recommrndations and are discussed in more 

detail in Section 5.8. 

I 4.4.4 Blood Cholesterol Levels 

The KHP surveys found that the average total blood 

cholesterol levels in the population declined 

between the two sets of surveys in 198511986 and 

199011991.1 In the more recent surveys one in three 

men in Offaly, just ovcr one in five men in Kilkcnny 

and approximately 4 0 %  of women in both counties 

had hlood choledtenrl levels brlow 5.2 n~molll. 

Blood cholesterol levels increased substantially with 

age; some of this increase could he accounted for by 

the increase in BMI with age. In contrast with other 

risk factors for cardiovascular disease, there was no 

evidence of a n  association between hlood 

cholesterol levels and social class." When available, 

the findings of SLAN may he con~pared with those 

of the KHP. 

BMI is used to classify hody weight taking the 

person's height into account (weight/height2, 

Kgim'), as  follows: 

BMI 

< 20.0 Underweight 20.0-24.9 Acceptable 

25.0-29.9 Overweight 330.0 Obese 

In 1990 in the KHP survcys m e  in three men in 

tiilkelmy was classdied as hring in thr 'accrpr~hlr '  

weight category." In Offaly the figure was one in 

four. One in fuu r  men in Offnly and 16% in 

Kilkenny was found to hr obese. Approximately 

half of thc men in e : ~ h  county were classifird as 

overweight. Thr  prevalence of owl-wcight alld 

i r h e s q  was lower in women compared t o  mcn. 

The weight distribution of the survey sample was 

suhstantially worse in Offaly in 1991 cnmpared to 

1986. Thcre was little rvidence of detrrioration in 

the distribution of RMl in the corresponding 

IGIkenny survey. 

BMI increased with age and was lowrr in the 

professional and non-manu:~l classcs compared to 

the manual groups. There was an  association 

between higher weight c a t e g r q  and increasing 

blood pressure and serum total cholesterol. 

Hrnvcver, the prevalence of current smoking was 

highest in the 'acceptable' weight category. Those 

who had quit smoking were significantly more 

likely t o  he ovrrweight or  obese compared to those 

who continued t o  smoke. 

When compared with findings in WHO MONICA 

surveys, thr tiilkenny men and women had weight 

levels which wcre intermediate between the high 

levels of Eastern European surveys and the low 

levels in other developed countries." 

The HHNS found a lower overall prevalence of 

overweight and obesity but with substantial 

geographic variation.'~~relirninary results from S L ~  

are similar to those of the HHNS (Section 5.9).9 

4.4.6 Physical Activity 

Exercise helps to control body weight in sedentary 

populations." Inactivity contributes to incrlzased 

risk of CHD through its effects on hlood pressure, 

blood cholrsterol and diabetes mellitus." The 

National Survey of Involvement in Sport and 

Physical Activity 1996 found that 77% of men and 

71% of women participated in activity when even 

the lowest intensity or  frequency levels were 

included.'" The HHNS done in April 1994 found 

that 22% of adults aged 30 to 69  years were 

sedrntary at leisure, 5 4 %  tnok part in light 

act~vities and 24% wete invnlved in vigorous 

activities." (SLAN, carried out in 1998, found a 

similar percentage of adults, 21%, were sedrntary 

at I c i ~ u r e . ~ )  The KHP surveys of 199011991 found 

that less than one in five men and one in ten women 

participated in 'heart healthy' activity  nur re than 

once prr week (activity which lasted fo r  20 - 30 

- -- - - - - - 
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minutes and caused the person to become short of 

breath and to Activity levels decline 

during the teenage years and are lower in girls than 

in 

Summary a% ilnfcrvmatiahi olsl 

Cardiovascular Diseases i m  lreland 

Death rates from all causes, from CHD and from 

stroke have been decreasing in recent years in lrish 

men and women. The cardiovascular diseases 

remain important, accounting for 43% of all deaths 

in 1997. The drcline in mortality from CHD started 

later in Irish men compared to those in many other 

developed countries. Despite the decline in recent 

years, death rates from CHD remain high in Ireland 

compared to rates in other EU countries. 

There were nearly 43 000 public hospital discharges 

in 1996 with a /diagnosis of CHD; in just over 

20 000 of these, eHD was the principal diagnosis. 

HIPE recorded 5 236 coronary arteriography 

procedures, 986 coronary angioplasties and 1 075 

coronary artery bypass operations in 1996. There 

was substantial geographic variation for these 

procedures. Overall, men were 2.1 times more 

likely than women to have coronary arteriography, 

2.5 times more likely to have an angioplasty and 3.3 

times more likely to have coronary artery bypass 

surgery. Fifty-rwo heart transplants were carried 

out hetwcen 1994 and 1997. 

(Surveys undertaken by the Cardiovascular Health 

Strategy Group showed that substantially more 

coronary diagnostic and invasive procedures are 

carried out now, Chapter 8.) 

There were 13  431 discharges from hospital in 

1996 with a diagnosis of cerebrovascular disease, 

with 235 416 bed days and an average length o t  

stay of 17.5 days. 

The KHP registers (1987 to 1992) found that first 

CHD evrnts declined over time in younger age 

groups and in older men. Overall attack rates 

remained unchanged in the older age groups. In 

cnntrast, there wrre declines in incidrnce and attack 

ratcs from stroke in all age groups. 

The General Medical Services (Payments) Board dealt 

with nearly 4 million prescriptions for diseases of the 

cardiovascular system in 1997. Prescribing rates are 

similar fnr mrn and womrn over the age of 65. 

The declining death rates with the associated 

increase in life expectancy in Inell and women, the 

older age of onset of CHD and the more chronic 

nature of the disease must he taken into account 

when planning health and other services. 

Approximately one third of lrish men and women 

are current smokers. The KHP surveys found that 

blond pressure and blood cholesterol levels were 

high in Ireland compared to those found in similar 

studies in other countries; there were improvements 

between the two sets of survrys in 198511986 and 

199011991. In contrast, the prevalence of 

overweight and obesity increasrd over time. The 

HHNS and SLAN found a lower prevalence of 

overweight and obesity. Those surveys found that 

one in five adults are sedentary at  leisure. 

lmplications of the Changing 

Epidemiology of Cardiovascular Disease 

There is evidence of a decline in some of the main 

risk factors for cardiovascular disease in Irish adults 

in recent years. Nevertheless, there is substantial 

scope for further improvement, highlighting the 

importance of primary prevention. 

Based on knowledge of the epidemiology of CHD in 

other countcirs and the available Irish data, it is 

likely that the decline in mortality rates in Ireland 

has been accompanied by a decline in incidence in 

younger age groups. There may have been a 

reduction in incidence also in older age groups. It is 

likely that the time course of the disease is longer, 

resulting in higher prevalence of the chronic 

manifestations of the disease, including angina 

pecroris and chronic heart failure. This scenario 

results in a high burden of disrase in older people 

and an increasing demand for health and 

community support services. 

Health pri~fessionals are faced with the challenges 

of managing chronic disease in patients who are 
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older and are suffering from a number of chronic 

conditions. Care is provided during shorter hospital 

stays and each patient may, over the course of a 

number of  years, he provided with a number of 

treatments such as angioplasty or coronary artery 

bypass surgery. 

The increased chronicity highlights the importance 

of good communication between patients and 

hospital and community-based health professionals. 

In order to achieve health and social gain for this 

large group of patients and to reduce health service 

costs, it is essential to provide appropriate 

treatment and rehabilitation services and to slow 

the progression of the disease through effective 

secondary prevention. 
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The 'prevention paradox' recognises that, whilst 

individuals at high risk stand to gain a great deal 

from therapeutic intervention, primary prevention 

is necessary to make meaningful inroads into the 

problem of cardiovascular disease at a population 

level.' Health promotion strategies are required to 

implement a population approach to primary 

prevention. 

Health promotion may be defined as the activities 

of government and other organisations and 

individuals to enable people t o  increase control over 

and to improve their health.' The Ottawa Charter 

for Health Promotion set out five complementary 

arenas for action in order to achieve and sustain 

health: 

Build healthy pubHc policy; 

Create supportive environments; 

Strengthen community action; 

Develop personal skills; 

Reorient health services. 

'Health promotion goes beyond health care. It puts 

health on the agenda of policy makers in all sectors 

- directing them to be aware of the health 

consequences of their decisions and to accept their 

responsibilities for health.' "ealth promotion 

supports the creation of living and working 

conditions that are 'safe, stimulating, satisfying and 

enjoyable'.' The aim is to make 'the healthier 

choice the easier choice'.'This includes access, both 

physically and financially, ro the means to support 

health. 

Community development for health aims to  

enhance self-help and social support and to involve 

the public in decisions that affect health.' Living in 

a society and community where being a non- 

smoker, eating healthily and being physically active 

is the norm provides support for individuals to take 

responsibility for their own health. Education for 

health provides skills and encouragement to make 

choices conducivr to hralth and to practice health 

promoting hehaviours on an  ongoing basis. 

The health sector can contribute to health 

promotion hy advocating policies and environments 

that support health and by involvement in health 

promotion in school, community and workplace 

settings. It can ensure that individuals and families 

with whom they come in contact receive advice and 

support in relation to disease prevention and the 

promotion of healthy lifestyles. 

Internationally, the 'settings approach' has gained 

acceptance as a strategy for implementing health 

promotion programmes.4 This refers to the 

provision of health promotion initiatives where 

people live, study or work, for example, in the 

school, workplace or community, as well as in the 

health services. Key features of this approach 

include the need for consultation, the formulation 

of an intervention in the context of the setting, 

agreement abuut the anticipated timeframe and 

evaluation, and an aspiration to integrate the 

project into the setting. 

5.2 Successful Health Promotion Strategies 

Even though the biomedical objective may be to 

reduce risk of a specific disease by modifying its 

associated risk factors, plans to achieve this need to 

be more broad-ranging. Strategies to reach well 

people and support healthy lifestyles need to be 

comprehensive, holistic and contextually relevant.',' 

The evidence is that multisectoral approaches are 

the most appropriate and most likely to be effective. 

Tobacco control is probably the best example since 

strategies to combat smoking require legislation and 

fiscal policy, environmental support and personal 

development programmes across age groups and 

settings. It is not enough to impart knowledge 

about risk. Control over citcumstanses must be 

enabled and adverse social and environmental 

circumstances must be tackled, by public policy 

measures if necessal-y. 

Community demonstration programmes were 

developed in a number of countries to assess the 

feasibility of implementing cardiovascular health 

promotion programmes. These aimed m impact on 

the physical and social environment and the health 

services as well ss providing education and 
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opportunities for change to local residents. 

Examples include the North Karelia Project in 

Finland, the Minnesota Heart Health Program in 

the United States and the Kilkenny Health Project 

(KHP) here in lreland.'~'~' Such programmes have 

apparently achieved success but the reference areas 

have simultaneously improved. 

Many demonstration projects were overtaken by 

public policy. The outcome evaluation of Heartbeat 

Wales revealed that the reference area had in effect 

broadly similar health service policies in place.' In 

general, community programmes have been started 

at a time when knowledge and willingness to 

change was reasonably widespread as a result of 

media interest in healthy lifestyles. 

Beneficial changes in health behaviour have 

occurred to a greater xtent in the more affluent, 7 
the better educated and the more empowered in 

society. The decline in tobacco consumption in 

Ireland has been relatively greater in the 

professional and managerial social classes. In the 

KHP those reporting that they had a serum 

cholesterol Measurement were comparable across 

all classes in the intervention area though more 

common among the affluent classes in Offaly, the 

reference area." This suggests that concerted 

,programmes may reach those in greatest need more 

effectively than general information dissemination. 

The main investment for long-term gain may 

therefore be in disadvantaged groups which also 

tend to he those at  greatest risk. 

Structures and Frrnding for Health 

Promotion 

The Health Promotion Unit of the Department of 

Health and Children has a dual remit:' 

a policy formulation function within the 

Department for a multisectoral approach ro health 

issues; 

an executive function in the development and 

implementation of health promotion programmes 

in conjunction with statutory and non-statutory 

agencies. 

In line with the Strategic Management Initiative 

currently underway in the civil service, it is 

anticipated that the Health Promotion Unit will 

evolve into the national policy setting, monitoring 

and funding agency for health plmntrtion." 

Given that thr creation of environments which 

support health is an important component of health 

ptomution, other government departn~ents must 

recognise their role in this regard. The Consultative 

Committee on Health Promotion, which is chaired 

by the Minister for State at the Department of 

Health and Children, providrs a forum for 

consultation on issues relevant to health promotion 

which require the involvement of other government 

departments. The Committee also. has 

representatives from the nlajor rrlevant voluntary 

agencies. 

It is anticipated that some executive functions of the 

Health Promotion Unit will be devolved to the 

health boards and that the health promotion 

function at local level will he strengthened. This is 

in line with the Health (Amendment)(No. 3) Act, 

1996, which placcs a statutory obligation on health 

boards to develop and implement health promotion 

programmes as appropriate to local needs." 

Reference is made below to a number of relevant 

policy and strategy documents. Such documents 

form the basis of strategic plans and annual service 

plans produced by the health boards. 

There have been incremental increases in health 

promotion staff employed by the health boards; 68 

staff are now employed in health promotion by the 

eight boards. This includes at least one health 

promotion officer in each board and a total of eight 

community dietitians. There are three health 

promotion officers who are jointly employed on  a 

contract basis by a health hoard and the lrish Heart 

Foundation. 

The overall public sector health rxpenditure was 

£3.18 billion in 1998. The budget of the Health 

Pronlotion Unit of the Department of Health and 

Children was £3.16 million in that year and the 

health promotion budget for the eight health boards 
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was £3.03 million. Thus che total budgrt for health 

promotion in the public srctor was £6.19 million; 

£500 000 of this funding came from thr National 

Lottery. In the overall cnntext of health services 

funding an inadequate percentage (0.19%) is 

currently being spent on health promotion. 

The Irish Heart Foundation budget fo r  health 

promntion was £0.33 million in 1998; a substantial 

proportinn n i  this funding was a subvention from 

the Hralth Promotion Unit of the Department of 

Health. Thc health boards also provide support for 

the activities of the Foundation. The Irish Cancer 

Society also makes some relevant expenditure on 

health promotion. 

The national co-ordination of sustained, focussed, 

high quality programmes shnuld be a priority for 

the Health Promotion p i t  of the Department of 

Health and Children. :Current resources of the 

Health Promorion Unit, persnnnel and financial, are 

inadequate t o  meet the challenges o f  policy 

formulation as well as  devrloping, implementing, 

monitoring and evaluating effectivr, evidence-based 

prrrgrammes. 

Recommendations in this report, such as  

monitoring by the Joint Oireachtas Committee on 

Health and Children of the impact of policy and 

planning decisions on health (R5.61, the 

requirement for a human health impact assessment 

as part of environmental impact assessment (I 5.51, 

the establishment of the Tobacco Task Force 

iR5.28) and independent audit o f  progress in 

improving health hehaviours (15.12) should 

encourage a greater range of agencies to accept their 

responsibilities for health. 

Table 6.5 Priorities in the National Health Promotion Strategy 

Settings Priority Population Groups 

Community Children 

School Women 

Healrh serviccs Disadvantaged 

Wnrkplace Ejdcrly 

5.4 Wealth Promotion Policy in Ireland 

5.4.1 Pcplicies and Strategies 

The national hralth stratrgy (1994) ~recognised the 

importance r r f  health promr,tion." The national 

health pl-omotion strategy ('1995) identified priority 

settings, population groups, risk factors and 

lifestyles which would he addressed to achieve the 

targets set, including those relevant to 

cardiovascular disease (Table 5.LJ.j 

The Health Promotion Strategy for Older People 

recomn~ended action plans in relation to the three 

main determinants of cardiovascular disease: 

smoking, diet and physical activity.I4 

The Suh-Committee on Young I'eople of the 

National Consultative Con~inittee on  Health 

Pronlotion acknowledged ,that 'cardiovascular 

diseases and cancers are the maior causes of 

prernatwe nmrtality and  nmrhidity and  whilst they 

Rlrk Factors and Lkrryler 

Alcuhol 1 substance msuse (mcludq tobacco) 

Nut! itton 

kxerccw 

Cholesterol 

Lllood picssure 

Dtabrtrr rncllttus 
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d o  appear to be a t  a step removed from this t a r s t  

audience it is vital to keep i~revention of these 

diseases in mind'." Nutrition and exercise were 

included in the priorities identified by the Sub- 

Committee and specific recommendations we,-e 

made as to how young people could bc encouraged 

and supported to increase their Levels of activity and 

to improve their eating habits. 

Developing a Policy on Wumen's Health recognisrd 

cardiovascular disease as  an important hralth 

problem for Irish women.16 Smoking was identified 

as a priority issue: 'A reduction in smoking amon7 

Irish women would d o  more to prolong the life and  

improve the health of women than any other public 

health measure. For this reason the priority in 

promoting health for women should be to persuade 

as.many women as possible to stop smoking and  

prevent as  many girls as,possihle from taking up the 

habit.' 

A national alcnhoi policy has also been published as 

well as documents relevant t o  food and nutrition 

policy and the promotion of physical activity in 
1~~l~~d, l7 ,1x,1Y2o A sub-committee of the 

Consultative Committee on Health Promotion has 

produced a report on health promotion in the 

workplace." 

5.4.2 Relevant National Targets 

The national health and health promotion strategies 

tonk into account the targets set in WHO'S Health 

for All in Europe which was published in 1985." 

National targets relevant to health promotion and 

cardiovascular disease are set out in Box 5.1. 
r 

Box 5.1 Targets f rom national strategy documents 

relevant to cardiovascular disease. i 
I 
i 

i T I  i-rducr the death rate frum cal-dinvascular j 
disr.ise in the undrr-65 age gl-oup hy 30 per ccnt in 

the next ten vcnrs.!' (Targrt set in 1994) I 

To reduce thr death rate from ischaemic heart 

disease and smoke in pcople aged 6 5  to 74 by at 

least 1.5 per crnt to no mol-r than 971 pel- 100 000 

in the year 2005 ( f m m  a haeline of 1142 per 

100 000 in 1 995).14 

A reductiou in the percentage of cigarettc smoker5 

in the population by at least 1% pel- annuin so that 

more than 80U/u of the population aged 15 years 

and over are nun-smokers by thr year 2OOO.'," 

To educate and motivate Irish prople to eat a wide 

variety of foods in line with current 

recommendations as illustrated in the Food 

Pyramid.' 

To encourage the achievement and maintenance of 

a healthy weight through healthy eating and regular 

exercise.' 

To encourage a reduction in total fat intake (to no  

more than 35 per cent of energy as fat) by the year 

2005 and to attain an appropriate balance of fats.' 

The achievement of a moderate ireduction of 1 0 %  

in the percentage of people wha are overweight and 

a reduction of 1 0 %  in the percentage uf people who 

are obese by the year 2005. (This target was set 

understanding the difficulties associated with 

reducing overweight and maintaining a healthy 

weight).' 

A 30% increase in the proportion of the population 

aged 1.5 years and over who engage in an 

accumulated thirty minutes of light physical 

exercise most days of the week, by the year 2000; 

A 20% increase in the proportion of the population 

aged 15 years and over who engage in moderate 

exercisr for at least twenty minutes, three times a 

werk, hy the year 2000.'- " 

To achieve a situation where 75% of the population 

in the 35-64 age group will have a blood pressure of 

lecs than 140190 mm H g  by the year 2005.' 

/ Tu achieve a reduction in mean serum cholesterol in 

1 thc 35-64 year age group from a present level of 5.6 
L -. --- _ . _ 
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-- 
mmolll to 5.2 mmolll by the year 2005.' 

To promote moderation in alcohol consumption 

and reduce the risks to physical, mental and family 

health associated with alcohol  misuse.'^"^" 

To ensure that within the next four years, 75% of 

the population aged 1.5 years and over know and 

understand the recommended sensible limits for 

alcohol c~nsum~t ion . '~ ' "  

To reduce substantially over the next ten years the 

proportion of those who exceed the recommended 

sensible limits for alcohol c~nsum~t ion . ' . ' ~  

5.5 Public Policy and Supportive Environments 

Health-related policy documents have 

acknowledged, where fclevant, the role of 

environmental initiatives ;o support health. It is 

recngnised that the physical environment should 

make the healthier choice the easier choice. 

Curtailment of smoking in restaurants is acceptable 

to  customer^.'^^" 'Sli na Sliinte' is an innovative 

scheme whereby local authorities work with the 

Irish Heart Foundation to develop signed walking 

routes to promote walking. However, some aspects 

of the environment, such as lack oi  safe play areas 

for children or safe walking paths in urban and 

rural areas, do not support health promoting 

hehaviour. 

It is also necessary to create a cultural and social 

environment which makes it easier for individuals 

to practice health promoting behaviours. Policy 

makers should take account of the health impact of 

any strategy they consider even if it is not primarily 

a health issue. For instance, housing or employment 

development strategies affect the social conditions 

of the population and hence impact on long-term 

health. Transport policies affect exercise patterns 

and stress related to long commuting hours. Food 

policies influence what is available to the consumer. 

Healthy puhlic policy requires a cross-sectoral 

approach and is fundamental to meaningful health 

gain. Recenr initiatives in workplace health 

promotion have involved a range of government 

departments and other potential social partners, so 

it can he done." An evaluation of the likely effects 

on human health should be an integral component 

of puhlic policy fo~.mulation and puhlic sector 

planning. The Group was informed of a number of 

areas of puhlic policy which gave rise to concern 

and these will be highlighted later in this strategy 

document in the context of the specific risk 

behaviours. 

5.6 Health Promotion Interventions in Ireland 

5.6.1 The Mass Media 

The Health Promotion Unit of the Department of 

Health and Children has undertaken several 

relevant media campaigns. The campaigns have 

been evaluated as to their coverage and impact." 

Evaluation of a recent anti-smoking campaign 

confirmed the strong class gradient to smoking 

patterns and iound that messages were not 

considered personally relevant by smokers. The 

Unit's campaigns have been increasingly targeted to 

specific population groups, both in terms of 

messages and the media used. Campaigns are most 

likely to be effective when they are evolving, 
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sustained and working with a range of commercial, 5.6.3 The School 
community and health services aeencies. ac in the  " ~, ~~- ~~~ . 

case of the National Healthy Eating programme. 

5.6.2 Overview of interventions in Settings 

Concerted approaches are likely to work best in 

health promotion but it is also important to 

examine the experience for specific risk factors in 

different settings.'%xamples are available of major 

prnjects undertaken in Ireland in the school, 

workplace, primary care nr community setting to 

combat established risk factors, smoking, unhealthy 
i diet and nutrition, excessye alcohol consumption, 

lack of exrrcise and rais'ed cholesterol or  blood 

pressure levels. Thus a substantial database is 

available, contributed to mainly by the Department 

of Health and Children itself but also by voluntary 

organisations like the Irish Heart Foundation and 

academic centres in Dublin and Galway. All of these 

projects involved the development of appropriate 

materials for use in the given settings. Most 

initiatives have undertaken some outcome 

evaluation and information is available on the 

process of setting up the programmes. Participation 

and programme satisfaction rates, and incentives 

and barriers to change have been documented. A 

health promotion department or function has been 

established by each health board which has led to 

the implementation of a range of similar settings- 

based strategies. This substantial level of 

development presents challenges to ensure a 

coherent approach which is evidence-based in an 

Irish context, to maximise collaboration and to 

prevent the reinvention of the wheel in local areas. 

A nuinher of studies in schools have found cause for 

concern, particularly with regard to the prevalence 

of smoking and alcohol ~ s e . ~ ~ ~ ~ ~  Health behaviour 

differs considerably between schools, with 

variations related to gender and class.i6 

Mnst of the health boards have spnnsorrd health 

education programmes in schools. The provision 

has not, however, been uniform throughout the 

country. The Department of Education, Science and 

Technology has recently adopted as policy that all 

pupils will receive social, personal and health 

education (SPHE) throughout their years in school. 

The first major health education initiative in Irish 

schnols was the Lifeskills Programme in post- 

primary schools in the North Western Health 

Board.19 The programme was later extended to 

primary schools. The Health Promoting Schools 

initiative includes a lifeskills component but is 

primarily about improving the culture of the school 

by a focus on ethos, curriculum and relationship 

with the comm~nity. '~ The Nutrition Education At 

Primary Schools (NEAPS) programme in the North 

Western Health Board was adapted for primary 

schools from materials developed in Minnesota. 

Evaluation of these programmes in schools 

demonstrated benefits, including improved health 

behaviour among pupils, and provided useful 

information for further programme development."' 

-~ ~ 
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Thc report of the Sub-committee on Health 

Promotiun in the Workplace of the National 

Consultative Committee on Health Promotion 

provides an up-to-date review of workplace health 

promotion in Ireland." The Sub-committee made a 

number of recommendations, including: 

A leadership role for public sector 

organisations, including the Department of 

Health and Children; 

The development by health boards of regional 

workplace health promotion plans and the 

initintion of pilot projects; 

Involvement of the Health and Safety Authority 

and liaison with voluntary organisations; 

Further i-rsearch on the health promotion needs 

o f  the small business sector, including rural 

entrrprises and the agricdture sector. 

Surveys in the workplace and  with differrnt 

occupational groups in Ireland have shown 

substantial variation in attitudes and in health- 

related behaviour.'"n general, for those in paid 

employment, lifcstylcs are most heart healthy 

among the best educated and least so among 

manual, especially unskilled, workers. Women 

perceive more practical barriers t o  change, and men 

of all ages exhibit least disposition t o  change."." 

The workplace provides opportunities to reach 

people, particularly blue-collar workers, who may 

respond less well to health messages delivered 

through other channels. 

Some companies have initiated their own in-house 

workplace programmes. Concerted programmes 

have been implemented by voluntary agencies, 

including the Irish Heart Foundation and the Irish 

Cancer Society."," Evaluation has shown high 

levels of uptake and satisfaction by registrred 

companies.'" Intervention was most effective for 

blue-collar workers of both sexes particularly in 

relation to diet and exercise, and so called 'passive 

strategies' worked best." Generally speaking, 

stratrgies to reduce smoking were not as effective as 

those to change diet and take up more exercise. 

Occupational health services have the potential to 

detect those at high risk of cardiovascular disease in 

the future. Care is required to integrate such 

programmes with appropriate follow-up and 

management (see Section 6.7). 

5.6.5 The Community 

The KHP was a community prevention programme 

for cardiovascular disease undertaken from 1985 to 

1992. During this time there were substantial 

rsductions in CHD mortality rates and risk factors 

in Kilkenny and in the reference area.j4 The Project 

provided a great deal of information on the process 

of community action for health in Ireland." 

The lrish Heart  Foundation's Happy Heart  

programme has been working with communities in 

a number of locations around the country t o  

promote heart health. As well as local activities, the 

communitirs participate in national campaigns, 

including lrish Heart Week. Other examples of 

relevant community health promotion programmes 

include the Smokefrer Leitrim Project, Food and 

Health in areas of disadvantage in Dublin and the 

Dublin Healthy Cities Project, part of a n  

international network co-ordinated by W H O ? T h e  

National Healthy Eating programme is supported 

by mass media campaigns and there are activities in 

schools, workplaces and health service institutions 

as well as with community organisations and in 

shopping centres. 

The  Sub-committee on Young People of the 

National Consultativr Committee on Health 

Promotion has drawn attention to the role of 

community-based youth leaders in developing 

health skills and promoting healthy lifestyles."The 

rcport rectm~mended the expansion of provision for 

sport and leisure activities for young people. 

.~ ~ . ~- - -  ~ ~ . - ~~ . 
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Many of the less healthy behaviours and risk factors 

for cardiovascular disease have a higher prevalence 

in thirse who are less well off, those who live in 

poverty and those with low levels of education. A 

striking example is the steep gradirnt of smoking 

prevalence as one moves from the professional class 

through to unskilled workers (Section 5.7). These 

social class differentials are of particular concern in 

the context of declining mortality rates from 

cardiovascular disease. Unless special attention is 

paid to reducing risk in disadvantaged groups, the 

health gap between rich and poor can be exprcted 

t o  increase. 

There are  community development projects 

throughout the country where health agencies are 

involved with communities and other local 

organisations. While health may not he at the top of 

the agenda for these projectsat the outset, it is likely 

that they will have a positivc impact on health and 

in the longer term may be the most effectivr way of 

reducing health inequalities. 

All health service staff who provide a clinical service 

have a rolc in providing advice on health t o  

i~idividuals and families with whom they come in 

contact. 

In addition, public health nurses are involved in a 

range o f  health PI-omotinn activities in schools and 

~ ~~ 
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Building Healthier Hearts The Report of the Cardiovascular Health Strategy 
- 

with groups in the community. Ceneral 

practitioners, practice nurses and other practice 

staff can also contribute to health promotion 

initiatives in schools and i n  the community. The 

Irish Network of Health I'romoting HospitalsH has 

undertaken a range of health promotion initiatives, 

including activities relevant ro reducing risk of 

cardiovascular disease. Hospitals in the Nctwork 

are encouraged to extend their activities into local 

communities. 

Despite the constraints of clinical PI-actice, there is 

undoubtrdly more which primary care and hospital 

personnel can contribute to population-based 

health promrrrion. These contributions are most 

likely to he effective when thry fol-n~ part of a 

sustained, integrated programmr, with national co- 

ordination and mass media support. 

The health sector can play a special role in 

cardiovascular disease health promotion for older 

people. This group is at high absolute risk, has a 

high prevalence of detected risk and disease, has 

frequent contact with health services and can he 

motivated to maintain their health and  

independence. While advice and support are part of 

the provision of secondary prevention and 

rehabilitation services, there is a role for 

community-hased health promotion initiatives for 

older people, with input from relevant health 

service providers. 

Those providing services to pregnant women also 

have special opportunitirs for health promotion. 

This is particularly relevant to support for smoking 

cessation given the detrimental effects of smoking 

on the foetus and the high prevalence of smoking 

among young women. Pregnant women who smoke 

have been identified as a priority target group in the 

U.K.'%esearch on smoking crssation in pregnancy 

has been undertaken in the Rotunda Hospital, 

Dublin. The initiative has been extended to include 

advice on alcohol use, diet and cxercise. (Oral 

presentation to the Cardiovascular Health Strategy 

Group) There is substantial scope for extension of 

evidence-based health promotion initiatives for 

women during pregnancy. 



Many of the recommendations in later chapters in 

relation to primary and secondary prevention and 

rehabilitation require counselling and support from 

doctors, nurses and other health professionals. If 

these personnel are not putting the heart health 

message into effect in their own lives, it is difficult 

for them to give credible advice to patients on these 

matters. The health sector has the potential to 

provide a model of good practice for employers in 

other sectors in relation to promoting the health of 

employees. 

c,m&ing 

It is accepted that smoking is the largest single cause 

of preventable mortality and morbidity in Ireland. 

It is now recognised that 'passive smoking' is also 

detrimental to hea l~h . ' ~  Environmental tobacco 

smoke has heen acccptcd as a causal factor for 

CHD, as well as for lung cancer and for respiratory 

diseases in children. There is consensus that 

smoking cessation at any agr is associated with risk 

reduction. 

The national data on smoking prevalence in the 

early 1990s (Table 4.13) showed a narrower 

maleifeniale difference compared to the surveys in 

the 1970s. Prevalence was highest in the 25 to  34 

year age group. There was a social class gradient; 

those in non-manual occupations had a 

substantially lower cigarette smoking prevalence 

compared to unskilled manual workers. Farmers 

have lower cigarette smoking   re valence compared 

to other groups. The KHP surveys found lowest 

smoking prevalence among rural residents." In men 

smoking prevalence was highest among those who 

were unemployed. 

Smoking is related to other health behaviours. The 

KHP surveys found that current smokers were more 

likely to he sedentary and more likely to consume 

over the recommended sensible limits for alcoh~l. '~ 

Current smokers also fared least well on some 

healthy eating indicators, though some of these 

such as consumption of fruit and vegetables were 

also related to social class. In contrast, ex-smokers 

were most likely to have healthy eating habits, 

though they also had the highest prevalence of 

obesity. 

Information on smoking was collected in a national 

survey of women.4' Prevalence was highest among 

the under-30s, particularly when those who were 

occasional smokers were included. There were very 

clear associations between smoking, social class and 

level of  education. About two-thirds of the women 

said they would like to stop smoking. 

SLAN and the recent Health Behaviuur in School- 

aged Children (HBSC) survey undertaken by the 

Department of Health Promotion, National 

University of Ireland, Galway, provide up-to-date 

information on the prevalence of smoking in adults 

and school pupils?' Overall, 31% of respondenrs in 

SLAN were regular or occasional cigarette smokers. 

A further 2% smoked cigars 01. a pipe. Prevalence of 

cigarette smoking was highest in thc 18 to 34 year 

age group (men 38%, women 40%) and lowest in 
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those aged 55 or over (men 22%, women 18%).  

Cigarette smoking prevalence was similar (36% - 

38%) in men and women in social classcs 3 m 6 

compared with 25% in men and 28% in women in 

social classes 1 and 2. The HBSC found that by the 

age of 15 to 17 years one third of boys and girls 

were regular smokers. There is, however, some 

evidence that smoking prevalence has declined 

among school pupils in the Dublin area." 

Submissions to the Cardiovascular Health Strategy 

Group expressed concern about the perceived high 

prevalence of smoking among women and young 

people, especially among girls. Concern was also 

expressed that a Consumer Plice Index weighting 

was given to tobacco; this influences the calculated 

rate of inflation and restricts tax increases levied on 

tobacco. 

The priority for health is to redhce the prevalence of 

young people starting to smoke. Those who are 

already addicted should he encouraged and 

supported to quit. To reduce smoking prevalence in 

the population requires committed, focussed, 

sustained, coherent health pron~otion in relation to 

public policy, supportive environments, community 

action, personal education and health service 

counselling. 

Fiscal policies contribured to the decline in smoking 

prevalence which occurred in Irish adults during the 

1970s and 1980s. Concern was expressed to  the 

Cardiovascular Health Strategy Group about the 

implementation of existing legislation and about the 

low increments in taxation on tobacco in recent 

years. 

act as a deterrent to smoking, even if the resulting 

reduction in prevalence were likely to reduce the 

total tax take from tobacco by the State. 

The social contexts in which people smoke, in 

families, with neighbours, in the workplace, in 

licensed premises or in social isolation are all 

relevant when planning tobacco control 

programmes. Consideration of commonly held 

attitudes about smoking is necessary to plan 

effective intervention programmes. There is a lack 

of awareness among parents and older people of the 

potential effects on health of experimentation with 

smoking. 

Intervention by health professionals - counselling 

with or  without the use o t  nicotine substitutes - has 

been found to be cost-effective in comparison to  

other uses of health care resources (See Chapter 6). 

The excise duty paid on all tobacco products was 

£572.6 million in 1997. The estimated Value Added 

Tax an tobacco was t149 million in that year. (Tax 

was 74.75: of thr total price of  20 cigarettes in 

1987 and 75.7% in 1996.) Thus, the State benefits 

financially from taxation on a substance which is 

known to be addictive and harmful t o  health. It is 

known that tobacco consumption, particularly 

among the young, is price sensitive. The price 

increasrs on robacco should he sufficiently large to 
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5.8 Diet and Nutrition 

5.8.1 The Irish Diet 

The Irish National Nutrition Survey found that the 

fat content of our diet was approximately 3 5 %  to 

4 0 %  of total energy, including alcohol? A wrighed 

dietary survey in Kilkenny in 1985 in men and 

women aged 3 5  to 44 years found a f3t content of 

3 9 %  t o  4076, excluding rncrgy frrrm alcohol." 

Other prohlems identified in the Irish diet included 

Inw folate and iron intakes in women. 

Thr KHI' surveys found suhsranrial changes in 

eating habits between the surveys carried out  in 

Kilkenny and Offaly in 198511986 and the repeat 

surveys in 199011991.".4h Thrre were increases in 

the consumptinn of fruit, fish and chicken and a 

decline in the consumption of fried foods, eggs and 

table sugar. Thrre were substantial increases in the 

usr of low fat milk. There was a dccline in butter 

consumption, some of which was replaccd hy dairy 

spreads. There was an  increase in the consumption 

of spreads high Ill po~yunsaturatrs. 

R5.26 The Department of Health and Chrldren should In K~lkenny w h e ~ e  there was a co~nnlunl ty  

undertake a regular audn of the mplementatron of e d u ~ a t ~ o n  programme betwren the two set? of 

smoklng control polmes in the health servves. surveys, the pmccntage energy from fat fell 

wgn~f~canrlv, frulu 41% to 19 3% In males and 

- . 
~ ~ -~ ~-~~ ~ - ~ 
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42.5% to 40.6% in females. In comparison to the 

reference county thcrc were larger incrrascs in the 

crmsumption of fruit, high fibre cel-eals, oily fish 

and chicken. There was a greater shift in Kiikcnny 

than in Offaly in the consumption of low fat milk 

and low fat spreads. 

The Happy Heart Survey in 1992 and the reports 

from the pan-EU survey of Consumer Attitudes to 

Food, Nutrition and Health also provide 

information on dietary changes in Ireland in recent 

 year^.^'^" The National Nutrition Surveillance 

Centre (NNSC) has examined the Irish diet from a 

historical perspective and in the context of 

indicators of health status and changes in food 

production, distribution and s ~ ~ p l y ~ ~ ~ " l ~ "  

SLAN will provide informatim on the diet of a 

large sample of lrish adults. The survey being done 

by the Irish Universities Nutrition Alliance will 

provide very detailed information on diet but with 

a smaller sample sire and over a longer time frame. 

The two surveys are complementary and will 

provide a good picture of the diet of Irish people. 

Preliminary analysis of the SLAN data suggests that 

eating habits continue to change." For example, 

nearly two thirds of respondents reported that 

when fruit juices and vegetahles were included they 

consumed four or more portions of fruit and 

vegetablrs daily, a substantially higher percentage 

than in the HHNS." Fruit and vegetable 

consumption varies by age, sex and social class. 

One in eight consumed fried food four or  more 

times a week; one in three young unskilled males 

frequently ate fried food. It is likely that more 

detailed analysis of the SLAN data will show that 

some g r o u p s i n  the population are closer than 

d e r s  to rating in accordance with dietary 

recommend3tions. Groups most in need of nutrition 

advice and support arc likely to he young men, 

those in lnanual occupnrions, those on low incomes 

and disadr,antagcd ininorities. 

Food and nutritii~n policy addresses a broad range 

of issucs, including food quality, availability, 

knowledge about  nutrition and structures for 

planning, implrmentation and evaluation." The 

report entitled 'Recommendations for a Food and 

Nutrition Policy for Ireland' was published hy the 

Nutrition Advisory Group in 1995." The main 

dietary guidrlincs for the general population arc 

summarised in Box 5.2. 

Box 5.2 Dictary pidel ines  for the general p o p ~ l a t i o n ' ~  

Eat a wid? variety of foods. 

Ralance energy intake with physical activity levels. 

Eat plrnty of fruit and vegetables. Aim t o  eat at 

least four servings every day. 

Starchy foods such as  bread (preferably 

wholemeal), crreals, pasta and ricp, as well as fruit 

and vegetahlcs, should he eaten: daily. Frequent 

consumption throughout the day of foods 

containing sugar should be avoided, especially by 

children. 

Total fat intake should he reduced, with emphasis 

o n  reducing saturated fats. Some saturated fat may 

be replaced by unsaturated fats. Oily fish is a good 

source of unsaturated fats as well as some essential 

fatty acids. Current evidence suggests there should 

be no  increase in trans fatty acid intake. 

The Nutrition Advisory Group provided some 

information on nutrients relevant t o  CHD 

(Appendix 4 ) . ' 9 t  stated: 

There is substantial evidence of an association 

hetween fat intake and the development of 

arterial diseascs such as coronary heart disease; 

A high intake of saturated fatty acids is 

associated with an increase in the level of total 

hlood cholesterol and its components such as 

low density iipoproteili (LDL) cholesterol and 

very low density lipoprotein (VLDL) 

chmlesterul; . A high polyunsaturated fatty acid intake 

(exceeding 13% of total energy) has been shown 

ro  decrease high density lipoprotein (HDL) 
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cholesterol levels which is the beneficial carrier 

of fat in the blood; 

People with raised levels of total cholesterol, 

with raised LDL cholesterol or with low HDL 

cholesterol are at incrrased risk of coronary 

heart disease; 

Risk may he ameliorated by an adequate intake 

of antioxidant vitamins, for example Vitamin E; 

Risk is also affected by genetic and other 

lifestyle factors, such as smoking. 

There is increasing evidence of the role of dietary 

folate and possibly othrr vitamins in reducing risk 

associated with raised levels of homocysteine in the 

blood. The potential far food fortification with folic 

acid to reduce the incidence of neural tube defects 

which develop in early pregnancy is currently being 

considered by a group convened by the Food Safety 

Authority of Ireland." It is believed that this may 

also serve to reduce risk of CHD. 

In 1996 the Department of Health, the Irish 

Cardiac Society, the Irish College of General 

Practitioners and the Royal College of Physicians of 

Ireland joined with the Irish Heart Foundation and 

eight other professional organisations in issuing a 

Consensus Statement on Nutrition and Heart 

Health." The group supported the Nutrition 

Advisory Group's 1995 report. The Consensus 

Statement provided very similar dietary advice to 

that of the Nutrition Advisory Group. In addition, 

the Consensus Statement advised that people should 

'eat less salt' hecause current evidence suggests that 

salt intake is related to the increase in blood 

pressure which occurs as people get older. 

5.8.3 Current Activities 

In 1991, the HPU of the Department of Health 

published the Nutrition Framework for Action, a 

five year plan for health In the ensuing 

years the Health Promotion Unit concentrated on 

promoting four of the dietary guidelines: 

Pron~otion of a varied diet; 

Rcing a healthy weight through healthy eating 

and regular exercise; 

Increased consumption of breads, cereals and 

potatocs; 

Increased consumption of fruit and vegetables. 

Special funds were provided to employ community 

dietitians to work with health professionals and 

community groups to promote healthy eating; seven 

dietitians are currently employed and one is being 

recruited. 

The NNSC, Galway, undertook an evaluation of 

the first five yrars of the implementation of the 

Framework for Action.'' The evaluation reached 

the following conclusions: 

There was an increased profile for nutrition 

during the period of the Framework for Action 

initiative; 

Therr had been beneficial changes in diet during 

the lifetime of the Framework and it is likely 

that health promotion initiatives contributed to 

those changes; 

The Framework facilitated t$e training and 

education of  health and educatipn specialists; 

The Framework was innovative in taking a 

cross-sectoral approach; 

A greater focus on cross-sectoral planning at 

national and regional level was recommended. 

As the Framework for Action initiative developed, 

media campaigns and a focus on Healthy Eating 

Week were augmented by the development of 

education programmes for special target groups at 

local l e ~ r l . ' ~  In recent years the healthy eating 

campaigns have focussed on reducing fat intake and 

it is intended to have campaign waves through the 

year and not just during Healthy Eating Week. 

An evaluation has also been carried out on the 

Community Nutrition Project in the North West?' 

The Project incorporated health promotion and a 

community-based dietitian service in general 

practice. The evaluation tcport concluded that there 

had been effrctive targeting of priority groups. The 

report provides useful information for the 

deveiopmrnt of similar services in other areas. 

The Food Safety Authority of Ireland was 

established by statute in 1998 and has a function in 

relation to monitoring the nutrition status of  the 

population. 
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R5.29 The Food Safety Author~ty of Ireland should revlew 

progress on the lmplementat~on of 

'Recommendatlons for a Food and Nutrmon Pollcy 

for Ireland."* 

5.9 Body Mass Index 

(1)  Healthy food cho~ces should be offered on menus 

when food 1s provlded in State-funded 

organlsatlons. Mlnlmum standards should be 

establrshed, included m caterlng contracts and 

assessed by caterlng aud~ts. 

( 2 )  Health servlce u~s t~ tu t~ons  should act as models of 

good practlce in the provrslon of healthy food 

cholces. 

~~ p~ - ~ - ~  , ~~ ~ ~ ~~ ~ - - -~  ~ 
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The high prevalence of overweight and obesity is of 

concern because of the association with risk factors 

for cardiovascular disease. There is evidence that 

accumulation of fat deposits in the abdominal area 

may be a better predictor of coronary artery disease 

than is the degree of obesity? Longitudinal studies 

haw found an association between obesity and a 

number of cancers. These include cancer of the 

colon in men and breast cancer in post-menopausal 

women, cancers which have high mortality rates in 

Ireland. 

SLAN provides national data on weight and height 

for adults and young Twelve per cent of 

men and 9% of women over 18 were classified as 

obese. A further 40% of men and one quartcr of 

women were in the overweight category. 

~ . ..... -~ ~ .~. 
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The difficulty in achieving and maintaining weight 

loss at individual or  population level emphasises the 

importance of prevention of weight gain in the first 

instance. The development of the habit of regular 

physical activity among young people, particularly 

teenage girls, is important in this regard. 

5.10 Physical Activity 

The National Survey of Involvement in Sport and 

Physical Activity 1996 questioned 3 300 men and 

women aged 1 6  t o  75 years on their exercise 

hab i t~ .~~Par t i c ipa t ion  in activity was higher among 

men, 77%, than among women, 71%.  These 

participation rates refer to involvement at even the 

lowest intensity or  frequency levels. 

In the National Survey, activity was highest among 

the young, those who were single, among the non- 

manual social classes, in those living in urban areas, 

particularly those living in Leinster but outside 

Dublin. The reasons for being active differed 

hetween men and women. Men were involved for 

enjoyment, including the competitive element of 

sport. Women were active primarily for health 

reasons. 

The KHP xu~-veys o f  199011991 found that one 

third of men and over 40% of women were 

sedentary at I ~ i s u r e . ~  Less than one in five men slid 

one in ten women participated in 'heart healthy' 

activity more than once per week (activity which 

lasted for 2 0  - 3 0  minutes and caused the person to 

become short of breath and to prrspire).hu 

The Happy Heart Survey done in April 1994 found 

that 22% of adults aged 30 to 69  years were 

sedentary a t  leisure, 54% took par t  in light 

activities and 24% were involved in vigorous 

activities."The most active group were men aged 

30 t o  49 years. The least active were women aged 

50 t o  69. Those in social classes 1 - 3 (non-manual) 

were more active than those in classes 4 - 6 

(manual). Women in social classes 1 - 3 had activity 

levels which were not very different from men in 

those classes. Activity levels were loyest in women 

in social classes 4 - 6. Those residing:in rural areas 

were more likely t o  be sedentary at leisure. 

SLAN found that 9 %  of respondents engaged in 

strenuous activity and 31% were moderately active 

a t  least three times per week."' O n e  quarter 

reported light activity four times weekly while one 

fifth reported taking no  exercise at all. 

The data from the National Survey (1996) were not 

publishrd in a format compatible with the targets 

for activity set in the national health and health 

pramotion strategies. The more recently published 

'Promoting increased physical activity - a strategy 

for Health Boards in Ireland' (1997) acknowledged 

the dearth of information o n  activity levels, 

particularly at local level." It further suggested a 

range of indicators t o  measure progress, for 

example, information on provision and use of 

exercise facilities. 

The Health Boards' Strategy made a number o f  

recommendatirms on actions which shduld be taken 

by the health boards. The Group rccon~n~ended that 

health boards should encourage physical activity 

among their own staff. The propusrd message for 

the general public is that any physical activity is 

worthwhile, building in stages to at least 3 0  minutes 

per day. 
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'Targeting Sporting Change in Ireland' presented a 

plan for the development of sport from 19Y7 to 

2006 and beyond."' Two of the strategies are 

particularly rrlevant to cardiovascular health: sport 

for young people and the recreational sports 

strategy. 

In relation to young people the following 

recommendations were made to the Minister for 

Sport and the Irish Sports Council: 

Two Sports for Young People Officers should he 

appointed; 

There should he research on the level of sports 

participation and physical activity of young people; 

A consultative forum should be established 

involving all key agencies in sport for young people; 

Sports programmes should he developed targeting 

pre-school age children, primary school age 

children and second level young people. Special 

reference is made to the need to encourage young 

girls to participate in sport and to raise awareness 

among teenagers of the importance of being 

involved in physical activity; 

Training modules should be developed for coaches 

and other relevant personnel and volunteers, 

including training for those who work with young 

people with disabilities; 

There should he a communications campaign to 

inform all relevant groups of the Government's 

Code of Ethics and Good Practice for Children's 

Sport in Ireland; 

(7)  The targets and the effectiveness of the strategy 

should he reviewed on an annual basis. 

The Recreational Sports Strategy is reproduced in 

Appendix 5. It is proposed to create structured 

linkages with the Health Promotion Unit of the 

Department of Health and Children and with the 

health hoards to promote life-long participation in 

SDOR. 

There have bren initiatives to promote physical 

activity at popularinn level in other countries. The 

European Union has funded a network for rhe 

Promotion of Health Enhancing Physical Activity. 6' 

The issue has also been examined in the U.K.*2 

5.61 Alcohol 

The National Alcohol Policy (1996) provides a 

comprehensive overview of alcohol consumption in 

Ireland." It is recognised that moderate drinkers 

have a lower risk of CHD compared with abstainers 

or those with high alcohol consumption. Reduced 

risk is seen with consumption of one or two drinks 

per day. High alcohol intake, however, is an 

important risk factor for raised hlood pressure. 

Hravy alcohol intake is associated with a disease of 

the heart muscle as well as many other physical, 

psychological and social consequencrs. 

The National Alcohol Policy proposes to employ a 

number of  strategies to promote moderate 

consun~ption among alcohol drinkers. These 

. ~. -~ . 
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include raising public awareness of sensible 

drinking guidelines and the implementation of 

health promotion programmes in schools, 

communities and workplaces. It will be a matter for 

budgetary policy to consider the effects of taxation 

on alcohol consumption. The drinks industry will 

be encouraged to address issues such as advertising 

and sponsorship, particularly in relation to the 

effects of marketing initiatives on young people. 

Targets set in the alcohol policy and in the national 

health promotion policy are presented in Box 5.1 

and relate to: 

the promotion of moderation in the 

consumption of alcohol; 

the dissemination of information on 

recommended sensible limits for alcohol 

consumption; 

reducing the proportion of the population who 

exceed recommended sensible limits for 

alcohol consumption. 

The prevention of increases in blood pressure with 

age at  population level will he addressed through 

strategies to control weight gain, to increase 

physical activity and to promote moderation in 

alcohol consumption. In addition, reduction in 

dietary salt intake will lower the increase in blood 

pressure which occurs with age. 

A substantial proportion of those with raised blood 

pressure are unaware of their increased risk of 

cardiovascular disease. If aware, they may not be 

on treatment or may be on too low a dose of 

medication. Strategies to address these problems 

will he set out in Chapter 6 on Primary Care. 

Mercury sphygmomanometers have been used to 

measure blood pressure for over a century. There is 

pressure from environmentalists to hap their use 

because mercury is a non-degradable, bio'accumable 

toxic substance. In addition, the classical mercury 

technique has many sources of error, particularly 

observer bias and inaccuracies. Accurate automated 

devices are now available to replace the mercury 

sphygmomanometer."' Profiles of blood pressure 

measured by automated devices in the home or at  

SLAN found that 27% of men and 21% of women 

consumed more that the recommended sensible 

limits for alcohol." In the 18 to 34 year age group 

over one third of males and one quarter of females 

reported consuming over those limits. 

work, or over the entire day, lead to more accurate 

diagnosis and facilitate the management of 

hypertension. When mercury sphygmomanometers 

are phased out it is likely that the millimeter of 

mercury will be replaced by the Systeme 

International kilopascal as the unit of measurement 

for blood pressure. 

mprovlng health behamours (15.12) 

RS.53 The Fo 

,-ma 
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5.13 Evaluation 

Evaluation is an important component of the 

planning cycle for health promotion. Process 

evaluation of health promotion projects facilitates 

the setting of quality standards and practice audit. 

There is substantial scope for pilot projects in 

monitoring and evaluation and for subsequent 

monitoring at national level. Additional skilled 

personnel are required for  hqdth promotion 

evaluation at  national and health board level. 

SLAN provides information on lifestyles and on 

cardiovascular disease risk factors such as blood 

pressure and cholesterol. The WHO Health 

Behaviour in School-aged Children survey provides 

information which can be compared with similar 

surveys in other countries. Such surveys will be 

required on a regular basis to track progress 

towards attaining health promotion targets. 

Specially enriched samples may be required so as to 

obtain adequate sample sizes of people from 

disadvantaged groups, such as those on low 

incomes, the long-term unemployed and travellers. 

Recommendarions on health behaviour and health 

examination surveys are made in Section 10.4. 
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6.1 introduction 

Primary care refers to health services provided for 

people in their local cummunity. In Ireland, some 

health services are provided by public health nurses, 

medical officers employed by hcalth hr~ards and 

other health professionals w h o  work in the 

community. In relation to cardiovascular disease, 

most community-based services are provided within 

general practice, with the exception of health 

promotion initiatives and ambulance services. 

The following aspects of prevention and treatment 

of cardiovascular disease in primary care need to be 

considered: 

Contribution t o  the prevention of 

cardiovascular disease in the population as a 

whole; 

The identification and counselling of those at 

high risk of cardiovascular disease (primary 

prevention, high risk strategy); 

Prevention of recurrence of disease in those who 

have alrrady suffered a n  event (secondary 

prevention); 

The treatment of those who become acutely ill; 

The treatment of those who have a chronic 

cardiovascular condition; 

Overall structural requirements for personnel 

and information systems. 

6.2 The Development of General Practice in 

Ireland 

6.2.1 Policy for Development 

In the mid-1980s a Working Party examined the 

General Medical Services (GMS) scheme and  

considered the role of the general practitioner and 

the characteristics of a high quality general 

practitioner service. This report formed the basis 

for a document prepared by the Department of 

Health: 'The Future of General Practice in Ireland 

(A Blueprint for the Development of General 

Practice)'.' The contents of this agreement with 

general practitioners were repeated in rhe Action 

Plan of the national health strategy document.? 

The Blueprint docurncnr rectrgniscd that general 

practice requires facilities for practice nurses,  

secretaries and access to paramedical services and 

to a range of diagnostic and treatment facilities. It 

was also recognised that measures needed to be 

agreed t o  improve patient care, including: 

Within general practice itself, the establishment 

o f  agreed protocols for investigation, referral, 

treatment and care in the connnunity; 

The  establishment of agreed protocols of 

combined care for specified conditions between 

consultants and general practitioners to include 

investigatirm, treatment, therapeutics and care; 

The developn~ent o f  formal liaison 

arrangements between general practitioners and 

general hospitals in the catchment area. 

The agreement in relation to indicative prescribing 

targets is relevant to the ongoing care of patients 

with cardiovascular disease. It s e e m  probable that 

the full potential of medication :for secondary 

prevention is not yet being realised.' It is important 

therefore in the context of the indicative drug 

targrts and any similar schemes that the 

methodology remain sufficiently flexible t o  

facilitate and encourage optimum effective use of 

such medicines. 

There is agreement on the importance of obtaining 

information from general practitioners on health 

status and on utilisation of health services. The 

importance o f  pmt-graduate and continuing 

medical rducation is also recognised. The national 

health strategy planned t o  support quality 

assurance measures in general practice. 

6.2.2 Progress Since the 1992 Blueprint 

The National Genrral Practice Sul-vey was carried 

out in June 1996, funded by the Department of 

Health with research support from the Department 

of Health I'rtrmotion, Univrrsity Collrge G a l ~ a ~ . ~  

Thrrr was a response rate of 86% from the 2 427 

general practitioners identified. The  general 

practitioners had a n  average of 80 hours scheduled 

work per week. Seventy-three per ccnt had a GMS 

list. Substantial proportions reported that they had 

employed additional staff since 1993, they had 

improved oi~t-of-hours cover and wcre providing 

-- - - -- -. . 
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additional medical services. 

From information provided by thc h d t h  board GI' 

Units it is estimated that approximately 65% of 

practices were computerised by the end of 1997. In 

October 1998 there were 1 740 practice secretaries 

and 768 practice nurses (many of these are part- 

time posts). 

There has been substantial development in general 

practice since 1993. Nevertheless, in 1996 one half 

of practices were single-handed, some do not have 

secretarial support and many do not have a practice 

nurse or other paramedical staff. Further 

substantial support will be required if the desired 

growth in group practices and partnerships is to  

occur. The direction of recent investment in general 

practice in Ireland provides a basis for the 

development of appropriate structures and 

programmes to provide preventive and treatment 

services for cardiovascular disease. 

Prevention in General Practice in Ireland 

The GMS scheme provides only for treatment and 

except where there are explicit contractual 

arrangements, as for example for childhood 

immunisation, the general practitioner is not paid 

to undertake any preventive or anticipatory care of 

patients. In practice, general pracritioners d o  

provide such care but there is no financial support 

for  a systrmatic approach to the management of 

those identified as being a t  high risk of 

cardiovascular disease. 

The effect of this was most clearly seen in the KHP 

surveys where there was a substantial social class 

differential in the comparative county, Offaly, (where 

no  systen~atic approach to risk assessment was in 

place) in those who reported having had a cholesterol 

check. Thus, those at highest overall risk were least 

likely to be offered prrvention advice hased on a 

comprehensive assessment of personal risk. 

It is neither logical nor acceptable that the GMS 

does not cover morc preventive services. For 

example, the general practitioner cannot prescribe 

nicotine replacement therapy fur a smoker whom 

he or she considers would benefit. If the patient 

suhsrquently develops a smoking-related disease the 

State will provide whatever treatment is required. 

Outside thc GMS the situation is also unsatisfactory 

in terms of implementing preventive stratrgies. 

Because there is no explicit contract of care, general 

practitioners may be reluctant to  undertake 

preventioil initiatives when patients attend for other 

reasons. In addition, they may be unsure as to who 

regards thrm as their general practitiuner. A 

proportion of patients 'shop ;around', attending 

different general practitioners for different ailments. 

This makes it difficult for general practitioners to  

establish practicc lists and to take a proactive 

approach to coronary risk assessment or other 

prevention initiatives. 

From the perspective of the condumer, many 

patients are reluctant to  'bather the doctor' by 

requesting that their risk of cardiovascular disease 

be assessed. Further, men if they were reassured 

about the appropriateness o f  such a request, many 

would postpone taking the initiative. When a 

person who feels well is identified as being at high 

risk, the cost of attending the general practitioner 

acts as a disincentive to implementing the doctor's 

advice in relation to  hehaviour change and 

artendance for follow-up. 

To date thc training of doctors, inciuding general 

practitioners, has been heavily directed towards 

diagnosis and treatment. In recent times general 

practice training schemes have placed increasing 

emphasis on preventive initiatives. 

Education programmes for practice nurses are 

arranged by a number of organisations, including 

the Irish Practice Nurses Association. Training has 

also been provided as part o f  the Conmary Risk 

Intervention Strategy Programme (CRISP) 

undertaken in selected general practices hy the 

Department of Preventive Medicine, St. Vincent's 

Hospital, Elm Park, Dublin. That Department also 

organism training days on a range of topics relevant 

to the prevention of cardiovascular disease, 

including Stop Smoking training days. The Smoking 
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Target Action Group and the Irish Cancer Society 

also provide training for health professionals in 

methods of supporting people to stop smoking. 

The Community Nutrition Project in the North 

Western Health Board ~rovided a community-based 

dietitian service through clinics in general practice.' 

An evaluation concluded that the service was 

meeting patients' needs in general practice and 

provided opportunities for liaison with other health 

professionals. 

In Ireland, a small number of general practitioners 

have developed a systematic approach to risk 

assessment and some employ practice nurses to 

undertake this type of work. Usually, assessment of 

risk factors and of overall risk in general practice is 

carried out an  an opportunistic basis. Substantial 

structural and organisational changes and 

additional resources are required both within and 

outside the GMS if general practice is to realise its 

true potential for implementing preventive 

strategies. 

6.4 Prevention at a Population level 

Most of the people who develop cardiovascular 

disease have only moderately raised risk factors. 

General advice on the maintenance of heart health 

and on the reduction of risk for cardiovascular 

disease can be given to the whole population. 

Professionals in the primary care services can 

contribute to primary prevention through their 

involvement in health promotion programmes and 

through the provision of personalised advice on 

healthy lifestyles to clients. 

The Commission on Nursing recommended that the 

public health nurse 'should be allowed focus to a 

greater extent on a health promotion and disease 

prevention role in the community'.' The 

Commission also recnmmended that public health 

nurses 'should receive greater support in their role 

through the provision of new technology and, 

where appropriate, clerical support'. 

These recommendations of the Commission on 

Nursing are welcome. Public health nurses are 

currently involved in a range of health promotion 

activities, many of which are relevant to the 

prevention of cardiovascular disease. These include 

health rducation with community groups, especially 

in disadvantaged areas. In addition, they are 

involved in primary prevention through enquiry 

about risk behaviours and providing lifestyle advice 

t o  people with whom they come in contact. 

However, in the context of heavy workloads in 

providing nursing services to patients, the disease 

prevention and health promotion role of public 

health nurses receives less input than is desirable. 

One of the issues which arises is whether all public 

health nurses should have a proportion of their time 

allocated to health promotion or whether some 

nurses should specialise in disease prevention and 

health promotion, as health visitors dolin the U.K. 

Public health nurses require training in brief 

intervention techniques to provide patients with 

support for behaviour change. Health board health 

promotion departments require additional technical 

equipment, such as video recorders, and education 

materials to support increased health promotion 

activities by public health nurses. 

~~~~~ ~- ~ ~~. .~~~ ~ ~-~ - ~- 
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6.4.2 The RoEe of the General Practitioner 

Some general practitioners are involved in 

community-based health promotion activities with 

other professionals. In addition, general 

practitioners are involved in primary prevention 

through opportunistic enquiry about risk 

behaviours, measurement of risk factors and the 

provision of lifestyle advice to patients. 

There is a growing literature on the effectiveness of 

risk assessment and counselling in well people in 

gcneral practice which was comprehensively 

reviewed in a submission to the Cardiovascular 

Health Strategy Group by the Irish College of 

General Practitioners (ICGP).' Studies of the 

effectiveness of 'health checks' and lifestyle advice 

for well people in general practice have usually been 

carried out over a relatively short time, particularly 

in the context of  the time frame for proceeding 

through the stages of behaviour c h a n g ~ . ~ ~ ~  

CRISP was in operation from 1992 to 1994 in 19 

general practices, with assessment and counselling 

provided by trained nurses from the Department of 

Preventive Medicine in St. Vincent's Hospital, 

Dublin." Overall, behaviour and risk factor 

modifications were small. About two-thirds of 

patients were identified as requiring further 

attention; only one-third of these returned for 

follow-up after six months. 

In general, the effects of risk assessment and 

counselling in well people, for example, reductions 

of 2.3% in serum total cholesterol or blood 

pressure, appear modest to those in general practice 

who have put a great deal of effort into the 

procrss.7 However, changes of this magnitude can 

translate into important reductions in mortality and 

morbidity at population level. 

A mera-analysis of patient education and 

counselling concluded that such services were 

effective in increasing preventive hehaviours in 

healthy people." Effectiveness is increased by the 

use of a variety of methods of communication, by 

having counsellors from a range of professional 

backgrounds and by self-rnonitoring.".'"~ is 

important to ensure that the system of care supports 

healthy behaviuurs by using such methods as health 

promotion posters, easy access to preventive care 

and incentives for patients and providers." 

Opinions on the effectiveness of primary prevention 

in well people in clinical practice appear more 

optimistic in the United States compared to these 

islands. 

A multidisciplinary review of two large studies of 

intervention to address coronary heart disease risk 

in general practice in the U.K. (OXCHECK and the 

British Family Heart Study) concluded that:" 

Primary care teams should work with'other local 

services and organisations t o  develop health 

promotion strategies for their practice population, 

using a community-based approach to health 

promotion; 

Primary care teams need to prioritise resources and 

focus health promotion interventions and follow-up 

on those at  highest risk of CHD; 

The implementation of PI-eventive measures in 

patients with established CHD, including co- 

ordination and follow-up, should be a very high 

priority within primary care. 

These conclusions are consistent with the 

recommendations of the European Society of 

Cardiology, the European Atherosclerosis Society 

and the European Society of Hypertension on the 

prevention of cardiovascular disease in clinical 

practice." 

Given the challenges which will be faced in Ireland 

to provide secondary prevention services to a high 

standard and to work with those identified as being 

at high risk, it is not proposed to implement a 

comprehensive counselling strategy for the general 

population in Ireland at this time. However, 

primary care personnel have a role in the proposed 

developments in health promotion (Chapter 5 )  as 
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well as in risk assessment to identify those at high 

risk (sce brlow). These strategies will contribute to 

primary prevention at population level. 

Recommendations 

K6.5 ' lhe Lurrmr ctmrriburmn i,i g i t l c r~ l  pmctllwncr\ to 

[he population ctrarcgy for primar). prevcnriun 

h o u M  he ;onrinutd xnrl dc\~elapcrl a\ p2rr uf thc 

~mplcmenrar~on of the recomn1cnd3tiuns on lhe.rlth 

promorion in Chapter 5 .  

. . 
R6.6 ' l inks betwren health promotion departments in 

heakh boards  and the CP U n m  a n d  .gmrral  ' 
, . 

' ' ' practitioners should be rtrengrh&ed, so 3s t o  

improve cornmunicmon and to offer more trainmg 

and support materials for hcdlth prorn~~tiun.  

6.5 Priorities for Prevention 

The F.uropean Task Force on the prevention of 

cardiovascular discasr in clinical practice identified 

three priority groups:'i 

Patients with established CHD or  other 

atherosclerotic vascular disease; 

Asymptomatic subjects with particularly high 

risk (subjects with severe hypercholesterolaemia 

or other form of. dyslipidaemia, diabetes or  

hypertrnsion, subjects with a cluster of several 

risk factors); 

Close relatives of: 

patients with early-onset CHD or  other 

atherosclerotic vascular disease; 

asymptomatic subjects with particularly high 

risk. 

6.6 The High Risk SZra t~gy  

6.6.1 6-:!& i~EbeSDVMW3: 

Thr high risk strategy cnrnils the identification and 

counselling of thosc at high risk of a future 

cardiovascular disease cvenr. There are important 

reasons why we would want t o  idcntify such 

individuals who would gain the greatest bencfit 

from prevrntion initiatives. Such interventions are 

feasible within the health services. 

The E u n ~ p e a n  Society uf Cardiology has publishcd 

guidelines for risk measurement and management in 

clinical practicc.'s The 1994 rditivn uf thr  risk 

charts and guidelines were disseminated in Ireland 

by the ICGI'. It is expected that the recently 

published updated Eurupcan guidrlinrs will also be 

disseminatrd. 

Risk is assessed by qurstioning about family history 

of premature cardiovascular disease and the 

person's own past history of risk factors, symptoms 

or  disease. Current levels of risk factors are assessed 

by questioning about diet and exercise hahits, and 

by measurement of height, weight, blood. pressure 

and blood cholcstcrol levels. 

There has hrrn discussion in the literature as  to 

whether or  not it is necessary t o  measure blood 

cholesterol levels in each person being assessed. It 

has been suggested that those who d o  not  have 

elevated risk on the basis of non-invasive 

procedures, for example, those who are non- 

smokers and who are normotensive, need not have 

a blood test for serum cholesterol. However, 

knowledge of blood cholesterol levels is rcquirrd to 

estimate risk utilising the European risk chart. 

The Cardiovascular Health Strategy Group does not 

wish at this time to recommend risk assessment 

'check ups' or 'screening' for whole groups of the 

population. However, the priority high risk strategy 

requires some system foridentification of high risk 

individuals. There is. a substantial volume of risk 

factor measurement, particularly fur blood pressure, 

hut also cholesterol measurement, within the health 

services. Much of this risk factor measurement is not 

translated into estimation of risk o r  into the 

development of management plans where 

appropriatc. The solution would appear to he a 

combination of opportunistic and systematic risk 

assessment, with a very structured approach t o  the 

managanent of those identified as being at high risk. 

-- 
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&.rr.:f12 Bweess. 05 !dentifieation of those at High 
Risk 

General practitioners in Kilkenny implemented the 

I Health Assessment Programme in the manner best 

suited to thcir practice." Some utilised the practice 

computer system to identify those in thr target 

group and cuntactcd people, usually by post, 

requesting that they make an appointment to attend 

for the assessment. Other GPs recruited to the 

programme on an opportunistic basis. Over 7 000 

men and women in thcir thirties and forties and 

across the spectrum of social class were assessed. 

This demonstrated the feasibility of a structured 

approach to risk assessment in general practice in 

Ireland. 

The idrntification of those at  high risk of 

cardiovascular disease has heen shown to be 

improvcd hy computerised information sjsterns, by 

invitations to attend for assessmrnt and by the use 

of a postal qucstionnaire.17~'"'q Interpractice audit 

has heen found to contribute to improved clinical 

care of patients with raised hlood pressure.'" 

Prevention initiatives in Ireland would be facilitated 

if everyone was encouraged to register with a 

general practitionrr. Conlputerisation of general 

practice will facilitate the administration of 

screening and prevention programmes. 

Essential ingredients of 3 systematic approach to 

the identification of those at  high risk of  

cardiovascular disease in Ireland include: 

Patient registers, preferably computerised; 

r Practice nurses; 

Practice-based targets and timetables to 

implement the assessment programme ; 

Agreed methods of recruiting patients in cach 

practice; 

n be extended nationwid . Agreed methods of risk assessment (See R6.9 

lessons learned from the pilot pr above). 

-- .~~~~ -~ ~ ~~ 
~~~~ ~. . ~ ~- ~~ 

~ - ~~~~-~ - . 
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6.6.3 Family History 

For any given combination of risk factors, risk of 

CHD is furthrr increased if  a close family member 

died prrmaturely from cardiovascular disease. 

Close relatives (parents, siblings, offspring and 

other relativrs) may be at increased risk either due 

t o  adverse lifestyles or  because of genetically 

influenced risk factor levels (familial 

hyperlipidarmia, hypertension). 

If detected in time, those with a high absolute risk 

of a cardiovascular event can derive large absolute 

benefit from intervention, even where risk has a 

substantial genetic component. 

projected to age 60." When a person has been 

identified as being at high risk, recomn~ended risk 

factor management is similar to that for secondary 

prevention in those who have already had an 

event." 1.ifestyle and hralth hehaviour counselling 

is recommended in the first instance. The resulting 

favourahle changes in risk factors may reduce the 

need for drug therapirs. Management of the major 

modifiable risk factors is described in sections 6.10 

and 6.11. 

In the U.K. it has been stressed that 'the main 

challenge is not the identification of disease risk but 

the subsequent provision of effective intervention 

and long-term care to deal with the risk identified. 

Provision of such sustained and effective care is not 

easy, and is not without cost t o  doctor and 

patient.'" 

Nurses have hem involved in the management of 

such patients in a number o f  countries. In a study of 

siblings of per~ple with premature CHD it was 

concluded that trained nurses contributed 

significantly t o  effective care." Management by 

trained nurses was a n  integral part of OXCHECK 

and the British Family Heart Study referred to 

above.',' Effectiveness is increased if counselling is 

provided by multiple providers using a range of 

con>munications media.6 

Assessment in the absence of effective counselling 

and follow-up is unlikely to alter health behaviours 

or  risk. Indeed, such a system could d o  more harm 

than good, by generating anxiety without offering 

adequate support t o  reduce the risk idcntified. An 

integral component of the implementation o f  a 

health assessment programme is the provision of 

services for follow-up and management of those 

idcntified as being at high risk. 

Much of the counsrlling and follow-up can he done 

by specially trained practice nurses. These nurses 
Having assessed risk, there is agreement at should be trained to support non-pharmacological 
European level that intervention and follow-up is therapy and hehavinur change towards healthier 
requirrd for patients who have a 20% risk of lifestyles and to monitor risk factors and the effects 
having a CHD event in the ensuing ten years or  if  a of treatment in rhose identified as bring a t  high risk 
similar probability of an event is found when risk is of cardiovascular disease. Thcse practice nurses will 

@-~-~ - -  . .. ... . ~ ~ ----- ~ 
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also have a role in counselling and follow-up of 

those who have had a cardiovascular disease event. 

The practice nurses could be employed either 

directly by the practices or hy the health hoard GP 

Unit. 

For some problen~s, it may hr necessary to arrange 

referral outside general practice, for example, t o  a 

hospital risk management clinic, to a conlmunity 

dirtitian (R6.18) o r  smoking cessation clinic 

(R6.30); some of these services may be provided on 

a sessional basis within general practice. 

Counselling may be provided on a group basis as 

well as to individual patients. Community dietitians 

can play a major role in providing nutrition training 

to general practitioners and practice nurses. As in 

the pilot project in the North Western Health 

Board, ahout 20% of their time should be spent on 

community-hased health promotion initiatives, in 

collaboration with health board health promotion 

departments. 

In April 1998 there were a total of 4.5 whole-time 

equivalent dietitians known to be providing a clinical 

nutrition service in general practice in Ireland. 

Scheme' and arrangements made for payment for 

t h ~ s  servlce 

(3) Pat~ents not covered by the GMS should a 

entered Into the 'Follow-up Scheme' wnh some 

flnanc~al re~mbursement of costs to the patlent, 

e~ the r  through the GMS or through health 

Insurance schemes. 

6.7 Risk Assessment in Other Locations 

In addition to assessment in general practice, risk 

measurement is undertaken in a number of other 

locations, including occupational health schemes. 

Where these schemes include counselling and 

follow-up it is good practice to notify the general 

practitioner of the findings of the assessment and 

the action being taken arising from this. Where 

schemes do not include follow-up the general 

practitioner should be notified of the findings and 

the individual should be advised to attend the 

practice to discuss the findings. 

Risk factor measurement is also undertaken in 

other locations such as pharmacies and mobile 

units. Those who attend such services may d o  so 

because they prefer the anonymity of  having the 

trsts carried out in such locations. However, the 

value of assessing risk factors such as blood 

pressure or cholesterol as opposed to assessment of 

overall risk is questionable. A number of other 

issues arise including: 

Quality control procedures; 

Notification of the findings to a general 

practitioner; 

Arrangements for follow-up and management 

of those identified as being at  high risk. 

.- 
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6.8 Secondary Prevention 

6.8.1 Clinical Practice 

lipoprotein cholesterol > 3.37 lnmolil should he 

treated with lipid luwering agents. 

Current smokers should he offered help to stop 

smoking. 

All discharged patients should be referred for 

outpatient cardiac rehabilitation. 

Secondary risk factors such as diabetes and 

hypertension should be aggressively controlled. 

Issues relating to counselling of patients and the 

goals to he attained are similar to those for patients 

who have been identified as bring at  high risk 

(section 6.6.4). 

The European Guidelines on prevention of 6.8.2 Skructures and Processes for 

cardiovascular disease in clinical practice set out in Secomdary Prevention 
/ 

detail the interventions known to be effective in There is evidence that the full range of secdndary 
preventing progression of vascular disease in those prevention measures are not implemented for many 
who are already symptomatic." A literature review patients. A study in Scotland found that half of 
by authors from the United States of secondary patients with CHD who were surveyed had at least 
prevention in patients who have had an AM1 came two aspects of their medical management that were 
to similar conc lu~ ions .~~Bnx  6.1) suboptimal and nearly two thirds had at  least two 

aspects of their health behaviour that would benefit 
Similar approaches to prevention are required in from change?' 
patients with different manifestations of 

cardiovascular disease. In addition, in patients who As with prevention in those identifird as being at 
have had an ischaemic stroke, antithrombotic high risk, the challenge is to work with patients to 
agents require special attention, for example, an bring about hehaviour change and to reduce the 
antiplatelet agent (aspirin) and anticoagulation." risk of progression of atherosclerosis. In Belfast 
Smoking cessation greatly reduces the risk of limb personal health education of patients with angina 
amputation in patients with peripheral vascular was associated with increased exercise, reduced 
disease." restriction of everyday activities and improved 

dietary habits hut had no objective effect on 
Box 6.1 Summary of Secondary Prevention Measures after cardiovascular risk fac to~s . '~  A randomised 

controlled trial of clinics for secondary prevention 

of  CHD in general practice found that within their 

! All patients with myocardial infarction (or at least first yrar the clinics were associated with improved 
I ! 

those with congestive heart failure or left ; health status and reduced hospital  admission^.^^ 

I ventricular ejection fraction < 40%) should he given 1 
aspirin, R blockers and angiotensin converting i I Many patients with symptomatic cardiovascular 

I enzyme (ACE) inhibitors. ! disease are admitted to an acute hospital or are 

i i ! referred to such a hospital for a consultant opinion. 
1 Diet counselling (low fat dirt) should be offered to 
I 

Secondary prevention measures should he initiated 
everybody, and patients with a low density i -- . 3 when the patient's clinical condition has been 
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stahilised. For  most patients the ongoing 

implementation of  secondary prevention should 

take place in the general practice setting. 

There is substantial overlap betwren the structurrs 

and processes required for sec i~ndar~  prcventim to 

reduce risk of future cardiovascular disease evcnts 

and those required to reduce risk in asympttmatic 

peopie who have been identified as being at high 

risk. A large proportion of patients with identified 

disease is in the older age groups. The majority uf 

people in the over-70s are covered by the GMS 

Scheme which should facilitate the development of 

structured approaches to sccondary prevention in 

general practice. 

12 Spcallly rr31neJ pr.~ctice norws shmld provide 

milch r r f  the cc,uniclling and iollow-up requl~ed by 

rhcrc p?rwnrs; 

131 (.ounrelling and iollow-up ,hould he \upportid, hy 
,onLmunlrv dicr~rimc. 

6.9 Diabetes 

Cardiuvascular risk factors in patients with diabetes 

should be treated in the same manner as risk factors 

in non-diabetics who have had an AM1,"Tight 

control of raised blood pressure in patients with 

diabetes has been found to substantially reduce 

deaths and complications related to diabetes." 

Because of the reduced cost of complications and 

improved survival, the cost effectiveness of the 

improved blood pressure control was found to 

compare favourably with other accepted health care 
1 

programmes.32 

The European Task Force on the prevention of 

cardiovascular disease in clinical practice 

recommended the following targets for patients 

with diabetes:" 

Blood pressure: 130185 mm Hg 

Serum total cholesterol: 5 mmolll 

Fastlng blood glucose: 5.1 - 6.5 mmt,l/l 

Postprandial 

(peak) blood glucose: 7.6 - 9.0 mmoVl 

As w ~ t h  prevention in those ldent~fi 

h ~ g h  rrsk: 

(1) There should be fmanc~al lncentlves for general 

practltloners to ~mplement computerlsed 

lnformat~on systems for systematic follow-up of 

patlents wlth cardmvascular d~sease; 
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6.1B.f Smoking 

Research has shown that smoking cessation advice 

by a doctor in general practice or  in a hospital clinic 

results in smoking cessation rates of 2 %  and this 

was increased by additional encouragement and 

support." Nurse support, subsequent to doctor 

advice, further increases cessation rates. 

Substantially higher cessation rates have been 

achieved by AM1 survivors (36%) and by healthy 

men who had been identified as being at high risk 

of cardiovascular disease (21%). 

Barriers have been identified which limit the 

effectiveness of physicians in smoking cessation 

efforts.14 These include education and training, 

organisational issues and reimbursement. A review 

of the physician's role in smoking intervention 

concluded that a maintained effect cannot he 

expected from minimal levels of physician 

i n t e r ~ e n t i o n . ' ~  Effective intervention requires 

changes in physician skills and behaviours. The 

patient must be motivated to make cessation 

attempts and these attempts must he adequate t o  

maintain cessation. Effectiveness is increased by the 

prescription of nicotine replacement therapy." 

The Nat i r~nal  Institutes of Health (1986) 

publication produced in association with the 

American Thoracic Association "Clinical 

Opportunitirs for Smoking Intervention" provides 

authoritative information for physicians on 

supporting clients to stop smoking." 

The Smoking Target Action Group of the health 

boards and the ICGP have started to train health 

professionals so that they can more effectively assist 

smokers at all stages to move further along the 

behaviour change process. A user-friendly guide for 

health professionals is being developed. At present 

there are few education materials for patients 

appropriate t o  the different phases of the change 

v1ocess. 

6.10.2 Diet and Alcohol 

The European Task Force report on prevention of 

cardiovascular disease in clinical practice provides a 

summary of dietary advice for those identified as 

being at high risk and for those who have already 

developed cardiovascular disease (Box 6.2)." The 

European Task Force note that patients who have 

hypertension, hyprrcholesterolaernia or  othel. forms 

of dyslipidaemia, or diabetes may benefit from 

specialist dietary advice. For those who drink 

alcohol, moderatiun is recummended in view of the 

effects of high alcohol intakrs on blood pressure, 

blood lipids and body weight (see section 5.11). 

~ ~ . ~ ~ - 
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Box 6.2 Dietary goals for those at high risk of 

cardiovascular diseasc and for patients who have 

had a cardiovascular event 

To rrduce total fat intake to 30% or less of  total 

energy intake, the intake of saturated fat to no mor-e 

than one third of total fat intake, and the intake of 

cholesterol to less than 300 mg per day. 

To achieve the reduction in saturated fats by 

replacing thrrn in part with monounsaturated and 

polyunsaturated fats from both vegrtable and 

marine sources, as well as complex carbohydrates. 

To increase the intake of fresh fruit, cereals and 

vegetables. 

Tu reduce total calorie intake when weight 

reduction is needed. 

To reducr salt and alcohol use when blood pressorc 

is elevated. 

~uiormatum \er4ons, physlzal a ~ t ~ v i t y  rr~iuing and 

reln~.ar~on tecl~n~ques for those in cardiov.~siular 

r~sk in.inJgcmcnr programmes. 

6.10.3 Physical Activity 

The European Task Force on the prevention of 

cardiovascular disease in clinical practice 

recommends that patients should be professionally 

encouraged to increase their physical activity safely 

to a lcvel associated with the lowest risk of vascular 

disease.' Aerobic exercise (e.g. walking, 

swimming, cycling) for 20 - 30 minutes four or five 

times weekly is recommended. Physicians should 

emphasise the importance of physical activity in 

promoting a sense of wrll-being. Being physically 

active helps to reduce weight (togetbe>- with healthy 

food choices), increase HDL cholesterol, lower 

triglycerides and reduce the propensity to 

thrombosis. i 

In recent years a number of exercise prescription 

schemes have heen developrd in the U.K. One such 

scheme in Stockport involved the health authority, 

the local authority Leisure Services Department and 

general practitioners.'7 The 'prescription' provided 

vouchers which could be used to access fitness 

assessment and facilities in local leisure centres. 

Evaluation showed that many of the participants 

were enthusiastic and had started to take regular 

exercise. It was recommended that practice nurses 

should become involved in motivating people to 

attend. Follow-up for as long as two years was 

suggested so as to encourage maintenance of 

exercise habits and to help those who relapse into 

inactivity. Such schemes have been geared towards 

those who are sedentary but who are otherwise well. 

R6.37 Pilot projects should be undertaken in different 

locatrons, metropolrtan, urban and rural, to assess 

the f ea s~b~ l~ ty  of runnmg ‘lifestyle classes', ~nclud~ng 
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6.10.4 Psychological and Social Factors 

A revirw of the implications for clinical practicc of 

associations brtween psychosocial facturs and 

cardiovascular disease concluded that:"' 

Sr,cir,eionwnic status and economic factors are 

relevant to risk stratification; 

Lkpression should he detected and treated in 

patients with CHD; 

Social support for patients should be mobilised. 

Interventions which have been found to be effective 

in reducing future risk include relaxation, stress 

management and counselling.'" In addition to direct 

effects on disease risk, psychological factors can 

have a n  important effect on compliance with 

lifestyle advice relating to othcr risk factors. 

In the Happy Heart Na t imal  Survey (1992)  one in 

ten men aged 30 to 49 years lhad never had a blood 

pressure check."' Nearly one in five participants had 

been told that their blood pressure was raised. One 

in five men aged 50 to 69 years and one in four 

women in t h ~ i t  age group had been trrated at somc 

time for I-aised hl<r<~d pressure. 

Overall, most o f  those survcyrd by thr  KHP 

reported lhavinji had a blood prcssure measurement 

in thc past, in locations such as  the workplace, 

accident and emergency department or mobile 

health chrck-up clinic, as  well as in general 

practice."' However, less than half o f  those with 

high blood pressure a t  thr time of the survey were 

on treatment. Of those on treatment, approximately 

one-third had raised blood pressure lrvels durlhg 

the survey. 

It is of concern that a high proportion of those with 

high blood pressure a t  the time of the I<HP 

population surveys were not on treatment. Some of 

these people may not have susraincd high blood 

prrssure whrn further measuremrnts are made in 

gencral practice. Other possiblc reasons include a 

lack of knowledge of the risks associated with high 

hlood pressure, financial barriers t o  returning t o  the 

gencral practitioner on a regular basis over a long 

period of time, lack of understanding by the patient 

of the importance of on-going follow-up and 

treatment, or a distaste for taking medication on a 

long~term basis. 

Thirty per cent of those surveyed in Offaly had had 

their cholesterol mrasured; this was nearly twice as 

frequent in men as in women. This compared with 

52% in Kilkenny (with little difference between 

nlrn and women) where a special programme was 

in place (see section 6.6.21. In the Happy Heart 

Surrey, 38% of pal-ticipants had had a cholesterol 

check - 42% of  men and 33'16 of women.*" One in 

five Inen and women who reported a cholesterol 

check lhad heen rold that their chulesrrrol was 

raised. 
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Management algorithms for primary prevention are 

presented by the European Task Force fix those 

with raised blood pressurc or raised cholesterol." 

Target blnod pressure is lrss than 140190 mm Hg 

and the target for serum total cholesterol is below 5 

mmolll. Drug therapy fnr raised cholesterol is 

recommendrd nnly for those with a > 20% risk of a 

CHD cvent in the next ten years (or a similar risk 

when prniccted to age 60) and in whom serum total 

cholcsterol remains above 5 mmolll despite a trial 

of dirrary advice. 

In secondary prevention, i f  target bhod pressure or 

cholesterol is not achieved with lifestyle changes, 

drug therapy should be used." Special attention is 

recommrnded for patients with diahctes mellitus, 

with a target blood pressure of 130185 mm Hg as 

wcll as serum total cholcsterol of 5 mmolil. Targets 

are also set for fasting blond glucose (Section 6.9). 

Studies in other countries, as in the EUROASPIRE 

Study, have shown that a substantial proportion of 

patients who require secondary prevention have 

risk factors which do not receive adequate attention 

or, if on treatment, do not attain appropriate target 

levels of blood pressure or cholesteri~l.'~~' 

R6.47 A monltonng system for 

should be established, 

EUROASPIRE protocol. 

iueietmemt of Patients with Chronic 

Conditioi-os 

Patients who havc suffered an acute vasculal- event 

require no-going treatment for their symptoms and 

prcvcntive apprnaches (lifestyle and drug therapies) 

to reduce their risk of a futurr evcnt and to slow the 

progression nf their atherosclerosis. Specific 

interventions for  CHD, such as PTCA or CABC;, 

arc discussed in Chapter 8. 

It is not prr~pmed to review the rffectiveness of  drug 

treatments in chronic conditions whish general 

pracritinncrs treat, such as stable angina, congestive 

cardiac failure or patients who arc post-myocardial 

infarction. There are a number of types of drugs 

involved, including nitrates, R-blockers, calcium 

antagonists, antithrombotics and ACE inhibitors. 

What is important in this context is that structures 

in general practice should facilitate the prescriptihn 

and monitoring of drug treatments known to be 

effective for those patients who would benefit. The 

long-term prescription of low dose aspirin requires 

particular attention in view of the weight of 

evidence of its effectiveness and its low cost. 

The first step in ensuring the prescription of 

effective treatments t o  those who would benefit is 

the agreement of evidence-based clinical guidelines. 

This also einergrs as an issue in the hospital-based 

treatment of patients. Clearly, hospital and 

community-based doctors should be using the same 

set of clinical guidelines. 

National guidelines are likely to have little impact 

on patient treatment. Local adaptation and 

agreement is likely to raise awareness of  the 

guidelines and increases the likelihood of their 

being acted upon in general practice. In the U.K. 

locally devrloped guidelines disseminated through 

practice-based education improved the care of 

patients with diabetes and possibly also of 

a~thrna .~ '  Structured records for patient review 

wtre used in that trial and improved the exrent to 

which the were implemented. The 

increased cost of prescribing is one of the criteria by 

which thr successful implementation of guidelines is 

judged. 
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lnterpractice audit of diagnosis and management of 

hypertension, with educational intervention and 

review of medical records, has been found to 

improve some aspects of clinical behaviour by 

general This study emphasised the 

irnpurtance o f  breaking down the long-term goals 

of patient outcnme (e.g. that patients on treatment 

for hypertension attain a blood pressure below an 

agreed level) into shorter-term targets (e.g. relating 

to diagnosis and lifestyle advice). Raising awareness 

of the improved patient outcome associated with 

intrrventions is also important.".4' 

Many patients with chronic cardiovascular 

conditions are referred to hospital for diagnosis and 

initiation of treatment. Structures in general 

~ r a c t i c e  for the care o f  patients with chronic 

cardiovascular conditions must take into account 

the need for referral between general practice and 

the acute haspital sector with explicit arrangements 

for combined or  shared care. General practitioners 

also require improved access to diagnostic services, 

including a chest pain clinic, and efficient 

al-rangerncnts for admission of patients to hospital. 

The 'Blueprint' for General Practice envisaged 

direct access by general practitioners to specified 

hospital diagnostic facilities, dependent on 

outcomes falling within an acceptable range.' 

Aspects of the treatment of acute cardiovascular 

conditirrns are considered in Chapters 7 and 8 

which deal with pre-hospital care and with hospital 

services. General practitioners are, however, 

frequently consulted in the early stages of acute 

events, such as AM1 or  stroke. 

Natir~nal protr~cols for the initial care of patients 

with acute cardiovascular conditions should be 

agreed. These PI-otocols should be adapted for local 

use. Protoculs should explicitly state the preferred 

strategies t o  provide acute care to patients as 

rapidly as possihlr. The roles of all who may be 

invalvrd s h o ~ ~ l d  be clearly stated - general 

practitioner, ambulance services, accident and 

emergency department, coronary care unit. These 

protocols should be updated annually. 1 

The emphasis in the early care of patients with AM1 

is on rapid admission to an acute hospital. Except 

where specifically contraindicated, all patients with 

suspected AM1 should he given oral aspirin. 

Thnlmholysis is usually given in hospital. However, 

in places which are at a distance from hospital, the 

local protocol may provide for the administration 

of thromholytic therapy by a general practitioner. A 

pilot project on general practitioner provision of 

thrornbolysis is underway in the North Western 

Health Board. The role of general practitioners in 

defibrillation also requires consideration. 
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T h e  B l u e p r i n t  for t h e  d e v e l o p m e n t  of g r n e r a l  

p r a c t i c e  and the national h e a l t h  s t r a t e g y  recogn i se  

the i m p o r t a n c e  of continuing m e d i c a l  e d u c a t i o n  and 

of i n i t i a t i v e s  to p m m o t e  quality in g e n e r a l  p rac t i ce .  

T h e  ICGP h a s  a s t r u c t u r e  for continuing m e d i c a l  

e d u c a t i o n  for g e n e r a l  p rac t i t i one rs .  S o m e  quality 

i n i t i a t i v e s  a r e  b e i n g  u n d e r t a k e n  by t h e  Co l l ege .  
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It has heen known for several drcades that of those 

patients dying from facal coronary artery disease at 

least 50' will be dead within two hours of the 

onset of symptoms.'~'~' Those who are admitted to 

hospital are the survivors of a storm which has 

already taken its main toll.' The demonstration that 

closed chest cardiac massage was an effective 

method of maintaining the circulation was a major 

advance in the management of cardiac arrest after 

AMI.' The recognition that most deaths from 

cardiac arrest occur soon after the onset of  

symptoms and outside hospital led t o  the 

development of the first mobile coronary care unit 

(MCCU) in Belfast in 1966.' 

Alternative approaches have been developed to the 

physician-provided model, with training of 

paramedic units and fire fighters.7.RP~'o 

Developments are based on 'improving the links'in 

the chain of survival' for patients with out-of- 

hospital cardiac arrest." 

Box 7.1 The Components of the Chain of Survival 

Early access to emergency medical services 

Early cardiopulmonary resuscitation (CPR) 

Early defibrillation 

Early advanced cardiac life support (ACLS) 

The Review Group on the Ambulance Service 

which reported in 1993 examined the service under 

the following headings:'" 

Organisation, management and training; 

Cardiac care; 

Communications; 

The Dublin Ambulance Service. 

A National Ambulance Advisory Council (NAAC) 

was established in 1994 to ensure that uniform 

standards of service would operate throughout the 

country. In 1997 the Comptroller and Auditor 

General (C&AG) examined the emergency 

ambulance services from the perspective of value 

for money." 

7.2 Early Access .to Emergency Medical 

Services 

The chain of survival begins when the emcrgency is 

recognised and the emergency services are accessed 

and activated. In Ireland this usually means that an 

ambulance is dispatched with emergency n~edical 

technicians (EMTs) on board. On arrival at  the 

scene the EMTs make a rapid assessment of the 

condition of the patient. They can provide 

emergency care, carry out CPR (Section 7.3) and 

defibrillation (Section 7.4) as necessary, as well as 

provide rapid transfer ro hospital. 

Research in Ireland on patients with suspected AM1 

has shown that valuable time may be lost before a 

decision is made to call an ambulance." The 1994 

census of patients admitted to CCUs in Ireland 

found a median time to treatment of four and a half 

hours for patients with chest pain." I're-hospital 

delay (median i.e. the time for half the patients to 

present was three and a half hours) was the major 

contributor to time to treatment for AMI. The 

median distance travelled was 9 miles. Patients 

referred by the general practitioner took two hours 

longer to reach hospital compared to those who 

were not. 

In other countries education campaigns to raise 

public awareness have resulted in earlier access to 

emergency medical services.16 Special attention 

should be paid to providing guidance to patients 

who are already known to have cardiac disease as 

they constitute 30% of those who present with 

acute chest pain." 

Rapid response by the emergency ambulance 

services is essential and feasible. For example, 

Munich (population 1.5 n~illion) has one dispatch 

centre which alerts a two-tier emergency system.'" 

Thrre are 56 EMT-staffed ambulances and 

physician-staffed mobile ICUs are stationed at nine 

hospitals. For a series of patients in whom 

defibrillation was attempted, the mean call- 

response interval was 5 minutes for the EMT units 

and 10 minutes for the second tier. Response times 

of 6 to 8 minutes have been reported for a similar 

series of patients in the United States. I Y  
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The CKtAG report noted that emergency call 

response times are not routinely recorded in sume 

health boards." In other areas the times recorded 

may not bc reliable because of the methods used to 

capture the data. Overall, in early 1997 87% of 

calls were responded to within 20 minutes. 

However, in the Midland, North Western and 

Western Health Board areas less than 60% of calls 

were responded to within that time. The size of the 

population servcd, the geographical circumstances 

and the available resources present challenges to the 

provision of a service with response times equal to 

those achieved in other countries, for example in 

England." 

The Review Group recommended that there should 

he 3 single command and control centre for 

emel-gency ambulances in each health board area." 

The C&AG reported that this had not b en P 
implemented in some regions.'' Similarly, the 

recommendation that a standardised patient rrport 

form should be used by all emergency ambulance 

serviccs had not been implemented. The C&AG 

recornmended that performance targets should be 

set for response times, taking into account the 

different set of circumstances faced by service 

providers. 

A standard patient report form is being introduced 

in 1999 by all health board ambulance services. 

Monitoring of response times will be carried out on 

a quarterly basis. Medical advisors have been 

appointed to each ambulance service and will assist 

in the audit of information collected through the 

patient rcport form. A suite of patient care 

protocols for use in pre-hospital care is being 

prepared hy the NAAC which will facilitate the 

development of structured clinical audit in the 

ambulancr servicr. 

Clearer standards for pre-hospital care are required. 

There is a need for clear service performance and 

profcssional standards to underpin the quality and 

effectiveness of the pre-hospital response. In recent 

years the NAAC has played a valuable role in the 

drvelopn~ent of  thrse services. However, the C&AG 

report stated that because it is an  advisory body 

with no statutory powers over the health boards, 

rhc NAAC's ability to achieve its objectives is 

limited. The capacity of the NAAC to carry out the 

task of implementing standards weds  to he 

strengthened. 

Response times for emergency calls need to be 

improved. A response is necrssary within s time 

frame likely to be effective for the management of 

life threatening emergencies. This requires: 

Prioritiscd dispatching to identify true 

emergencies and deal with them on the basis of 

clinical need; 

Standardised procedural arrangements to 

improve communication between individual 

services and between control centres and 

vehicles; 

The use of first responder schemes when an 

ambulance rrsponse is likely to be delayed (See 

sections 7.3 and 7.4). 

The use nf ECG telemetry, automated external 

defibrillators (AF.Ds) and ACLS improve the 

effectiveness of EMTs in patient resuscitation; 

these can be supplemented by first responder 

schemes where necessary (Sections 7.4 and 7.5). 

A better database on pre-hospital care is needed. 

The introduction of a national standard patient 

report form will provide information on the nature 

of and response to pre-hospital illness and on 

patient outcomes. 
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of  survival. The Irish Heart Foundation co- 

ordinates thc activities of a numher of voluntary 

agencies which provide CPR training for Inemhers 

o f  the public." Funding is provided by the 

Department of Hcalth and Childrcn. Participants 

are also providcd with infwmation about health 

promotirm measures to prevent cardiovascular 

The Irish Heart Foundation CPR programme has 

been implcrnentcd in 15 countirs nationwide. Over 

1 500 CPR Instructors have been trained and more 

than 27 000 rnemhrrs of the public have received 

instruction in bystander CPR. Audit and quality 

conrroi is included as part of the planning process 

for community programmes. Approximately S 000 

people in County Donegal have been trained in 

CPR and the potential to provide otlicr health 

promotion messages during the programme has 

been recngnised." In some schools, CPR training is 

included in the Transition Year programme. 

7.3 Early CPR 

The purpose of CPR is t o  assist pulseless, 

nonbreathing patients to maintain respiratkm and 

circulation until further medical intervention in the 

form of defibrillation, intubation and medication 

arrives."' Time is a key factor in saving cardiac 

arrest victims. The most important predictors of 

survival after cardiac arrest are whether the arrest 

was witnessed, the time from collapse t o  

defibrillation and the initial cardiac rhythm 

identified by emergency staff. A number of studies 

have found that bystander initiated CPR increased 

pre-hospital survival three- t o  four-fold."'.' Much 

of the improved survival of patients who had a .. A Ear& SefEbriBlatim 
cardiac arrest in public compared with those who 

had an arrest at home could he attributed to the Most patients who suffer out-of-hospital cardiac 

higher rate of bystander resuscitation of those who arrest have ventricular fibrillatton as rhe cause of 

had an arrest in a public place. the collapse. In the hospital setting in patients with 

AM1 normal sinus rhythm is usually restored by 

Community CPR training programmes are labour defihrillation. Ideally, defibrillation should he 

intmsive but are a very necessary link in the chain performed within four minutes of the onset of the 

- 
~ ~- ~~~-~ ~- ~ - ~ ~ ~ - p ~  ------ 
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arrhythmia. Thcre are many studies showing 

success rates r r i  out-of-hospital deiibrillation and 

the fact that success is very dependent on its rapid 
provision,u.~3.2~,x T en per cent of patients who 

suffer a cardiac arrest and are rrsuscitated by 

emergency amhulance personnel tl-ained in 

defibrillation survivr t o  rcach hospitai.'9~'0~" A very 

small percentage of out-of-hospital cardiac arrest 

victims survivr without defibrillation. 

The AED was developed to increasc the availability 

of early defibrillation."' This device is designed ior 

use by iirst rrsponders not trained in advanced life 

support such as fire fighters, policemen and lay 

 people."^" The operator checks that there is n o  

pulse, places the drvicr on the patient and turns it 

on. The AED senyes the cardiac rhythm and if  it 

identifies ventricular tachycardia or  ventricular 

fibrillation a countershock is delivrrcd. 
I 

The Review Group o n  the Ambulance Service made 

recommrndations in relation to pre-hospital cardiac 

care, including: 

Where a n  individual o r  an organisation 

provides a defibrillation service, a system of 

regulation should be introduced t o  ensure that 

proper training, supervision and certification 

are provided; 

Every emergency ambulance should be 

equipped with a defibrillator o f  the AED type; 

It should be a priority to adequately train as 

many cmergency ambulance personnel in the 

use of defibrillation equipment in as short a time 

as possible; 

Emergency ambulance services should conduct 

a n  ongoing audit of their service, such as 

activation and response times and patient 

outcome data (Secti<~n 7.2); 

A pilot project should he undrrtakcn of the 

placement of AEDs in Kcnerd practices in areas 

where emergency ambulances arc not readily 

nccessiblr. 

education uprl-atc within the standards and 

framework cstahlishrd hy the NAAC and training is 

validated against these national standards. Training 

in the use of AEDs was delivrrcd on a stand alone 

basis t o  a large pruporrion of the EMT w<rrkforce. 

This training now f piut of the 

refreslier/co~ivrrsio~~ training for serving staff and is 

a core element of the curriculum fur nrw cntrants to 

the service. Thc first EMT course commenced in 

1997 with 30 trainees; cnmplction of the 

programme leads to a Diploma in Emergency 

Medical Technology from the Department of 

Medicinr a t  University College, Dublin. 

Since the acceptance as policy of the Rcport of the 

Review Group on the Ambulance Service, standards 

havc been drvrloped rrgarding equipment, 

including an AED, for all emergrncy ambulances. 

Substantial progress has bccn made in equipping 

ambulances. However, somr ambulances in Dublin 

City still do not have an AED on board. This 

situation is unacceptable. 

The Donegal Pre-hospital Emergency Care Project 

started in 1992 with funding from the North 

Westcrn Health Board, the Department o f  Health 

and the Irish Heart Foundation. In the general 

practitioner defibrillation scheme, nine AEDs and 

support rquipment were distributed brtwecn 15 

practices in selected locations while two other 

practices purchased a defihrillatnr. Training courses 

have been in line with the national standards, 

provided by trained tutors, either general 

pl-actitioners or  amhulance tutors. Courses have 

includrd immediate cardiac care and trauma care."' 

Following evaluation, funding is now being sought 

to expand the placing of AEDs in practices. There 

has heen greater involvement of general 

practitioners by the ambulance service in the care of 

trauma patients and the potential for involve~nent 

with medical rmergcncies is naw hcing explored. 

The Dunegal project has also provided some 

training in ACLS (Section 7.5) and rhrre are plans 

t o  implement a study of the provision uf 

thromholysis in AMI in general practice in Donrgal 

(Section 7.6). 

Standards of training havr hren ~lrvclopcd for 

ambulance personnel who operate at basic life 

support level. Ambulance in Ireland arc 

 no^, designated a s  EMTs. Providers of PlMT 

Building Healthier Hearts The Report of the Cardiovascular Health Strategy Group 



In addition to EMTs and general practitioners, 

AEDs can he used effectively by other personnel. 

This includes health professionals, such as public 

health nurses, practice nurses and occupational 

health nurses as well as those in the fire and police 

servicrs. Appropriate equipment and training, 

linked to the ambulance service communications 

systems may offer life saving interventions, 

particularly in rural areas. While AEDs arc being 

provided fur use by other personnel and by lay 

people in some countries, priority should be given 

to the strategic placement of AEDs with 

professionals such as those listed above. 

7.5 Advanced Cardiac Life Support 

Some patients with cardiac arrest require further 

medical support. In addition to basic life support, 

ACLS includes: 
- ECG monitoring and arrhythmia recognition 

and treatment; 
- Establishment and maintenance of intravenous 

access; 
- Emergency treatment of patients with cardiac 

and respiratory arrest. 

Mobile corunary care /mobile intensive care units 

(MCCUsIMICUs) are in operation in several 

continental European countries and in Northern 

Ireland.'"~& units are considered suitable for 

areas of low-density population where long 

journeys to hospital are required. The key question 

regarding the effectiveness of these systems is what 

incl-emental benefit can be derived compared to 

defibrillation alone? An analysis by the Review 

Group on the Ambulance Service found that the 

MICUs provided little additional benefit.'Vhis was 

possibly attributable to the longer activation and 

response times of MICUs. As stated in Section 7.2 

ahove, the effectiveness of EMTs in patient 

resuscitation has been improved by the use of ECG 

telemetry, AEDs and ACLS, supplemented by first 

responder schemes where necessary (Section 7.4). 

While there is evidence of improved outcomes using 

medically-staffed MCCUs, the priority at this time 

should be to develop the EMT and first responder 

schemes to a high standard. 

At present ACLS in Ireland is usually provided by 

hospital-based personnel." It is recognised that 

EMTs have an important role in providing ACLS as 

part of pre-hospital care. An advanced training 

programme for EMTs has been developed. 

However, legislative changes are necessary to enable 

EMTs to administer emergency cardiac care drugs. 

As part of the Donegal Pre-hospital Emergency 

Care project, some area co-ordinators, general 

practitioners and ambulance personnel have 

received ACLS training. It is also planned to 

provide trained general practitioners with advanced 

care equipment to support defibrillator units 

already supplied. 

Recomrnendatlons 

R7.14 l'he ncccssaty l e g i h i o n  should hc c n ~ r t c d  r 0  

cnahle k.\ITs 10  dniinlstcr c,irdt.ic care drugs. 

K7.1.5 ACI 5 tr3mm,: and cquipmmr jhuuld bc prov~~ied,  

i s  in l)oncgdl, (or gen t r~ l  pracrlrnmer, in rural 

arc1h at 2 .l~jt.~nce f rom ;in xnhulan;~  h.>sc. 

The purpose of thromholysis in AM1 is to dissolve 

the clot in the coronary artery and restore 
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circulation to the heart muscle (Section 8.2). It has 

been estimated that administration of thromholysis 

in hospital prevents 20 to 30 deaths per 1 000 

patients in the first month after t r~a tment . '~  There 

are important additional benefits of giving aspirin 

to patients with suspected AMI. " In combination, 

50 lives are saved per 1 000 patients trcated. 

It is accepted that the earlier thrombolytic therapy 

is given the better for both immediate and long- 

term mortality and morbidity. A meta-analysis of 

randomised controlled trials of thrombolytic 

therapy confirmed the relationship between the 

number of lives saved and time of treatment."' 

Published guidelines from the European Society of 

Cardiology and British Heart Foundation on the 

early management of myocardial infarction have 

proposed as an audit standard a 'call-to-needle' 

time of 90  minutes."^" This target is particularly 

difficult to achieve for patients who live some 

distance from the nearest acute hospital. 

A large European study (EMIP) and a study from 

Seattle, (the MlTl trial) have confirmed that pre- 

hospital thromholysis was effective and safe when 

performed by well-trained ~ t a f f . ' ~ . ~ ~  A meta-analysis 

of all randomised trials of pre-hospital thrombolysis 

showed a significant reduction in one month 

mortality with pre-hospital administration, with a 

benefit of 21 deaths I 1000 patients 1 hour saved." 

The Grampian early anistreplase trial (GREAT) in 

Scotland also found that giving thrombolytic 

therapy in the community reduced one month 

mortality by 21 deaths per 1 000 I hour of earlier 

t~ea tment .~ '  At five years the difference was 43 

deaths / I000 patients I hour saved. Ninety per cent 

had received thrombolysis within 90 minutes of 

calling for help in the home administration group 

compared to 1 %  in the hospital group. A more 

recent study of rural general practitioners in 

Scotland found that 87% had an ECG machine, 

76% a defibrillator and that 50% had a policy of 

giving thrombolytic therapy to patients with an 

AMI." 

In Ireland in 1992 the median length of  time from 

onset of symptoms to admission to CCU was six 

hours in Dublin and four hours e l ~ e w h e r e . ~  The 

1994 national census of AM1 found that it took 

four hours for those with subsequently confirmed 

AM1 to receive treatment." It took these patients 

three hours to reach hospital. An important 

component of the time to reach treatment reflects 

delay by the patient in calling for help (Section 7.2). 

There are few up-to-date data on call-to-needle 

times for Irish patients. 

The Donegal Pre-hospital Emergency Care Project 

is undertaking a feasibility study of domiciliary 

thrombolysis by general practitioners aided by ECG 

telemetry (Murphy AW, Dowling J, communication 

with the Cardiovascular Health Strategy Group). 

There is substantial evidence from other countries 

of the benefits of pre-hospital thrombolysis. Thus, 

the experiences of the Donegal Project should he 

transferred rapidly to other regions in Ireland where 

patients live at  a distance from an acute hospital. 
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8.1 Bmtraductioc% 

There is evidence that thr decline in death rates 

from CHD in Western dcvclopcd countrirs has been 

due to a reduction in disease incidence and t o  

improved survival among those w h o  get the 

disease.' Analyses of srcular trends in risk factors 

and treatment found that the largest proportion of 

the decline in dcath rates in the U.S. could he 

attributed to improved treatments for pntirnts with 

coronary disease; srcondary prevrntion in those 

patients accounted for the next highest proportirm 

of the declinc, with the remainder being attributable 

to primary 

It is essential to optimise services for patients 

presenting with cardiac problems to enhance the 

continuing downward trend in death rates from 

cardiovascular disease in Ireland. Despite (or partly 

because of) the falling mortality frum C H D  the 

need for appropriate, high quality services for 

patient carr will not diminish. In fact with an ageing 

population and more patients presenting for 

treatment, it is likely that the demand for  

angiography and intrrventional cardiology will 

continue to increase for the foreseeable future. In 

addition, with an 'igring population, better survival 

from myocardial infarction and better survival with 

hypertension, a new epidemic of cardiovascular 

disease, namely hcart failure, is emerging in the 

westrrn wtwld. This condition has become the 

single most frrqoent cause of hospitalisation in 

prrsons 65  years of age or older in the United 

States.' 

In the Department of Health policy document, 

'Shaping a Healthier Future', a strategy was 

outlined for effective healthcare in the 1990s. The 

stated principles underlying the strategy are equity, 

quality o f  service and  accountability. These 

principles are expanded on in Secrion 1.5 of this 

document and must form the basis for  service 

delivery. 

Patients prcsmting with symptoms of AM1 or 

unstahle angina are  usually treated in a CCU or  

ICli. Monitoring can detect abnol-malitirs of heart 

rhythm. Trained staff and facilities are to hand for 

resuscitation should a life-threatening arrhythmia 

occur. Standard, evidencr-based treatments are 

given as indicated, including pain rclief, R-Bluckers' 

and ACE inl~ibi tors .~ In this context, treatment with 

aspirin and thrombolysis as oi~tlinrd below deserves 

sprcid attention. 

The Advanced Cardiac I.ifc Support Council of the 

Irish Heart Foundatini> has published AC1.S 

algorithms appropriate to rnrdications and practice 

in use in this country.' It is essential that all relevant 

personnrl reccive appropriate ACLS training and 

conrinuing rrfresher courses. 

8.2.1 Aspirin Therapy 

Aspirin is a platelet cycln-oxygcnase inhihitor 

which prevents platclets aggregating together to 

form a clot. It is effective in lowering mortality from 

AM1 when given alone or with a rhrombolytic 

agent.' As well as rrducinp CHD mortality, aspirin 

reduces the incidence of stroke in AM1 patients.Y It 

is also effective in reducing mortality in patients 

with unstable angina."' "n 
: 

The benefits o f  aspirin in suspected AM1 may be 

summal-ised as follows:" 

Suhszqucnt AMI, stroke and vascular deaths are 

reduced by about one quarter; 

Among 1 000 paticnts with AMI, about 40 

deaths, AMIs GI strokes will be prevented with 

aspirin 11-eatment during the first month. About 

40  more are prevented in the ensuing two years 

and benefits are maintained for at least ten 

years;" 

For evrry 40 patients with suspected AM1 who 

air  treated promptly with aspirin, one early 

vascular death will he prevented; 

Aspirin is inexpensive and rasy to administer. 

An aspirin tahlet may be safcly given ru ahlost  all 

patients who are having a suspected AMI. The main 

contraindications to aspirin are:" 

Known Ihypersmsitivity; 

Active, symptomatic peptic ulcer; 

Hxmrrphilia and u t h u  bleeding disorders; 
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Treatment with warfarin o r  other A large Eurupcan study (EMIP) has confirmed that 

anticoagulants. pre-hospital throniholysis is both effective and safe 

when performed by well trained sraff (Section 

There are no  major published studies of 7.6)." It has been estimated that administration of 

administration uf aspirin to patients with suspected thrnmbolysis in hospital prevents 20 to 3 0  deaths 

AM1 in Ircland. Howcver, a number of submissions per 1 000 patients in the first  mun nth after 

t o  the Cardiovascular Health Strategy Group treatmrnt." A meta-analysis of all randomised 

lhiChlighted the nerd for  grcatct levels of trials uf pl-e-hospital thrombolysis showed a 

professir,nal and public awareness o f  the benefits significant reduction in one month mul-tality with 

and import3nce of early aspirin treatment in pre-hospital administration, with a benefit from 

suspected AMI. earlier treatment of 2 1  deaths 11000 patients 

l h u ~ ~ r . ~ '  

8.2.2 Thrornbolysis 

After the introduction of CCUs research efforts in 
In a 1992 study uf Irish CCUs it was shown that 

only 3.5% of patients with coniirmed myocardial 
the 1960s and 1970s addressed ways of reducing 

infarction received thrombolysis.i4 In this study 
infarct size. In 1980 De W~rod and his colleagues 

men received thl-omholytic treatment more often 
reported a very high incidence of thrombotic 

than women and those admitted to Dublin hospitals 
ocdusion of the infarct-related artrry when 

received thrombolytic treatment significantly more 
coronary angiograms were prrfornied within the 

: often than those admitted to hospitals outside 
first four hours of onset of symptoms."This lcd t o  

Dublin. A further study carried out  in 1994 showed 
the use of streptokinase as an  effective thrumholytic 

agent to dissolve the clot and restore hlood flow that 58% of cunf i rm~d AM1 patients received 

thromholysis." The median time to treatment was 
through the artrry. 

four and a half hours from the otiset of chest pain. 

<;fh" 
Initially thrombolytic therapy was given via the 1 intracoronary route but subsequent studies using Published guidelinrs from the European Society of 

Cardiology and British Heart Foundation o n  the intravenous thromholysis showed that clot lysis was 

-4. achieved in up to 70% of patients.R"4"5 Further early management of myocardial infarction have 
I 

proposed as an audit standard a 'call-to-needle' studies showed the value of other thrombolytic 

agents such as tissue-type plasminogen activator time of 90  minute^."'^^' 

i t P A ) . ' h ~ " ~ l ~ d ~ ~ ~ i n i s t r a r i o n  o f  thrombolysis before 

thr heart muscle cells have died reduces the size of Since the 1994 study quoted above there are no 

large published studies about administration of the infarct, decreases short- and long-term 

complications and significantly reduces mortality. thrombolysis to patients in Ireland. However, it is 

likely that an important proportion d o  not 

currently benefit from the timely administration of It is accrpted that the earlier thrombolysis is given 
thrombolytic therapy. To achieve international the better for immediate results and long-term 
targets in this regard, pre-hospital treatment will be morbidity." Various strategies have bcen developed 
neccssary for some patients (Section 7.6). to provide for its early delivery. The European 

Society of Cardiology guidelines propose that 

paticnts wirh clear-cut evidence of AM1 should 

rnter a 'fast tl-ack' system in which thrombolysis is 

administcrrd in the Accident and  Emergency 

Drparrment."' Othrl- patients may require more 

derailed assessment, wirh rapid admission to the 

-: CCU. 

- - .  . 
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8.3 Management of Heart Failure 

Synlptoms and factors associated with the 

development of chronic heart failurr are described 

in Section 2.3.4. The occurrence of the condition is 

profoundly influenced by agr, rraching a prevalence 

of approximately 1 in 10 of those aged 75 years and 

 we^" 

There is a steady drop out  of cardiac cells during life 

which incrcases with age. The programmed death 

of lnyocytes appears to be accelerated in the 

presence of ventricular hypertrophy secondary to 

hypertension, which accelerates the development of 

heart failure in such patients. Similarly, survivors of 

AM1 have a reduced number of functioning 

myocytes, and the ongoing attrition of the 

remaining cells may make these patients more 

suscrptible to the development of heart failure. 

In recent years hospital admissions for heart failure 

have been rising steadily. This condition has become 

the single most frequent cause of hospitalisation in 

persons 65 years of age or  older in the United States 

where it is now responsible for more than 875 000 

admissions each year.'." The increase in the 

prevalence of heart failure would seem to he related 

to a n  ageing population, survival of patients with 

hypertension in whom death from stroke has been 

prevented hy anti-hypertensive therapy, and  

improved survival aftel. AMI." 

Readmission rates of patients with heart failure are 1 
high and have been attributed to a range of factors 

including inadequate drug therapy, poor  

compliance and inadequate discharge planning or  

follow-up.'" The prognosis fnr patients with heart 1 
i 

failure is poor." Patients followed-up after 

treatment in hospital had a 1-year mortality of 30- 

50%. In patients with chronic stable heart failure 

the annual mot-tality is approximately 10%.  

The American College of Cardiology and the 

American Heart  Association have prepared 

guidelines for the evaluation and management of 

adults and children with heart failure." The 

European Society of Cardiology has also published 

guidelines on the diagnosis of the c n n d i t i ~ n . ' ~  

Echocardiugraphy is o f  benefit in the initial 

evaluation o f  patients with suspected cardiac 

failure. Developments in diagnostic techniques, 

evidence-based treatments including ACE 

inhibitors, and R-blockers in stable mild t o  

moderate heart failure, are likely to improve 

Cardiac transplantation is a 

therapeutic option in selected patients. 

There is a need to improve the care of patients with 

heart f a i l ~ r e . ' ~  The  entire spectrum of  the 

management of heart failure should he taken into 

account. This includes the provision of adequate 

resources for  diagnosis, the creation of an 

infrastructure t o  provide treatment based o n  

evidence from clinical trials, and the development 

of innovative strategies for the care of heart failure 

patients in different settings. Specialised care for 

high risk patients may reduce readmission rates. 

Education o f  patients and their families has also 

been shnwn t o  improve quality nf life and to reduce 

readmission rates. Multidisciplinary heart failure 

units in urban areas with integrated shared care 

programmrs are one proposed modrl nf care. 

Because many patients with heart failure are elderly, 

consideration of social supports is an important 

aspect nf care. 

~ ~~. . ~ - ~ ~ ~  . -~ - .  ~ 
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8.4 Secondary Prevention 

A high priority should be accorded to the 

prevention of  progression and recurrence in patients 

who have heen diagnosed as having cardiovascular 

disease. Since many components of secondary 

prevention are delivered in primary care, the topic 

is addressed in detail in Chapter 6. The European 

Society of Cardiology and other professional 

societies in Europe have made recrmmendations on 

the prevention of CHD in clinical practice." 

Secondary prevention addresses: 

Support for lifestyle changes; 

Modification of the patientis risk factors; 

The use of prophylactic drug therapies. 

Patients who have been diagnosed as having 

cardiovascular disease should receive support to 

make any lifestyle changes necessary to reduce risk 

of further  event^.'^ They should he helped to stop 

smoking tobacco, make healthy food choices and 

take appropriate physical activity. 

There is evidence that secondary prevention is 

inadequately managed in an important proportion 

of  patients in Ireland. In one series of patients 

studied in 199511996, 2-3 years after an AMI, it 

was concluded that raised blood pressure was being 

controlled but there was substantial scope for 

improvement in the management of raised 

cholesterol, smoking and hody weight.j6 

There are a number of models for providing 

hospital-based secondary prevention services to 

patients with cardiovascular disease. Some hospitals 

carry out secondary prevention in the routine 

cardiac outpatient clinic. Other hospitals operate a 

lipid clinic and others a risk assessment and 

management clinic for cardiac patients. One 

hospital provides a risk clinic on a sharrd care basis, 

supported by a computerised information and 

patient management system. This clinic sees 

patients with a range of cardiovascular problems. 

There is substantial scope for nurse practitinners in 

the management of secondary prevention in 

patients with cardiovascular disease. Hospital 

strmturrs for secondary prevention should ensure 

that linkagrs are established with services for 

cardiac rehabilitation and with the rehabilitation 

co-ordinator. Where patients are referred between 

hospitals it may not be clear where responsibility 

lies for the comprehensive care of the patient. As a 

general rule, secondary prevention and 

rehabilitation services should be offered as close as 

possible to where the patient lives. Tertiary referral 

centres for cardiology and for cardiac surgery 

should appoint a co-ordinator of patient care with 

a remit to facilitate communication about the 

comprehensive care of the patient, including 

secondary prevention and rehabilitation services. 

~~~ -~ 
~~~ ~ ~ ~- ~ ~ ~ ~ ~ ~~ ~ ~ ~ ~~~~ 
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8.5 Modification of bR@ Patiaalt's Risk Fartors 

8.5.1 Body Weight 

When the patient is overweight (body mass index 2 

25 kg/m') weight loss through appropriate diet and 

physical activity is associated with reduced blood 

pressure, total and LDL cholesterol, increased HDL 

cholesterol and improved glucose tolerance and 

insulin sensitivity." 

8.5.2 Hypertension 

In recent decades better management of high blood 

pressure has significantly reduced risk of heart 

failure, stroke, death from coronary artrry disease, 

and non-fatal AMI."'," Risk of a future adverse 

event is particularly high in patients who have been 

diagnosed as having cardiovascular disease. 

Con'sequrntly, cal-eful attention to blood pressure 

levels is essential, through appropriate lifestyle 

changes and drug treatment." 

8.5.3 Lipid AbnormaBities 

Treatment of abnormal lipid profilrs is particularly 

important in patients with cardiovascular disease. 

Patients are offered dietary advice in the first 

instance. Drug trratment is recommended if total 

and LDL cholesterol remain high. In recent years 

the benrficial rffccts of the HMG-CoA reductase 

inhibitors (statins) have been demonstrated. 

Reductinns in deaths from coronary artery disease 

and in the incidence of AM1 have been shown in 

patients with established CHD and elevated" oor 

average"'cholcsterol levels, as well as in men with 

hypercholesterolaen~ia without overt coronary 

disease." 

8.5.4 Diabetes 

Particular attention should be paid to achieving and 

maintaining good glucose control in diabetic 

patients with cardiovascular disease." 

8.6 Prophylactic Drug Treatment 

Prophylactic drug treatment for patients with 

cardiovascular disease should be set in the context 

of secondary pieventiun t o  reduce the risk of a 

further AM1 nl. other cariliovascular disease event. 

8.6.1 Aspirin 

Thrrr  is strong evidence that substantial reductions 

in vascular evrnts accrue i f  low dose aspirin is 

continurd indefinitely afrcr an AM1 - a meta- 

analysis of trials found that vascular mortality, non- 

fatal rcinfarction and non-fatal strokr were reduced 

by 13%, 31% and 42% ~-es~ectively.' Prophylactic 

low dose aspirin should also be considered in all 

patients with a history of cerebrovas~ular disease or  

with peripheral vascular d i ~ e a s e . ~  

8.6.2 Beta-blocking Agents 1 

It has been known since the 1970s that the use of  R- 
hlockers post-myocardial infarction will result in 

significant reduction in  mortality c o r n p r e d  to 

placebo. Several trials and mera-analysrs have 

demnnstratrd that R-rrceptor blocking drugs reduce 

mortality and reinfarction by 20.25% in those who 

have recovered from AMI." 

8.6.3 Use of ACE-inhibitors post-AMI 

It has been demonstrated that patients with left 

ventricular dysfunction after AMI, with or  without 

heart failure, benefit from the use of ACE- 
inhibitors,'".".""" 



k.1 Coronary Care Units 

In the early 1960s the brnefits were established of 

having an area specially designed, equipped and 

staffed to provide immediate treatment at the onset 

of cardiac arrest.47 These units showed that cardiac 

arrest due to ventricular fibrillation could usually 

be treated successfully and the rra of coronary care 

had begun. At present thrre are forty CCUs in 

Ireland. Twenty-three of these admit only cardiac 

patients while seventeen are combined CCUIICU. 

While the initial development of CCUs was aimed 

a t  patients with suspected A M ,  in recent years the 

units have been used to admit patients with any 

forms of acute cardiac problems and might be 

better termed Cardiac Care Units. 

Given that most patients requiring c a r  d '  lac care 

prkent  acutely, all such patients should have rapid 

access to an emergency cardiac service. Close links 

should be established between community-based 

emergency medical services, the Accident and 

Emergency department and CCU staff so that @fast 

track' policies can be implemented for  

thrnmbolysis. 

A Working Group of the lrish Cardiac Society 

(1995) recommended that each acute hospital not 

providing a specialist cardiac service should have a 

physician with appropriate training in ~ a r d i o l o g ~ . 4 ~  

Such hospitals should have a CCU with a minimum 

of four cardiac beds. Two of these beds should have 

intensive monitoring facilities. There should be a 

central station and telemetry (screens showing the 

patients' ECGs) within or  close t o  the cardiac unit. 

There should be a special screening and 

investigation room for  invasive and other 

procedures. Given the intensive nature of the care 

required, such a unit necds to be staffed in the ratio 

of 2.5 nurses per bed. 

tests; up to 40% of patients admitted t o  hospital 

hccause of chest pain did not have acute coronary 

diseasr.4'It is now recngnised that in a large 

hospital it may be more rfficirnt t o  care for such 

patients in a Chrst Pain Unit in the Accident and 

Enicrgency D c p a r t n ~ e n t . ~ ~  Diagnostic algorithms 

have iniprovrd the identification of patients a t  low 

risk who could he dischargrd home. Unnrcessary 

days in hospital can be rrduced by the availability 

of more sophisticated laboratory tests, for example, 

troponin estimations. The nvailahility of out-of- 

hours diagnostic tests, including at weekends, 

improves quality nf carr while reducing unnecessary 

hospital admissions. 

Unnecessary time in hospital can also be reduced by 

providing rapid access t o  a cardiac assessment 

unit.'" For patients with chest pain of recent onset 

but who are not having an AM1 this provides an I 

alternative between the Accident and Emergency 

Department and the cardiac out-patients for which 

there is frequently a long waiting list. Efficient 

assessment by a hospital-based cardiology service 

would lead to a rapid diagnosis and the institution 

of appropriate therapy. The lrish Cardiac Society 

considers that such a service should be available in 

acute general hospitals as well as in tertiary referral 

centres. 

The attention of the Cardiovascular Health Strategy 

Group was drawn to the problems of managing 

patients who present t o  the Accidcnt and 

Emergency Department with acute chest pain hut in 

whom the diagnosis of acute coronary disease is 

uncertain. In the past such patients were admitted 

to hospital for observation and further diagnostic 
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p a i n i n  order to  provide timely access to cardiac 

assessment for patients with recent onset of chest 

pain and to avoid unnecessary admissions. 

8.9 $,-sa,i.,c E~~.~.-;.~-=.'. ,. .,~.e.~irnn A r m s  and Facili+.;es 

Most patients who develop heart disease need rapid 

specialist assessment; frequently, investigations and 

intervention are required. In many patients with 

heart disease, particularly ischaemic heart disease, 

evaluation in hospital is necessary to assess 

prognosis and to  initiate evidence-based treatment. 

In acute forms of cardiovascular disease, waiting 

lists for assessment, investigation and appropriate 

interventions are unacceptable. 

Existing waiting lists for cardiology services have 

been brought about by delays in access to outpatient 

consultations, by scarcity of beds in which to 

I accommodate patients for investigation and by 

restricted access to non-invasive as well as invasive 

facilities. In the Cardiovascular Health Strategy 

Group Survey (CHSGS) of the cardiology services, 

several institutions highlighted difficulties regarding: 

the number uf beds available for acute cardiac 

admissions; 

the lack of appropriate space for non-invasive 

cardiac investigations; 

the lack of appropriate equipment, technicians 

and back-up secretarial staff. 

The need for these staff and facilities was 

highlighted in the Report of the Working Group of 

the Irish Cardiac Society." 

Each hospital providing a service to  patients with 

cardiac problems should be equipped with a cardiac 

investigation area in addition to a coronary care 

unit. Ideally these facilities should he adjacent to 

each other. The Cardiac Investigation Area should 

be large enough to  cater for all non-invasive cardiac 

investigations, including: 

A room for ECGs, 24  hour blood pressure 

monitoring and Halter analysis facility; 

An exercise and stress testing area of sufficient 

size to  allow c a r d i ~ ~ u h n o n a r y  resuscitation, if 

required; 

An area for echocardiographic investigation; 

Adequate waiting and changing space; 

Adequate space for medical and secretarial staff 

and a storage area; 

Appropriate technical and secretarial staff. 

Transthoracic echocardiography is a non-invasive 

and low cost test. It is an  important tool for the 

diagnosis of heart failure as well as for other cardiac 

diseases. It is of value to  general physicians, 

geriatricians and other specialists as well as to 

cardiologists. The CHSGS found that transthoracic 

echocardiography was available in 28 out of 39 

hospitals (72%) .  Echocardiography is time- 

consuming and a large number of tests are required 

in the bigger centres. Training is required t o  provide 

a high quality service. 

Nuclear cardiology facilities, including exercise 

stress testing, provide valuable information on 

cardiac function and are an  important adjunct to 

more basic exercise stress tests. 

E.5 'ZvaSva ihngi@glaphi:: Fas8iiSies jCardiac 
~ i ~ ~ ~ F I ' ~ ~ ~ i s a ~ ~ ~ ~ ~ ~  b&orainri.r* J 

At present seven public hospitals and two private 

hospitals provide a coronary angiography service. 

In 1998 the CHSGS estimated that staff and 

facilities were available to  perform 12 300 

angiogranis annually (3 400 per million). 

Each acute hospital should have agreed referral 

arrangements for coronary angiography. The 

--- ~ .. ~ - ~ - ~  . - ~~~~ . ~ ~ .. . . ~  -- 
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service is not available within each health board. 

Some patients currently travel long distances for a 

coronary angiogram. This is particularly the case 

for those living in the North West. There is a need 

for some new cardiac diagnostic centres at regional 

level. There is scope for the appointment of 

cardiologists to acute general hospitals with 

sessions in nearby regional centres for angiography 

and other sophisticated tests. Such arrangements 

can operate between as well as within health 

boards. 

Most routine angiography can now be carried out 

on a day case basis. This has been made possible by 

the use of smaller catheters, less toxic dyes and 

better imaging techniques. Improved radiographic 

equipment has ensured no reduction in image 

quality. In one unit 60% of the routine angiograms 

I are done on a day case basis and it is estimated that 

42% are done as day cases nationally." 

In the CHSGS it was highlighted by several 

hospitals that many of the currently available day 

ward facilities for angiography are in fact not used 

for this purpose alone and may be used for 

admissions from the Accident and Emergency 

Department of the hospital. This poses enormous 

problems in the delivery of a coronary angiography 

service to patients in need and leads to frequent 

cancellation of investigations. Clearly, this 

represents inefficient use of expensive resources. 

spec~fically for ang~ography and mamta 

essentral component of thls servlce. 

R8.24 It 1s recommended that immed~ate attentlon be 

w e n  by hosp~tals prov~dmg an mvaslve cardlology 

service to developmg ambulatory card~ology care 

centres whlch in the future may be extended to 

provide day case angmplasty and other 

mtervent~ons. 

5.20 PercuPaneous Tramsluminaal Coronary 

&ngiopBasPy 

Over the past twenty years a new sub-speciality of 

'intrj-vmtional cardiology' has developed which is 

part mcdical and part surgical and covers all the 

technical procrdures used to treat cardiac diseases 

without conventional surgery. This new era began 

whrn Andreas Gruentrig prrformed the first 

percutaneous transluminal coronary angioplasty 

(PTCA) in 1977.'2 Recause of its success the 

technique was rapidly adapted, particularly in the 

western world, and is now performed for patients 

with stable angina, unstable angina and AMI. 

8.10.1 Angioplasty for Stable Angina 

Since its introduction in 1977 angioplasty 

procedures have increased exponentially for stable 

angina pectoris and PTCA now exceeds the 

frequency of CABG surgery. The increase is largely 

the result of  important developments in the 

technique and in lesion selection ~r i te r ia . '~  The 

stenting technique has markedly reduced the need 

for emergency bypass surgery. 

During the past decade, new drvices such as stents 

and atherectomy catheters that are designed to 

overcome some of the limitations of balloon 

dilatation, have widened indications for PTCA. The 

benrfits of coronary angioplasty have been very 

well documented in a series of trials and data from 

registries. At present, approximately 50% of 

percutaneous coronary revascularisation 

procedures are performed on patients with critical 

obstruction of only one major coronary artery." 

Symptom relief is the main indication for 

performing angioplasty but several studies have 

shown the superiority of PTCA over medical 

therapy with regard to relief of symptoms of angina 

and improved physical f~nct ionin~." , '~  Angioplasty 

does cost more than medical therapy. Nevertheless, 

formal cost effectiveness analysis suggests the 

benefits of PTCA are worth the cost in patients with 

single vessel disease who have moderate to severe 

an gin.^." Over the past six years the results of six 

major randomised clinical trials involving more 

than 4,300 patients with multi-vessel coronary 
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primary angioplasty if facilities a i r  available. There 

is also some evidencr to support the use of primary 

angioplasty in the setting of AM1 with cardiogenic 

h hock."^'^ 

8.10.4 Requirements far Maintenance of 

Standards in the Practice of PTCA 

The radir~logical and technical equipment, medical, 

nursing and technical staffing with appropriate 

resuscitation facilitirs are those required in all 

cardiac catheterisation labnratories. In addition, it 

is rssential that cardiologists practising PTCA are 

capable o f  working to the highest standards. To 

achieve this individual practitioners would need to 

perform at least 100 PTCA procedures per year. 

8.10.5 Frequency of PTCA Procedures 

The European Heart Institute collects and evaluates 

data on the number of cardiac interventions 

including open heart surgery procedures and 

cardiac catheterisations performed in individual 

European countries." It examines the use of such 

procedures in different countries and compares 

their provision, adjusting for the country's 

population."' 

In Europe in 1995 a total of 248 922 PTCA 

procedures were conducted with a mean of 500 

such interventions per million population. There 

were enormous differences hetween European 

countries in the rate of procedures pcrformed per 

million population. Germany had the highest rate, 

with 1 3.52 PTCA procedures performed per 

million. In Ireland in 1995 315 PTCAs were carried 

out  per million population. The CHSGS estimated 

that 2 300 PTCAs (640 per million) would be 

carried out in 1998. 

Thr  rcgional cantre for Ontario, Canada, hased in 

Ottawa, serves a populatirrn of 1.5 million and 

c:irried out 1 200 aiigioplastiei in 1997 (8001 

rnillion).'9t is expected that by the yrar 2000 the 

Eul-opcan average will be 7.50 per rn~llior and that 

by the year 2010 it will be 2000 per million.'Vhis 

is hascd on predictions regarding life expectancy 

and GNP..'." It is also anticipated that the clinical 

indications for angioplasty are likely t o  rise. Given 

the epidemiology of C H D  in Irrland it is likely that 

our necd for I'TCA is higher than the European 

average and that it will continue to rise for the 

foresecahle futul-e. It is estimated that 1 200 PTCA 

procedures prr million should be pl-ovided in the 

medium term. Thrsr dcvclopments in interventional 

cardiology will complement the current 

enhancement of cardiac surgery facilities in Ireland. 

8.11 lntracardiac Electrophysiological Studies 

(EPS) & Pacing 

Thrsc studies are required to assess the nature and 

origin of cardiac arrhythmias. Sometimes the source 

of the abnormal rhythm can he destroyed (ablation). 

Intracardiac EP studies and interventions are 

performed in two public and two private hospitals. 

In 1998 the CHSGS estimated that 200 EPS and 77 

nodal ablation procedures were carried out. 

Intracardiac EP studies are time-consuming and at 

present the need for thesr studies is not being met. 

These facilitirs should be concentrated and fully 

suppol-trd in centres with the necessary cxpertist. 

and consultant manpower t o  perform the 

investigations and interventions to a high quality. 

A paccmakrr may be inserted to cnsure the 

maintenance of cardiac rhythm. Pacemakers are 

most oftcn indicated in the calm of elderly patients. 

.----p.p...p ~ ~.~ - 
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The appropriate choice of pcrmanent pacemaker 

can do much to improve the quality of life for older 

people. A permanent pacemaker service is provided 

in eight public hospitals and two private hospitals; 

it is estimated that 1 100 were inserted 

in 1998.  Facilities for permanent pacemaking 

should be made available at regional level. 

Cardiology Services: Access and 

Co-ordination 

It is recognised that access to cardiac interventions 

is restricted and geographically uneven. The HIPE 

data for coronary angiography, angioplasty and 

CABG show unequal provision of these services for 

residents of different health boards (Section 4.2.3). 

A submission to the Cardiovascular Health Strategy 

Group from physicians in an  acute general hospital 

sumniarised the situation as follows: 

'We feel that the cardiac diagnostic service as 

currently provided is excellent, as also the 

provision of angioplasty, stenting and bypass 

grafting, but you will be fully aware that the 

waiting list for these procedures, particularly for 

public patients, remains unacceptably long. 

There would seem to be no way to correct this 

other than providing additional personnel and 

facilities in the existing large centres. The 

likelihood is for increasing rather than 

decreasing demands for such services over time, 

and wirh an increasing need for repeat 

procedures from patients who have already 

undergone intervention.' 

The basic prmciples of health service provision are 

outlined in Chapter 1.5 namely, equity of access, 

effectivenrss and efficiency, quality, and health and 

social gain. To ensure thesc are attained it will be 

necessary to develop formal referral arrangements 

between hospitals in regions which do not provide 

these services and tertiary centres with invasive and 

interventiorial facilities. 

National structures should he established to 

facilitate the orderly development of services in 

tertiary referral centres with appropiate liaison with 

cardiovascular structures at regional level. 

National protocols should be developed for the 

application of evidence-based treatments such as 

aspirin and for secondary prevention, including the 

use of prophylactic drug therapy. These protocols 

should recognise the role of primary care in the 

managemem of patients with chronic 

cardiovascular disease and address the provision of  

shared care between general practice and the 

hospital setting. A protocol should also be agreed 

for the assessment and management of patients 

with acute chest pain, including arrangements for 

rapid provision of thronibolysis. 

Within each hospital a multidisciplinary approach 

should be taken to the diagnosis, treatment and 

follow-up of patients with cardiovascular disease. 

Acute general hospitals should have the basic 

diagnostic equipment and facilities to provide 

emergency care for patients with acute cardiac 

conditions. ~ c k e  general hospitals also provide a 

diagnostic and management service for patients 

with stablr CHD. 

Some services should be provided regionally. There 

is now a need for formalisation of relationships 

betwern hospitals within service regions so that 

physicians caring for patients with acute cardiac 

problems in general hospitals can access more 

sophisticated diagnostic and treatment services in 

thcir region within a reasonable time frame. 

A cardiovascular commirtee should be established 

in each health board region to oversee the provision 

of cardiology services. Where tertiary services are 

not provided within the region there should be 
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formal liaison between the regional committee and 

one or more tertiary centres. National protocols 

should be adapted as appropriate to local 

circumstances. For each acute general hospital 

agreement should he reached on how care can be 

provided rapidly and efficiently to patients with 

acute cardiac conditions in the catchment area. 

Particular attention should be paid to establishing 

where responsibility lies for the initiation and 

provision of secondary prevention and 

rehabilitation. This is particularly important for 

patients who are referred between hospitals, for 

example for cardiac surgery, so that each patient 

benefits from secondary prevention and 

rehabilitation services. Cardiac rehabilitation 

should he co-ordinated at  regional level and there is 

potential for sharing of staff and expertise within 

regions. Particular attention should be paid to the 

co-ordination of services within the Eastern Region. 
I 

Patients with diabetes and with vascular disrase 

also require secondary prevention. In some 

hospitals parallel services have been developed for 

patienrs with diabetes while patients with vascular 

disease may not be offered formal support services 

for secondary prevention. Regional committees and 

hospital management committees should address 

these issues so that all patients benefit from these 

treatments. 

Concern was expressed in a number of submissions 

to the Cardiovascular Health Strategy Group that 

older patients were not benefiting as they should 

from advances in treatments for cardiovascular 

disease. Improvements in diagnostic and 

interventional cardiology can do much to improve 

the quality of life for older people wirh cardiac 

disease. Appropriate links should be established to 

facilitate liaison between cardiology services and 

services for older people. 

HlPE data show lower provision of angiography, 

I'TCA and CABG for women compared to men 

(Section 4.2.3). This may be partly accounted for hy 

lower need fo r  these procedures in women 

compared to men, particularly in younger age 

groups. It is recognised that women have higher in- 

hospiral mortality rhan men after AM1 even after 

adjustment has been made for age and other 

baseline characteristics." At least some of these 

differences are likely t o  reflect sub-optimal 

treatment of  women compared to men." 

8.13 Patients with Special Needs 

8.13.1 Congenital Heart Disease 

Congenital heart disease and other cardiac 

conditions which arisr in childhood are managed by 

paediatric cardiologists and by paediatricians. The 

recommendations of the European Paediarric 

Cardiology Group is that there should be a 

minimum total of 1 wholetime paediatric 

cardiologist per 1 million total population. 

Specific issues were raised wirh the Cardiovascular 

Health Strategy Group with regard to the 

appropriate siting of  services for paediatric surgery. 
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O n  the one hand there are benefits from siting these 

services where there is particuiar expertise in 

cardiac surgery. O n  the other hand there are 

benefits in providing these services where there is 

special expertise in intensive care for children. 

Additional resoul-ccs are heing provided to develop 

paediatric cardiac surgery facilities at Our Lady's 

Hospital for Sick Children, Crumlin, Dublin. These 

services are provided in association with the 

National Cardiac Surgery Unit a t  the Matet  

Misericordiae Hospital, Dublin. 

A structured approach t o  rehabilitation is necessary 

in order to obtain the full potential offered by 

surgery for cardiac conditions in children (Section 

9.3.3). 

The sxcellent results of surgery in congenital heart 

,disease means that increasing numbcrs of patients 

l survive into adolescence and adulthood with 

'Grown-up Congenital Heart Disease'. These 

patients require ongoing follow-up and may present 

with unique, complex cardiac problems. A number 

o f  submissions t o  the Cardiovascular Health 

Strategy Group advised that there should be a 

cardiologist at national level with a special interest 

in Grown-up Congenital Heart Disease. 

8.13.2 Cardiac Diseases of Genetic Origin 

Recent advances in molecular biology and genetics 

have resulted in the identification of many people 

with a n  inherited disorder with a cardiac 

component,  for example, Marfan's syndrome, 

hypertrophic cardiomyopathy and Wolfe Parkinson 

White syndrome. Some of these conditions are 

associated with an increased risk of sudden cardiac 

death. Patients require lifelong observation, 

management and reassurance based on informed 

evidence. 

Increased public awarrness and the establishment of 

patient support groups has increased the demand 

for services for people with cardiac disease of 

genetic origin. A cardiologist with a special interest 

in these conditions can provide advice and support 

t o  paediatricians, general physicians and 

cardiologists caring fur  these patients. 

8.14 Staffing Requirements 

8.14.1 Consultant Manpower 

The following information was received from 

Comhairle Na nOspidt.al on consultant staffing and 

I-efers t o  whole time equivalent (WTE) posts. These 

figures do not include paediatric cardii~logists. 

Cardiologists 16 

General physicians with a spccial interest in 

cardiology 8 

Comhairle considers that thrre are six other 

physicians who have what is titled 'own special 

interest in cardiac conditions'. The CHSGS found 

that many mote physicians than that classified 

themselves as having special expertise in cardiology. 

There are three private consultant cat-dialogists and 

some hospitals have sessional arrangements with 

cardiologists ro provide services to puhlic patients. 

Several physicians who classified themselves in the 

CHSGS as having a special interest in cardiology 

may already have much of the training and  

experience required for the fully equipped CCUs 

and Cardiac Investigation Areas recommended as 

being appropriate for acute general hospitals. 

In a document prepared by the Executive 

Committee of the European Board for the Speciality 

of Cardiology in 1995, Ireland with .5 Cardiologists 

per million population had the lowest number of 

cardiologists in Europe. The mean numher of 

cardiologists for the 17 countries participating in 

this study was 49 per n~illion. Nearer home there 

are currentiy 9.5 cardiologists per 1.5 million 

polxdatio~; in Northern Ireland. 
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Thc Cardiovascular Hralth Strategy Group accepts 

thc recommendation from the Tirrney Report 

( 1993) that thcl-e s h ~ u l d  be a move in the direction 

of a 'consultant-providrd service' with an  improved 

ratio of consulrants tn NCHDS." This has become 

more urgcnt hccausr a formal Specialist Registrar 

Training Programme was introduced inJuly 1998. 

There should br a balance in the numher and 

location of tertiary and rrgional centres, taking 

demographic and geographic considerations into 

account. The current structure of seven tertiary 

rrferral centres should be adequate to meet the need 

for services as currently estimated. However, 

existing tcrtiary centres should have a t  least five 

clinical cardiologists working within a structure 

which enables sub-specialist cardiological expertise 

to be developed. 

/ 
, Tertiary referral centres should have cardiologists 

with particular expertise in a range of diagnostic 

techniques, including non-invasive assessment, as 

well as in interventional cardiology. Selected 

tertiary centres should have cardiologists with a 

special interest in electrophysiology, including the 

management of rhythm problems, pacing and other 

interventional techniques. 

Regional cardiology centres should be developed in 

view of the desirability o f  regional self-sufficiency 

for "on-invasive investigations. The location of 

such centres should be decided on the basis of 

demographic and geographic considerations and 

taking the location of tertiary centres into account. 

We recommend that there should be four or five 

regional centres with facilities to perform coronary 

angiograms, insert pacemakers and carry out  

appropriate nnn-invasive assessments. Such centres 

should have at least two cardiologists to allow the 

optimum use ofresources, to maintain continuity of 

service, to remain within acceptable limits of 

exposure to radiation and to carry out clinical audit 

and teaching. 

Each acute hospital not providing a specialist 

cardiac service should have a physician with 

appropriate training in cardiology (R8.14). 

In addition to these consultant appointments for 

adult cardiology recommendations are made in 

Section 8.13 on the appointment of one further 

paediatl-ic cardiologist and also cardiologists to 

provide a service for patients with Grown-up 

Con~enital  Heart Disrase and to  take a special 

interest in cardiac diseases of grnetic origin. 

8.14.2 Other Staff Requirements 

It is the responsibility of each hospital which admits 

parirnts with acute cardiac conditions to ensure 

that competent staff are on duty a t  night and a t  the 

weekend to  provide appropriate care to  such 

patients. 

Some hospitals are currently experiencing a 

shortage of specialist nurses for intensive care of 

patients with cardiac problems. Given the proposed 

expansion of diagnostic and treatment facilities to 

meet the requirements of modern cardiology, it is 

essential that an in-depth study be carried out, unit 

by unit, of the nursing staffing levels necessary to 

support the service. Appropriate steps should he 

taken to develop, recognise and maintain the skills 

necessary to care for acutely ill patients in a 'high 

tech' environment. 

Advances in cardiology now demand a high level of 

technical expertise in the areas of nun-invasive as 

well as invasivc investigations. A cohort of 

appropriately trained cardiac technicians is needed 

to support projected developments. Suitable basic 

and post-graduate training courses are available in 

Ireland for the certification of such technicians. 

.- - - -. -- - -- . 
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Several respondents to the CHSGS cited inadequate CCU and as most investigations and interventions 

provision of secretarial staff as a factor inhibiting are hospital based, usually in tertiary referral 

the delivery of an efficient service. This should be 

addressed by hospital management. 

8.15 Audit in Cardiology 

The Cardiovascular Health Strategy Group 

concluded that there was inadequate data available 

on numbers of patients with specific cardiac 

conditions treated in hospital, resources available 

for treatment, treatment supplied including medical 

and interventional, and outcomes of therapy. A 

substantial improvement is required in health 

information systen~s relevant to cardiovascular 

health services. To begin this process, registers such 

as the Coronary Heart Attack in Ireland Register 

(CHAIR) and registers for angiography and 

interventions such as angioplasty should be 

established and supported (Section 10.3) .  

Consideration should be given to the establishment 

of a hospital-based Cardiovascular Disease 

Registry. Recommendations about registers relevant 

to cardiovascular disease are made in Chapter 10. 

Without these databases, clinical audit, as 

recommended in the 1994 national heslth strategy, 

will not be achieved. 

Medical audit has been described as 'the systematic 

critical analysis of the quality of medical care, 

including the procedures used for diagnosis and 

treatment, the use of resources, and the resulting 

outcome and qi<ality of life for the patient'.'* The 

lack of basic information nerds to he remedied. As 

most acutely i l l  cardiac patients are admitted to a 

centres, a comprehensive hospital-based 

infrrrmation system is feasible and should be 

established to support proper audit in cardiology. 

Time and other resources should be provided to 

support clinical audit of cardiology services. 

Research, teaching and continuing education are all 

integral components of a high quality cardiology 

service. Time committed for these activities needs to 

be fnmn~ally recognised in service plans. 
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8.1 Bntroductiapa 

Cardiac rchahilitation has hern defined by WHO as 

'the sum of actwities required t o  inflmnce 

faui~urably the ~,nderiyi~rg ciluse of the disease, as  

wcli as to ensure the patietzts the best possible 

physical, mental and social co~~di t ions  so that they 

may by thcir 01~11 effivts pzserc,e, o r  ~CSMIIIE when 

lost, as normal a place as  possible in thc life of /he  

community.' Kehabditntion c m n o t  be regarded as  

a n  ~solated form of therapy but must bc integrated 

with the whole treatmerit, of whrch it only forms 

one facet.' 

For historical and cultural reasons cardiac 

rehabilitation is organised diffcrrntly in diffrrent 

countries. In the United States and parts of Europe, 

rehabilitatim programmes have a large capital 

investment which is little less than for a full 

physiological exercise laboratory and are able to 

undertake sophisticated objective rneasurrs of a 

patient's progress. In Germany and Italy there are 

wrll-estahlishrd inpatient programmrs lasting 

several weeks. In Ireland programmes are 

outpatient based and concentrate on patients in the 

first few months aftrr AM1 or cardiac surgery. 

Cardiac rehabilitation is usually considered in four 

phases (Figure 9.1): 

Phase I: the inpatient stay 

Phase 11: the immediate (2-6 weeks) post-discharge 

period 

Phase 1II:the intermediate (2-6 months) 

post-discharge period 

Phase 1V:the long-term maintenance period 

Phases I and I1 are delivered as part of the inpatient 

and immediate post-discharge medical and surgical 

treatment of each individual patient. The  

unqualified term 'cardiac rehabilitation' is 

frequently used to refer t o  Phase I11 programmes 

which are organised for groups of patients and have 

been most extrnsively researched. This phase 

provides educatirrn on modifying risk factors and 

an compliance with t r re tn~ent ,  psychosocial and 

vocational support and a structured programme of 

exercise mining. Phase IV programmes are usually 

community-based, with emphasis on support for 

continuation of exercise pl.ogrammes. 

9.2 The Benefits of Exercise Training 

9.2.1 Slarvival 

Randomised trials o f  cardiac rehabilitation after 

AM1 show consistent trends towards a survival 

benefit among patients enrolled in such cardiac 

rehahilitation programmes. Mera-analyses of these 

randomiscd trials have calculated a significant 20- 

2 5 %  reduction in cardiovascular death but no  

change in the occurrence of nun-fatal reinfarction in 

patients assigned t o  medically supervised and 

prescribed exercise prngrammes.'.' Since risk factor 

modification was often performed together with 

exercise training, the independent beneficial effects 

of exercise on mortality in these trials are unclear. 

The cardiac rehabilitation trials were undertaken 
1 

prim tn the introduction uf thrombulytic therapy 

and were limited t o  a predominantly male 

population under 70 years of age. The survival 

benefits among women and elderly patients enrolled 

in cardiac rehabilitation have not yet been 

determined, although the physiological benefits of 

exercise are similar in both sexes across a broad age 

range in both normal, healthy individuals and those 

with CHD. 

9.2.2 Functional Capacity 

Exercise training improves measured peak 

functional capacity. Increases in peak oxygen 

uptake among cardiac patients range from 11% to 

66% after 3 to 6 months of exercise training, with 

the gl-eatest improvements among the most unfit.'." 

Some improvement in aerobic capacity soon after 

an AM1 or  CABG is, however, believed t o  be part of 

the spontaneous recovery aftrr these events. 

Sub-maximal endurance capacity is also enhanced 

after training, yielding improved ability to exercise 

longer at a given work rate with a lowered heart 

mte and blood pressure response compared with 

pre-training levels. The latter effect is pzarticularly 

hcneficial among patients with C H D  because 

manifestations of ischaemia trnd t o  occur a t  higher 

work levels. Enhanced endurance capacity allows 
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Figure 9.1 Scheme for Patlent management lncorporatlng rehab~l~tat~on after myocard 
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patients greater ability to perform sub-maximal coronary risk factors, including obesity, diabetes 

tasks. Sevcral reports have also documented a and hypertension. 

reduction in exercise induced ischaemia after one 

year of exercise training. 9.3 Benefits in Specific PopwCations 

9.2.3 Return t0 Work 

Improvement in functional capacity may promote 

increased performance of activities among patients 

with cardiac disease that will foster srlf-sufficiency 

and productivity. However, assessing the effects of 

exercise training on return to work is difficult 

hecause many additional factors influence this 

outcome. Rates of return to work after an AM1 

vary considerably' A study of 1 252 employed 

patients with CHD reported that approximately 

20% of patients did not return to work after 

coronary revascularisation via coronary bypass or 

coronary angiaplasty.' In addition to demographic 

and socioeconomic factors, the patient's perception 

about his or her activity status was highly predictive 

of return to work status. Hence, while enhanced 

functional capacity after training may well influence 

return to work, this must he assessed in the context 

of the other factors. 

The physician's recommendations to employers 

using data obtained from treadmill testing in 

patients after AM1 may accelerate return to work. 

Published guidelines can assist physicians and 

health care providers in establishing the 

employability of patients with CHD using 

information that can be reliably provided from 

patient history, physical examination and exercise 

test evaluation.' 

9.2.4 Other Risk Factors 

Exercise training favourably affects fat and 

carbohydrate metabolism and thus aids in the 

management of CHD risk factors. In conjunction 

with a low fat, low cholesterol diet and a weight 

reduction programme, regular exercise has a 

beneficial effect on lipid profiles and may retard or 

inhibit the progression of atherosclerotic CHD. 

Physical activity is associated with a desirable rise in 

HDL cholesterol concentration." Exercise is also 

useful as an adjunct in the management of other 

9.3.1 Women 

Although exercise training in healthy women and 

healthy elderly persons yields significant 

improvements in functional capacity, the benefits of 

exercise rehabilitation in both women and elderly 

patients with CHD have been less well studied. In 

one study women who were enrolled in cardiac 

rehabilitation demonstrated a greater coronary risk 

profile than the men in that programme." Women, 

including Irish women, have been shown to gain 

physiological benefits from exercise training 

comparable to age-matched men in similar 

lo." 

/ 
9.3.2 Elderly, 

Peak functional capacity declines with age but this 

decline can be attenuated with exercise training. 

Data are emerging regarding the benefits of exercise 

among elderly patients with cardiac disease." 

Studies in cardiac patients older than 65  years have 

reported improvements of 34% to  53% in 

funaional capacity after 12 weeks of exercise 

training."," Training in elderly cardiac patients has 

also shown substantial increases in sub-maximal 

exhaustive exercise time and in measured peak 

oxygen uptake; the relative level of improvement 

was the same for men and women." However, 

these authors and others found that elderly women 

were referred to cardiac rehabilitation programmes 

less frequently than men, despite similar clinical 

profiles and apparently similar need." 

Children with complex congenital heart disease 

require rehabilitation after reconstructive surgery. A 

structured approach is necessary to  promote 

physical capabilities, healthy lifestyle and good 

psychosocial functioning i f  they are to attain the full 

potential offered by such surgery. Rehabilitation 

needs to actively involve parents and to target the 

children with interventions suitable to their level of 
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cognitive development. In this regard, the 

knowledge base developed from other areas of 

childhood illness and disability will he particularly 

useful in the development of programmes. 

Considerable recent attention has focused on the 

use of exercise rehabilitation among patients with 

heart failure, with reported substantial 

improvements in peak oxygen uptake, in exercise 

duration and in peak blood flow to exercising 

Subjective symptoms and quality of life 

scores were better after exercise training as well. No 

adverse effects were reported after 2 to 6 months of 

training. 

9.3.5 Cardiac Transplantation 

Because patients are quite deconditioned early after 

cardiac transplantation, they exhibit a number of 

unique and specific cardiovascular and medical 

conditions that require careful long-term attention 

and monitoring. Exercise rehabilitation in patients 

after cardiac transplantation increases peak 

functional capacity and exercise duration, and 

improves the ventilatory responses to exercise?" 

Specific guidelines are available for the 

rehabilitation of patients after cardiac 

transplantation are available?' 

9.4.1 Nutrition Cczsnsaliiing 

Abundant evidence suggests that improving the 

plasma lipid and lipoprotein profile with diet, 

exercise and drug therapy is beneficial to patients 

with CHD. As discussed above, regular endurance 

exercise can help to control body weight as well as 

achieve improvements in lipid profiles. 

Overall guidelines for establishing lipid treatment 

goals and implementing dietary and drug therapies 

for patients with CHD have been provided by a 

number of international bodies and are considered 

in thr context of secondary prevention (sections 6.8 

and 6.10.2). Nutrition counselling should be 

provided to  all participants in cardiac 

rehabilitation. To achieve optimal rrsults it is 

desirable that a registered dietitian provide 

information, advice and support to each patient. 

9.4.2 Smoking Cessation 

There is ample evidence of the henefits of  smoking 

cessation in patients with CHD. Evidence is also 

available on how such people can best be supported 

by health professionals (section 6.10.1). 

All cardiac rehabilitation programmes should 

include an organised approach to smoking cessation 

and maintenance of cessation; this consists of staff 

who are trained to provide smoking cessation 

interventions and follow-up, self-help materials for 

all patients, a strong message about the importance 

of smoking cessation, referral to more intensive 

programmes when needed, the availability of 

nicotine heplacement therapy for eligible patients 

and monitoring of smoking cessation rates. 

9.5 Psychological Aspects of Rehabilitation 

The medical and psychological outcomes for 

patients who have had an AM1 or CABG may be 

independent of one another. Psychosocial problems 

have been shown to be common in patients with an 

otherwise good recovery. Anxiety and depression 

have been reportrd after AM1 and are associated 

with poor occupational and social adjustments.' 

Similar psychological disturbances are common 

during the early phases of recovery after cardiac 

surgery and have been shown to inhibit long-term 

outcome. Distress can be recognised during the stay 

in hospital, but it is important a few weeks later 

when patients have returned home to identify those 

at risk of longer term impact on well-being. Those 

who report distress and poor general progress at  

this stage are more likely to have continuing 

problenls. 

Some patients minimise the seriousness of their 

illness by denial; this may improve short term 

recovery during the acute phase but these patients 

may be more vulnerable during transfer or hospital 

discharge. A patient's decisions and behaviour are 

mainly guided by a ~ersonal  judgement of the 
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illness and this may not accord with the physician's 

view of the patient's statc of health. Such 

discordance can lead to psychological disturbance 

and prolong the recovery phase. I'rrsistent 

e~not ional  problems are associated with poor 

compliance with medical advice and treatment and 

lead t o  unnecessary disability. Close relativrs oftrn 

suffer considerable distress and can suhstanrially 

influence convaiescencr." 

Many patients are reluctant to bother doctnrs with 

worries about their illness and must be given the 

opportunity t o  discuss their concern about the 

implications of heart disease for  the future. 

Misunderstandings can easily arise because 

standard booklets and explanations do not meet the 

patient's own individual fears and needs. 

Rehabilitation programmes should provide good 

varied written information supplemented by 

individual discussion and counselling where needed. 

Spouses should he actively involved in this process. 

Systrmatic psychological benefits may be obtained 

by means of physical conditioning and education. 

Individual and group counselling together with the 

provision of stress management strategies and 

relaxation training are an integral par t  of 

programmes. However, definite evidence of the 

rffectiveness of these approaches is lacking. This 

lack of information partly reflects the dearth of 

good measure of outcome and the difficulty in 

setting up controlled trials in this area. The 

development of newer and more suitable techniques 

for the evaluation of the psychological effects of 

cardiac rehabilitation is ongning. 

Psychological distress has a major impact on health 

care costs as well as outcome. It was recently 

reported that distressed patients were rehospitalised 

at a rate significantly higher than non-distressed 

patients." The results wrre significant even after 

controlling for other factors associated with risk of 

rrhospitalisation. The cost d rchnspitalisztion for 

distressed paticnts w;as fuur timrs greatw than for 

the non-distressed patients. 

8.6 Vocational Assessment and Counselling 

Return ti] work is usually an explicit aini of cardiac 

rehabilitation. Whereas most patirnts d o  1-etuj-n to 

work, rrports from several countries indicate that a 

considrrahle number of patients fail to return after 

AMI or  CARG. Those factors which favourahly 

dispose to rrturn tn work include high educational 

Irvcl, social ranking, good exercise tolerance, 

absence of symptoms and the patient's a w n  

assessmrnt nf physical s t a t ~ s . ~  

Recently published guidelines aimrd at increasing 

the number of patients returning to work emphasise 

that vocatinnal services need to he involved early in 

the rehabilitation procass because prolonged 

inactivity can lead to pcrmancnt invalidism.' 

Doctors have a major role in deciding whether or  

not a patient returns to work and ]nay place undue 

emphasis od physical criteria. Goud communication 

bctwern tlie medical staff and those providing 

vocational cnunselling is essential. 

Most studies have shown that unemployment is 

greatest in those in the lower socioeconomic sector 

carrying out  physically demanding jobs, and for 

such patients work assessmrnt units have been 

shown t o  be of value in establishing work potential. 

The primary goal of such services must he to return 

t o  work that  is con~pa t ib le  with functional 

capability. To this end job characteristics should be 

evaluated - taking into account energy expenditure, 

psychological stress, risks involved, shift work, the 

use of heavy or vibratory equipment and exposure 

t o  toxic substances. Direct contact between 

vocational counsellors and employers has also been 

shown to improve the capability to return to work. 

Adjustment ,nay be helped by changing to 

empioymmt or activity that is more appropriate t o  

the persnn's current physical and psychological 

state. The option of giving up work is often 

ovsrlooked. Undoubtedly, many aspects of the 

work envil-onment are beneficial. Wnrk gives a 

sense of purpose and establishes a sense of identity; 

it provides relationships outside the family, and is a 

source of obligatory activity and discipline, with an 
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opportunity to devclop creative skills. These ideal 

concepts of the workplace, however, :ire not the 

experience of all workers and many encounter poor 

job satisfaction, interpersonal trnsiuns and 

communication difficulties. Thry cannot cope with 

technolngical advances and are disturbed by the 

potrntial of redundancy. Shift work is a particular 

problem for patirnts with cardiac disease. 

Return to work may not he appropriate for all 

patients and there are many for whom an adiustrd 

work environment or  rrtirement will be the best 

strategy for a good prognosis. The impact of this 

aspect of vocational cuunselling o n  quality of life 

and longevity deserves evaluation because 

resumption of work is largely determined by factors 

such as age, srveriry nf disrase, educational level 

and adequacy of pension and retirrment benefits, 

which cardiac rehabilitation cannot influence. 

A survey was undertaken of 114 patients (averagc 

age 4 7  years) with cardiac prohlems referred by 

Beaumont and the Mater Hospirals in Dublin for a 

dedicated vocational rehabilitation service (Dr. R. 

Smyth, oral submission to the Cardiovascular Health 

Strategy Croup). It was possible to assist the maiority 

of those who agreed to use this service and who were 

well enough to do so. Approximately one third of 

these patients returned to their own job, many with 

the support of the service, over one third entered a 

new job, while the remainder decided to make 

beneficial lifestyle changes while remaining unwaged. 

Compliance 

The compliance of patients with medication 

prescribed for them is a challenge. It seems that one 

third of patients comply adequately, one third more 

or less and one third are non-compliant, so that 

compliance rates hover around 50%.14 Non- 

compliance has been identified as a 'new' risk 

factor." We need to know more about compliance 

and non-compliance, and that means standardising 

methods nf study and measuj-enient, by questioning 

the patient, counting tablets, or  lmking  at drug 

metaholites or  rnarkcrs in faeces, blood or  urine. 

Doctors' prejudircs and patients' perceptions alike 

linve to he taken into account since strategies fnr 

irnprovrment must include both educating the 

prescriber and counselling the pntirnt. There is 

real need to hetter understand compliance 

hchaviour and the factors associated with 

motivatinn t o  cnniply. 

Compliance is addressed in cardiac rehabilitation 

by the provision of pharmacist or doctor moderated 

interactive scssivns where the relevance of drug 

therapy and dosage regimens is explained and the 

importance of adherence to prescldxd regimens is 

emphnsised. 

Programme Structure 

The phases of cardiac rehabilitation are set out  in 

Figure 9.1. Rehabilitation should hegin as srron as 

possible within the hospital environment. Rrlevant 

family members should be involved a t  these early 

stages. Padents should be offcrcd a range of 

component?. with specific advice concerning 

mobilisation, work and changes in lifestyle directed 

a t  improving prognosis. The clinician should 

identify whether the patient falls into a low nr high 

risk group for further rehabilitation, preferably 

with the hclp of a pre-discharge exercise test. 

An exercise programme forms the basis around 

which the various other measures embodied in the 

rehabilitation concept can be established. Flexibility 

in terms of early or  late entry to the programme is 

essential but most patients are ready t o  join a 

supervised exercise training programme four to six 

weeks after AM1 or  cardiac surgery. Before formal 

training, a symptom limited (85% maximum) 

exercise test is recommended. Training to sustain 

heart rates of 70-85% of that achieved at the initial 

rxercise test is prnvided up to three times a week for 

at least 30 minutes for 6-12 weeks. Exercise for 

coronary patients should be mainly aerobic and 

include the use of treadmill, bicycle ergometer, 

steps, rowing machine, hand c r m k  and mini- 

trampoline. Strength training using appropriate 

rquipment is recommended for all groups. Warm- 

up and cool-down routines are essential. On the 

days when formal exercise training is not taking 

place, walking or  cycling is also recommended 

accnrding to prescription. 
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Figure 9.2 Fac~l~t~es and equipment requ~red for a cardlac rehabiiltatlon programme 

The minimum facilities necessary to provide a cardiac rehabilitation service 

1. A furnished education room approximately 80 sq. ft. with TV and video and 

2. An air conditioned exercise room approximately 145 sq. it. with 

- toilet, shower and changing room 

- office space and facilities 

- available drinking water. 

Separate exercise warm-up area, approximate 60 sq. ft. 

Equipment 

Central monitor and teleinetry for six patients 

Equipped emergency trolley and portable suction and defibrillator 

Treadmill 

Rowing machine Couch 
Dual cycle ergometer Desk 
Bicycle ergometer Chairs x 7 
Versa climber 

0' Sphygmomanometer and stethoscope 
Hand crank Medicine ball 
Stepper Minute timer 
Multigym weights system Music system 

Training can rake place in a hospital gymnasium, 

physiotherapy department or a specific area within 

the department of cardiology, if such is available 

(Figure 9.2). Staff should be fully trained in 

cardiopulmonary resuscitation and relevant 

medications and a defibrillator must be to hand. In 

such an environment, continuous 

electrocardiographic monitoring will be necessary if 

certain high risk groups participate (Figure 9.3). 

Community sports centres are also satisfactory 

areas for the provision of exercise training. A low 

rate of cardiac complications has been reported for 

such programmes. Low risk patients can perform 

most of these exercises at home. 

Figure 9.3 High risk patients who may requl 

monitoring durlng cardiac r 

Survivors of cardia 

Low left ven 

Complex ven 

Exercise induc 

Continuing effort 

Positive exercise te 

A long-term programme for regular exercise should 

be available for all patients on completion of the 

formal exercise training period (Phase IV) and a 

system of rrgular re-evaluation is recommrnded 

because, with time, many patients return to their 

previous sedentary lifestyles. Facilities for long-term 

exercise programmes could be provided through 

self-help groups in the community. Those running 
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hospital-based programmes should liaise with those 

running programmes in the community and 

establish a standard continuation orotocol. 

Group counselling sessions should be established in 

association with the formal exercise programme 

and should include spouses. These sessions should 

impart information on the nature of coronary 

artery disease and provide advice on healthy 

lifestyle, with specific attention to nutrition, 

smoking cessation and risk factor management in 

general. Work-related problems must be addressed 

individually. Stress management and relaxation 

therapy should be available and spouse interviews 

should take place. Simple, clearly written literature 

should be made available and discussed. 

It may not be necessary for all patients to be 

exposed to every aspect of the rehabilitation 

programme. Selective focus on factors where 

specific advice and intervention are perceived 

necessary can be valuable. This may be important 

for women and certain ethnic groups who may find 

the standard exercise programme unappealing or 

even intimidating. Extended use of hospital facilities 

should be made available to the minority of patients 

requiring them. 

9.9 Training. For Rehabilitation Co-ordinartors 

It is necessary to provide education about the 

holistic approach of cardiac rehabilitation for those 

persr~nnel that are to be involved in the provision of 

the service. Such general educational activities for 

all staff should be separated from the more detailed 

training required for programme co-ordinators. We 

reiterate the recommendation of the British Cardiac 

Society's Working Party on Cardiac Rehabilitation 

that there be systematic training of professionals to 

co-ordinate rehabilitation programmes.' 

Developments in Ireland suggest that the most 

likely person to take on this role has a nursing or 

physiotherapy background; others, including those 

from an occupational therapy or physical education 

background Inlay also he trained. In view of the 

multi-faceted nature of cardiac rehabilitation and 

the spectrum of patients who undergo the process, 

the co-ordinator requires special training; the skills 

of a variety of paramedical personnel should be 

appreciated and appropriately utilised. The 

organisation of exercise training sessions for 

patients with a wide variety of cardiovascular 

disorders requires a sound knowledge of cardiac 

anatomy, physiology, pathology, exercise 

physiology and a comprehension of cardiac 

dysrhythmias. All those co-ordinating exercise 

training sessions will also require to have completed 

an ACLS course and been certified. 

A six month training programme for rehabilitation 

co-ordinators has been established by the 

Department of Cardiac Rehabilitation at Beaumont 

Hospital and a Diploma is awarded by the Royal 

College of Surgeons in Ireland. The Irish Heart 

Foundation has provided funds for Irish co- 

ordinators tr ined to date. ? 

Fully trained, any one of the aforementioned 

specialities can undertake co-ordination of a cardiac 

rehabilitation programme, effectively incorporating 

the skills of associated professionals but without 

assuming any of the many roles required beyond 

that of their own professional training and 

competency. This concept of skill co-ordination 

allows the optimal utilisation of individual 

specialist services available from within the 

multidisciplinary team associated with cardiology. 

In turn, this helps to develop a rehabilitation 

perspective throughout the cardiology system 

9.10 Professional Roles in the Delivery of 

Cardiac Rehabilitation Services 

The Cardiologisr: The cardiologist is in a uniqie 

position to recommend rehabilitation to patients in 

a positive way and is also in a pivotal position 

within the health services to establish and gain 

financial support for the rehabilitation service. In 

some countries there is no shortage of 

interventional cardiologists and a career in 

rehabilitative cardiology is feasible. The British 

Cardiac Society's Working Party Report on Cardiac 

Rehabilitation recommended the involvement of an 

interested physician, preferably a cardiologist, a t  

management level, as one of the most important 
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requirements for the establishment of a 

programme.' 

Therc is increasing specialisation within the 

discipline of cardinhgy. Thus the scientific issues 

and dwelopments in cardiac rehabilitation may be 

unfamiliar to many cardiologists. The training 

requirements for cardiologists reccntly drafted by 

the Royal College of Physicians Joint Committee on 

Higher Medical Training is to he welcomed in that 

it makcs provision for some introduction t o  the 

process of cardiac rehabilitation during the training 

period. However, it does not make this a mandatory 

reouirement. 

The continuing medical management of patients 

with establishrd cardiac disease is undrrtaken by a 

cardjologist or physician with a special interest in 

cardiology, who ideally should have a global view 

of the optimal management strategy for the various 

manifestations of cardiac disease. The cardiac 

rehabilitation service should he accessed via, and 

overseen by, the cardiologist, working closely with 

a trained rehabilitation co-ordinator. 

Other health professionals: The multifactorial 

nature of cardiac rehabilitation demands skills of 

physiotherapists, occupational therapists, physical 

educationalists, exercise physiologists, nurses, 

psychologists, nutritionists, vocational counsellors 

and pharmacists. The skills of these various 

specialities are of relevance t o  some if  not all of 

those patients undergoing cardiac rehabilitation. 

9.11 Service Provision in lreland 

Phase I of cardiac rehabiiitation is incorporated into 

the care of the patient in hospital immediately after 

an  AMI, CABC, PTCA or other relevant illnesses. 

Phase 11, the time between discharge from hospiral 

and entry into a formal rehabilitation programme, 

has been identified as a time when patients need 

more counselling on lifestyle changes than they are 

currently receiving. Given different recovery rates, 

prevention services, in consul ta t im with the 

hospiral physician and the gencral practitionel: 

Research is rrquircd on the lniost effrctive 

inrervcntions at this timr. 

Thc first cardiac rrhahilitatinn scrvice was sct up in 

lrcland over 2 0  years ago. Programmes are 

outpatient based and concentrate on patients in thc 

first few months after myocardial jnfaicr or  cardiac 

surgery (Phase 111). 

The Irish Association of Cardiac Rehabilitation 

(IACR) was established in 1994 and has more than 

100 members, representing rhe range of disciplines 

involved. The Association aims to support the 

development of h i g h  quality rehabilitation 

programmes and provides education activities for 

members. Members of the Association are active in 

relevant international urganisations. 
/ 

In 1998 the IACR surveyed the 40 public hospitals 

which provide services to cardiac patients in Ireland 

through coronary or  intensive care  unit^.'^ Twelve 

centres (30%) provided outpatient cardiac 

rehabilitation services. Six programmes were 

available in the Eastern Health Board, two in the 

South Eastcrn Health Board, with one each in four 

other health boards. No  cardiac rehabilitation 

services were provided in the Southern Health 

Board or  the Mid-Western Health Board. Most 

centres wrre unable to identify the proportion of 

eligible patients participating in programmes. Ten 

of the 1 2  programmes were established less than 

five years, indicating rapid development in the area. 

All programmes had cardiac rehabilitation co- 

ordinators; the majority had undertaken the six- 

month in-service training course at Beaumont 

Hospital. Additionally, five hospitals without 

programmes had trained co-ordinators available to 

them. While 12 ccntres without programmes had 

some plans or  discussion regarding programme 

establishment, 16 centres did not have plans. The 

findings highlight the underdeveloped nature of 

cardiac rchabilitation services in lreland at present. 

advice at this time needs to be personalised. Where 
Where there are programmes, the level of service necessary. the appoinrnicnt of a co-ordinator of 
permits access by only a minority of eligible patient care (section 8.4) would facilitate access to 
patients. Approximately 820 patients p r r  year are appropriate psychological and secondary 
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being rehahiiitared through the programmes 

surveyed by the LACK. This represents less than one 

in ten patients for whom referral to i-chahilir,~rion 

should he considrrud and c n m p r c s  poorly with 

othrr European countries, for example, 50% in 

Finland, 60% in the Ncthn-lands and 9.5'i: in 

Austria. 

Twenty co-ordinarors have been trained, having 

heen seconded hy thrir hospital to undergo training 

in Beaumont Hospital, as described above. 

Personnel involved in the running of programmrs 

arc drawn from the disciplines o f  cardiac 

rrhabilitation co-ordinators, physiotherapists and 

cardiac nurses. Some of those trained personnel 

have resumed ward duties o n  return t o  their 

hospital bccause of Lack of resources t o  develop a 

rehabilitation prt,grammc. Inadrquate staffing, 

funding and space are cited as the prime rcasons fo r  

not having a cardiac rehabilitatiim programme. 

9.12 Challenges in Programme Delivery 

The emphasis to date in terms of provision of 

cardiac rehabilitation in Ireland has been o n  

patients recovering from AM1 and CABG. 

Rehabilitation programmes cater less often for 

heart failure patients or  those who have undergone 

coronary angioplasty, heart valvc replacement or 

pacemaker implantation. Furthermore, for cardiac 

transplantation patients, rehabilitation requires a 

high degree of expertise and more sophisticated 

forms of exercise testing than are currently 

available in many centres. In terms of demography, 

patients are increasingly likrly to present ar an older 

age, and a focus on older populations brings with it 

a larger proportion of female patients than was 

previously enrolled in structured programmes. 

The changing profile of the cardiac population will 

provide new challenges t o  those involved in 

delivering rehabilitation services. The present focus 

of most rehabilitation centres on rraditional end 

points such as  exercise testing will become morr 

diverse and appropriate to the different population 

groups. It is likrly that even moderate 

improvements in patients with complex cardiac 

problems will yield suhsrantial health-care savings 

with decreased dependency in terms of activities of 

daily living and medical interventions. Work in 

cardiac rrhabilitation in older populations may 

cr~rnplcnicnr a range of othcr interventions, such as 

prumoting adequate nutrition and alleviating carer 

burden which serve to maii~tain older people in a 

relatively healthy and independent state in 

community settings for as long as pussiblr. 

Programme access and acceptability will be an 

increasingly pertinent issue, given the changing 

profile of the population for consideration. In 

future there is likely t o  hr individualisation of 

programme cantent, with patirnts being advised on 

a 'menu' of components from a multidisciplinary 

rrhabilitation package. Screening instruments - for 

exercise, dietary or psychological components of 

the programme, for example - will be used to 

d r te~mine  whkther patients would benefit from 

particular components. 

At presrnt many programmes provide a service to 

younger patients (under 70 years), particularly 

males, w h o  have had an AM1 or  CABG. 

Programmes should be expanded to include older 

patients and patients with other conditions, such as 

angina and heart failure, who may have additional 

health problen~s, such as ~nusci~loskeletal disorders. 

9.13 Audit 

Audit must hecome a n  integral part of 

rehabilitation services t o  assess patient satisfaction 

and service effectiveness and efficiency. Data 

reflecting access to and coverage of the general 

clinical population in a cardiac service are 

important, as are figures on time to treatment. 

Indicators of patient satisfaction include attendance 

and drop-out rates. Outcome measures include 

maintenance of smoking cessation and regular 

exercise. Audit can challenge services to focus ever 

more specifically on the aspects requiring 

impruvenlent. 

- 
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Policy makers, practitioners and the public need 

accurate, reliable data on the extent of 

cardiovascular disease in order to address the 

challenge of the increased population burden of the 

disease and to implement appropriate preventive 

and treatment strategies.' A surveillance system for 

cardiovascular disease is required, with the 

following objectives: 

to access and analyse routine mortality and 

morbidity data to estimate trends in the burden 

of cardiovascular disease at population level; 

to monitor the state of health of the population 

with regard to lifestyles and risk factors for 

cardiovascular disease; 

to support clinical audit of care of patients with 

cardiovascular disease and evaluation of health 

promotion programmes; 

to estimate the use of health services resources 

and to support health services planning. 

An analysis of trends in cardiovascular disease 

usually starts with an examination of mortality 

data. However, there ate a number of problems 

relating to death certification and the attribution of 

death to cardiovascular disease.' 

Developed countries use WHO'S International 

Classification of Disease (ICD) codes and follow 

WHO guidelines on their applicatinn. However, 

these lnny he implemented and interpreted in 

different ways in different countries. There nre two 

major suul-ces of variation in the designation of 

cause of death:' 

1 .  The clinical diagnosis of  the cause of death by the 

death certifier; 

2. The coding of multiple causes of death by those 

responsible for collating mrrrtality data. 

A drath certificate validation exercise in 31 areas 

acl-oss Europe for the WHO MONICA Project 

found that there was little or no evidence to support 

the diagnosis uf CHD in one in four deaths 

attributed to CHD on the death cert.' 

While registering CHD and stroke deaths for the 

KHP problems were, identified with the decision- 

making process to establish the cause of death.' A 

non-consultant hospital doctur usually completed 

death certificates in hospitals. There was a very low 

rate of autopsy to establish the cause of death in the 

two Irish counties (Kilkenny and Offaly) covered by 

the registers. 

There is considerable delay in publishing the 

Annual Report on Vital Statistics, some of which is 

due to late registrations of a small number of 

deaths. The Central Statistics Office provides 

special analyses of nlortality statistics to researchers 

but it should also be encouraged to further develop 

the presentation and reporting of mortality trends 

in its publications. The Public Health Information 

System (PHIS) makes use of mortality, demographic 

and morbidity data to provide a minimum common 

data set of health indicators for monitoring health 

at regional and national level. The system was 

developed by the Department of  Health and 

Children together with the Departmrnts of Public 

Health in the health boards and represents an 

important development in providing standardised 

regional data to health services planners. It is 

essential that the PHIS continues to develop and to 

include indicators of cardiovascular incidence, 

prevalence and risk as these data become available. 
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10.3 Morbidity Data 

There are a number of sources of morbidity data for 

cardiovascular disease, namely:' 

hospital discharge statistics; 

prescription data; 

prevalence surveys; 

registers (based in the health services or 

population-based). 

10.3.1 She Kaspltal In-PatamP Enquiry 

The most comprehensive source of morbidity data 

in Ireland is the Hospital In-patient Enquiry (HIPE). 

While the HIPE system has been in operation since 

the 1970s, it is only in recent years that it has 

reached high levels of coverage and data quality. 

HIPE includes all discharges, both inpatient and 

day cases from publicly-funded hospitals and is an 

invaluable source of information on the 

characteristics of patients, lengths of stay, diagnoses 

and surgical procedures. HIPE can be used to 

monitor and investigate the burden of illness 

presenting to the acute hospital sector. HIPE data 

are included in the PHIS. 

There are, however, a number of important reasons 

why this information system should be only one of 

a number of systems to study the burden of illness 

resulting from cardiovascular disease: 

Hospital statistics reflect the 'tip of the iceberg'. 

They do not include the larger volume of 

morbidity which, given the chronic nature of 

CVD, is dealt with within general practice or is 

undetected. Further, many patients with AM1 

die before reaching hospital. 

The HIPE system is not designed to follow the 

course of chronic conditions in individual 

patients. While it is possible to monitor repeat 

admissions within hospitals, it is difficult to 

track patients between hospitals. 

It is difficult from the HlPE data to distinguish 

between incident (first presentation) and 

recurrent cases; 

The current lack pf data from private hospitals 

in HIPE is an imp~r tant  limitation. One private 

hospital began participation in the system in 

1999. Without full participation by private 

hospitals national estimates of the burden of 

illness, as measured by hospitalisation, remain 

incomplete and the interpretation of 

population-based rates is problematic. 

The output from HIPE is not published. This 

restricts access to the information. 

30.3.2 Prescriptbn Data 

Prescription data are available for those who are 

treated in the community within the GMS. There 

are some conditions for which prescription data can 

provide estimates for disease prevalence. The 

proportion of general practice patients for whom 

nitrates have been prescribed can be used to assess 

,- 

Building Healthier Hearts The Report of the Cardiovascular Health strategy G~~~~ 



the prevalence of angina hut has been shown to 

provide an underestirnatr.' Analysis of prescription 

data over time can provide information o n  trends in 

detecting and treating chror~ic conditions, such as 

high hlood pressure. Some drugs may, hrlwcver, he 

prescribed for more than onz oonditim. 

The Drug Cost Suhsidisatiim Schrmc, the Long 

Term Ill~iess Scheme and health insurance drug 

refund bchemes have the potential to provide useful 

information on trends in prescribing. In the future 

national purchasing agreements may also provide 

information on prescribing. Information could be 

obtained from suppliers o n  the numbrr of devicrs 

fitted, e.g. pacemakrrs, which would validate data 

from other sources, including HII'E. It may be 

concluded that GMS prescription data currently 

provide useful information but they relate only to 

one section of the population. 

It is rrcommendrd iR6.46) that progress in the 

application of secondary prrvention measures in 

general practice should he mmitored in a manner 

compatible with the EUROASPIRE protocol.s 

Comparable data from patients treated in hospitals 

should become available from the proposed 

registers of care, investigations and interventions. 

10.3.3 Prevalence Surveys 

These surveys can he undertaken as part of a health 

examination survey, such as SLAN (section 10.4). 

In order to provide usrful information about  

geographic variation in disease prevalence, care is 

rcquired in deciding on the total sample sire and on 

its dispcrsion around the country. It is very 

important to use internatic,nal methods of drfining 

disease status, to have intensivr staff training and to 

have ongoing quality control procedures in order to 

allow comparisons with orhcr countries or ru assess 

time trrnds.' 

10.3.4 Registers 

10.3.4 (1) Population-based Registers 

Registration of cardiovascular disease events is 

particularly important when the epidemiology of 

the disrase is changing. Declining death rates may 

be accompanied by a n  increase in the burden of the 

disrase in the popula t io~~  due to incl-eased survival 

in thosr who develop symptoms. These changes 

have major implications for  ihralth care planning. 

Many countries established population-based CHD 

and stroke i-rgisters within the context of the World 

Hcalth Organimtion ( W H O )  international 

MONICA (Monitoring trends and detrrminants in 

cardiovascular disease) Project. The KHI' collrcted 

informarim about incidence and attack rates (first 

and total events) using the MONICA mrthodology, 

demonstrating its feasibility in an Irish context.? 

I'opulation-based registers capture sudden deaths in 

the commoniry. They record the high mortality of 

community cases compared to those treated in 

hospital. A register in Glasgow (1985.1991) found 

that up to one third of AM1 cases were not  treated 

in hospital; case fatality was 5 0 %  in the community 

compared to 20% for those treated in hospitnl." 

Population-based registers have been used t o  

estimate trends in event rates over time, to examine 

management o f  patients with diabetes and to 

compare outcomes in different demographic and 

socioeconon~ic groups and between locations.".'~"~' 

Analysis of data from populatiorr-based registers in 

Finland resulted in the conclusion that the decline in 

mortality during the 1980s reflected a decrease in 

the incidence of first coronary evmts, a decline in 

recurrent events and a reduction in case-fatal it^.'^ 

Data from general practitioners are ohtained as part 

of a population-based register. Useful information 

on trends in incidence and on patient characteristics 

can be obtained from general practice information 

systems."The devrloprnents proposed in Chapter 6 

have implications for the collectiun of relevant data 

from general practitioners. However, it is not 

proposed to establish a genrral practice hased 

cardiovascular disease registrr at this time. Givm 

the cxpense and the complexity, it is not proposed 

either to establish a national population-based 
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register. Such a register in one region of the country 

would, however, pov ide  valuahle information. 

80.3.4 (2) Coronary Care Registers 

A number of studies havc compared different data 

collection methods so as to get a balance between 

data accuracy and completeness on the one hand, 

and the complexity nf dam collection on the other. 

Hospitalised patients with stroke underestimate the 

total number of patients with strokr." The hospital 

patients are younger and include those with more 

severe strokes and associated higher mortality. In 

contrast, it is likely that the vast majority of patients 

under the age of 65  with a non-fatal AM1 are 

admitted to hospital." However, routine hospital 

discharge data are likely to miss some AMls when 

compared with a population-based AM1 register." 

While recognising that there are limitations to 

registers which d o  not include events in the 

community, a strong case can be made for hospital- 

based registers, given the relative ease of collecting 

high quality data. A register of coronary care can 

collect information about symptom severity, drug 

therapy, referral, investigative and therapeutic 

procedures, risk factor n~odification and 

rehabilitation, Given the variation in the natural 

history of the disease, there is aiso scope for an on- 

guing patient-based data system which would track 

patients from first diagnosis of CHD. 

Hospital-based AM1 I-cglsters have examined trends 

in outcome and have shown gender differences in 

short term survival, with higher mortality in 

women, w e n  after adjusting for their older age 

when h o s p i t a l i s e d . " ~ ' ~ e g i s t e r s  have enabled 

international comparison of treatment fur AM1 and 

of ourcomes." The management of patients with 

unstable angina or  non-Q-wave AM1 have been 

s t ~ d i e d . ' ~ ~ ' ~  The use of thrombolysis has been 

extensively studied, showing underutilisarion, 

particularly in women and in oldir  patients."'~"'"" 

Registers havr enabled studies of impact of dclays 

in administrring thrombolysis and the factors 

associated with such delays.".25 Use of evidence- 

based medications on discharge from hospital, for 

example, ACE inhibitors, has also hccn studied.'" 
Registers have aiso been rstahlished to evaluate 

patient care in chest pain ohservatim units." 

A census of coronary care units was undertaken in 

Ireland in 1992 and was repeatrd in 1994, with 

participation by all coronary care units in the 

country.'""A proposal for the establishment of a 

coronary care register (Coronary Heart Attack 

Ireland Register, CHALR) has hcen submitted to the 

Deparmieent of 1-lealth and Children by the Council 

o n  Acute Coronary C a m  of the Irish Heart  

Foundation with involvement of relevant 

organisations. 1 

10.3.4 (3) Registers of Investigations and 

Interventions 

Registers o f  investigations and interventions 

undertaken on patients with C H D  can add valuable 

additional information t o  that obtained from 

registers of coronary care. A register can compare 

the use of investigations and procedures according 

to patient characteristics, including clinical criteria, 

gender, residence, place of care and outcome.'"" 

Registration data demonstrated that, despite a 

highrr risk profile, there were improvements over 

time in complication rates and in outcomes in 

women undergoing PTCA in the United States." 

Outcome following use of PTCA in AM1 has been 

studied and compared with th romb~lys i s , '~~"  

- 
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The New Approaches to Coronary Intervention 

(NACI) registry was funded by the National Heart, 

Lung and Blood Institute in the United States to 

evaluate the safety and efficacy of new interventions 

such as athere~tomy.'~~'* There is also value in 

registering procedures and interventions which are 

carried out less frequently, such as 

electrophysiology studies and A-V node ablations. 

Angiography and angioplasty registers have been 

established in some hospitals in Ireland, including 

the Mater Misericordiae Hospital and St. Jamesis 

Hospital in Dublin, demonstrating their feasibility 

and perceived value by the clinicians involved. The 

Irish Cardiac Surgery Register collects information 

from some cardiothoracic surgeons and has been 

used to study trends in patient characteristics and in 

outcomes. Further development of registers of 

investigations and interventions will require 

consultation with :clinicians and health service 

managers. 

10.4 Health Surveys 

The Eurodata Report recommended that risk factor 

monitoring by population surveys should be linked 

with data collection on morbidity and medication 

use.' Health examination surveys with 

measurement of biological risk factors should be 

carried out approximately every five years 

supplemented by health interview surveys at least 

every two years. 

The content of the SLAN survey carried out in 

Ireland in 1998 is in accordancc with the Eurodata 

recommendations for health examination surveys. 

However, the recommendation that the sample size 

should be sufficiently large to provide measured 

risk factor information at  regional level presents 

major challenges in view of the cost implications of 

the large sample size which would be required. The 

Eurodata group also recommended that the cross- 

sectional studies should he reinforced by special 

survcys in groups of known high risk e.g. lower 

socioeconomic groups or high risk geographic 

areas. 

A national survey of health behaviour in school 

pupils has recently been published.i7 This used the 

nlethodology of the WHO Health Behaviour in 

School-aged Children survey. Local studies have 

also been carried out from time to time. Agreement 

on a core set of questions and definitions would 

enhance the value of such surveys, permitting 

comparison between populations and over time. 

10.5 Audit 

The Cardiovascular Health Strategy Group adopted 

as a basic principle (Chapter 1) that evaluation and 

audit of services are essential if health gain is to he 

achieved. An evaluation process is necessary to 

estimate the volume and quality of service 

provision, to measure progress towards attaining 

targets and to highlight areas which require 

remedial action. 

Clinical audit involves structured review against 

agreed standards." Each audit cycle compares 

current care against the agreed standards and 



changes are recomn~ended to improve care. The 

extent to which those changes are implemented and 

care is improved is assessed in the next audit cycle. 

Audit is a key component of clinical effectiveness 

initiatives which have an overall goal to improve 

the quality of clinical care." Systematic reviews of 

the literature are used to summarise research 

evidence and clinical guidelines are then developed 

to support decisions about health care. Clinical 

audit and outcomes assessment are used by teams in 

local health services to support the implementation 

of guidelines. 

Patient data of high quality are a prerequisite for 

clinical audit." It is important to take steps to 

improve the extent to which data entered into 

charts or cnmptxer systems are accurate, valid and 

as coniplete 3s possible. When making comparisons 
I 

nf outcomes hetween groups of patients it is 

necessary t o  statistically adjust to take account of 

differences in case mix.4' This particularly applies 

when comparing outcomes between clinicians or 

institutions. 

It is not sufficient to consider audit of performance 

by professional groupings. It is necessary to develop 

audit at health care unit level and for the whole 

organisation.'"." It is expected that there will he a 

growing focus on multi-professional collahoration 

in audit.i4 It is also necessary to involve 

Training is a prerequisite for participation in 

audit." There is evidence that the involvement by 

junior doctors in audit may not be adequately 

supervised." Surveys have found positive attitudes 

towards a ~ d i t . ~ " ~ ~ ~ ' ~ . "  However, some concerns 

were expressed about audir, including: 

poor communication within organisations and 

inadequate support for audir; 

that audit focuses on risk factor recording 

rather than on preventive practice per se; 

the extent to which participation in audit leads 

to improved practice. 

Published examples of the practice of clinical audit 

in cardiology include: 

the use of audit to improve the provision of 

thrombulysis in an  accident and emergency 

department;" 

the development of an evaluation tool for the 

implementation of a clinical guideline for the 

management of heart failure;" 

the development of a database to prospectively 

collcct data for audit at a lipid clinic;'" 

the development of a multidisciplinary tool for 

audit in cardiac rehabilitation;" 

an audit of the management of hypertension in 

general practice.'" 

Hospital departmrnts of cardiology in Ireland have 

a strong history of research, including maintaining 

and analysing patient databases. The findings of 

such research and review are regularly presented for 

peer review, for example, at  meetings of the Irish 

Cardiac Society. There have also been relevant 

audits of patient care in general practice in Ireland. 

Audit of cardiac rehabilitation is discussed in 

Section 9.13; it is suggested (19.2) that the Irish 

Association of Cardiac Rehabilitation should agree 

a format and implement an audit system for cardiac 

rehabilitation programmes. 

There is substantial scope for co-ordination and 

further development of clinical audit at national 

level. The establishment of a surveillance system 

would be a valuable resource for those involved in 

audit. 

10.6 Plfsea~ch 

Far from being a luxury, a vibrant research climate 

is fundamental to improving quality and 

maintaining morale in the health services. There are 

examples of world quality research programmes 

relevant to cardiovascular disease in Ireland. 

However, the total funding available for research is 

Low by international standards. 

-- .. 
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Total funding committed to rescarch by the Health 

Kescarch Board in 199811999 will be L4.4 million. 

This covers all categories of research, much of it 

laboratory based. There has been a substantial 

increase in research funding in reccnt years 

particularly as a result of an agreement with The 

Wellcume Trust. Therc has also been a planned 

programme of expansion in health services 

research. However, despite the increased funds and 

crcative development of research schcmes in recrnt 

years, there is still a deficit of funds for research. 

Focusscd i-escal-ch is an integral component of the 

development and implementation of health policy 

and strategy. There are a number of 

recommendations in this i-cport for rescarch into 

specific aspects of prcvrntion and care of patients 

with cardiovascular disease. Support for  such 

research will provi e a hasis for the development P 
and  maintrnance : of quality, standards and 

innovation within cardiovascular health services in 

Ireland. 

1 Wlliams C. Measuilng the burden of cardovascular disease in Europe: steps towards eifabllahlng cornpanhie dew The Netherlands Heart Fwodat,oo. 1994. 

2 TunstailPedoe H. Kuularmaa K, Amouel P, Arveiier 0. Rajahangaas A, Pajak A. Myocardial infarction and coronary deaihs in the World Health organization MONICA 

pro~ect: registiallon procedures, event rates and case fatality n 38 population from 2 1  countries in 4 continents. Circulation 1994: 90: 583512. 

3 Cox C. The Kllkenny Health Project registers of CHD and stroke 1987 to 1992. Them accepted for the Membersl~p of the Faculty of Pubilc Health Medime of 

the Royai College of Physcans of Ireland. 1996. 

4 Bottomley A. Methodoiogy for aasess~ng the prevalence of angina ,n prmary care usng practce based mfarmaton in northern England. 1 Epldemo &Community 

Health 1997: 51: 879.  

5 Anonymous. EUROASPiRE. A European Socety of Cardiology survey of secondary preventon of coronary heart dlsease: principal results. EUROASPIRE Study Group. 

European Actlon on Secondary Pieventon through interventon to Reduce Events. Eui Heart J 1997; 18 1569~82. 

6 Marraon C, Waoward M. Leslie W. TunstallPedoe H. Effect of socioeconom~c group on incidence of, management of, and survval aner nyocardai infarcton and 

coronary death: analysis of communty coronary event register Br ~ e d  J 1997; 314: 541.6, 

7 L m  LL, iesfay GM. ~ e l l e r  RF. ~anagement of patbents with diabetes aner heart attack: a population~based study of 1982 patients from a heart dseaae register 

Rust & New Zealand J Med 1998: 28: 334-42. 

8 Wilhelmsen L. Rosengren A. Johansson S. Lappas G. Coronary heart disease attack rate. inc~dence and mortality 1975~1994 in Goteborg. Sweden Eur Heart J 

1997; 18: 57281. 

9 saomaa vv. ~undberg V. ~gnarsson U. ~adisauskas R. ~irchhoff  M. Whelmsen L ~ a f a l t e s  from mymaidla1 infarction in Nordic counfres and Lrthuanta. i h e  

MONICA Investigators. Eur Heart J 1997; 18: 91~8.  

l o  salomaa v. Miettmn H. Kuulasrnaa K et el. Decline in coronary heart disease moi fa ty  in Rnland during 1983 to 1 9 9 2  roles of incdence, recuiience, and case- 

fatality. The FiNMONCA MI Reglster Study. Crculation 1996: 94: 3130~7. 

11 Van der Pai~de Bruin KM. verklel H. 1ansen 1, ~ar te ids  A. Kromhout D.   he mcldence of suspected lnyacaidlal lnfarctan in Dutch general practce in the period 

19781994. Eur Heart J 1998: 19: 429~34. 

-~ - .~~ ~p~~~ .~ . - 
Building Healthier Hearts The Report of the Cardiovascular Health Str 



12 Glroud M. Lemcsle M, Quantin C et a1 A hospital-based and a populatlon~based stroke registry yieid different results: the exper~enco in Duo", France. 

Neuroepidemiology 1997; 16: 1521.  

13  ~ e l i  HC. parsons R W  ~ a m r a i ~ h  KD. ~ r ~ q e s  C.  rends m the home management of nonfatal acute myocaidlai iniardlon o Pert!?. western Austraiia between 1984 

and 1993. Ausf & New Leaand J Med 1996: 25: 2048. 

14  Mahonen M. 5alolnaa V, Brammeis M et ai. The vaiidlty of hospital dlschaige register data on coronary heart dlsease in Fanland. Eur J Epdemloi 1997: 13: 403- 

15. 

15 Brown N. Young T Gray 0. Skene AM. Hampton JR. Inpatlent deaths from acute myocardial infarction. 19821992: analysis of data in the Noningham heart attack 

leglster. Bi Med J 1997; 315: 159-64. 

16  ~ e r m a n  8. ~rezser E, Pohabeln H. A sex d~ffcrence in shortterm survival aner lnitiai acute myocardial infarction. i he  ~ O ~ ~ c ~ . B r c m e n    cute Myocardial infarction 

Register. 1985~1990. Eui Heart J 1998: 18: 96570. 

17  Shihar E, ~ e w ~ s  M. Keii U, McGovern PG, Lore1 H. Leupker RV. Haspltai care and survival o l  acute myocardial infarction patients in Mlnnesata and southern 

Germany: a comparative study Coronary Artery Disease 1996; 7: L67~73. 

 very NR. cannon cP, Granger C et a1 lrifluence of insurance type on the use of procedures. medications and haspltai outcome n patlents with unstable angina: 

-esults from the GUARANTEE ~ e g s t r y  Global Unstable Angna Registry and Treatment Evaluation. J Am Coil Cardiol 1998: 32: 387-92. 

mderson H V  ~ b s o n  Rs, stone PH et el. Management of unstable angna pectoiis and non-Qwave acute myocardlai nfaictlon n the United States and Canada (the 

rlMi Ili Registry). Am J Cardlol 1997: 79: 1441~6.  

Barron HV,  owlb by LJ. Brew T et ai. Use of reperfuson therapy for acute myocardial infarction in the United States: data from the Natonai Reastry of Myocardial 

Infarction 2. Circulation 1998; 97: 1150-6. 

nosamond WD, ~haha r  E. ~cGavern PG. Stdes TL, Luepker RV. Trends in coronary thrombolyuctherapy for acute myocardial ntarctlon (tho Minnesota Heart Survey 

Regwry 1990 to 1993). Am J Cardiol 1996: 78: 271-7. 

~handra  NC. zegrlstein RC. Rogers WJ et a .  Observations of the treatment of women n the United States ~ 8 t h  myocardlal mfarcton: a report from the National 

Registry of Myocardial Infarction1 Arch internal Med 1998: 158: 9818. 

~u rw i t z  JH.  ore JM, Godberg RJ, Rublsan M. Chandra N, Rogers WJ. Recerit age~related trends in the use of thrombolyt~c therapy in patients who have had acute 
I 

myocardial miarctmn. National Reglstry ot Myocardial infarction. Annals internal Med 1996: 124: 335-8. 

~ o ~ d b e r g  RJ. ~ o o r a d d  M, ~ u r d t z  JH et 81. Impact of trme to treatment with tssue piasmtnogen actjvator on morbidity and moitaity f o~owog  acute myocardial 

infarction (The Second National Reglstry of Myocardal Infarction). Am J Cardo 1998: 82: 259~64. 

~ a y n a ~ d  C, weaver wD.  amb brew C, Bowlby U, Rogers WJ, Rubison RM. Factors nfluencing the time to admlnlstrauon of thrombolytlc therapy with recombnant 

tissue plasmnagen activator (data from the National Reglstry of Myocardial lnfarction. Am J Cardlo1 1995: 76: 548~52. 

~ a r r o n  HV, Mictaes AD. ~ayna rd  C. Every NR. Use of angiotensin~convertingenzyme 8nhtotors at dscharge in patients with acute myocardlal n f a m o n  in the United . 
States: data fram the Nat~onal Registry of Myocardial infarean 2. J Am Coil Caidiol 1998: 32: 360-7. 

~ r a f f  LG,  alla am J, ROSS MA et al. Impact an the care of the emergency department chest pam patlent from the chest pain evaluation registry (CHEPER) study Am 

1 Cardlai 1997; 80: 563-8. 

McLoughin M. Comerford D, Graham IM e l  a1 on behalf of the Counci of Acute Coronary Care of the irsh Heart hundat40n. A national perspective of acute cO<O"aV 

care. Report of a national census. 1992. Dubin: Irish Heart Foundation. 1994. 

~ c ~ e e  HM. ~ ~ ~ w n e  C,  organ 1 in asaaciat~oo wtth the Counc>l on Acute Coronary Care d the i rsh Heart Foundation. Presentatan and management of acute 

infarctton in lr~sh hospitals. A national census. Dublin: Irish Heart Foundation. 1996. 

van ~ l t ~ n b ~ ~ g v a n  LIJI AJ, slmaons ML. ~ossy t  PM. ~ayior TR. veerhoek MJ. Varatlon n the use of coronary angography in  patents with unstanle angna is related 

to dffeiences I" patient populaton and auallabilty of angiographc faciit!es. without affecting progoosls. Eur Heart 1 1996; 17: 182835. 

Halon DA. ~ e r d ~ e r  A, fiugelman MY et al. importance of dabetes mellttus and systemic hyperfenson rather than completeness of ievascuiarisaton in determmng 

long~teterm outcome aner coronary balloon angloplasty (the LDCMC registry). Lady Davis Carrnei Medcal Center Am J Cardiol 1998; 82: 54753. 

Jacobs AK. Kelsey SF. Yeh W et ai. Documentatran of decline in morbidity in women undergoing coronary angaplasty (a report fram the 1993~94 NHLBI Percutaneous 

Tian~lumnai Coronary Angloplasty Registry). Natonai Heart. Lung, and Blood Institute. Am J Cardiol 1997; 80: 97'384. 

Vogt A. ~ iederer W. ~faf ferot t  C et a lo i rec t  percutaneous translumlnai coronary angioplasty in acute myocardal intamon. Predctors of shortterm outcome and 

the lmpact of coronary atenting. Study Group of the Aibeitsgemelnschah Leltender Kvrdielogischer Kiankenhausarzte IALKKI. Eur Heart J 1998; 19: 917-21. 

Tefenbrunn N ,  Chandra NC. French WJ. Gore JM, Rogecl WJ. CIncal experience with primary percutaneous transuminal coronary angloplasty compared wlth 

ateplase (recombinant tissuefype pasmnogen activator) in patients w t t  acute inyocardla! infarctno: a report from the Second Natlonai Registry of Myocardial 

Infarcton JNRMI2). J Ain Coli Cardtol 1998, 31: 12405. 

Flshrnan NW. Kennard ED, S t r e n k ~ t r  AR. Popina JJ. Baim 0s .  Detre KM. New Approaches to Coronary Interventon (NAC) registry: hlstory and methods. Am J 

Cardial 1997; 80: 10K~18K 

Sketch MH Jr, Davidzon CJ. 'ieh W et a1 Predtctors of scufe and longterm outcome with translum8nal extraction atherectomy, the New Approaches to Coronary 

lnterventlon (NaCii rcgstry Am J Cardiol 1997, 80. 68K77K. 

Friei S ,  N c  Gabhann 5. Keiienei C. The natona health and hfestyie surveys. Gaway: Centre for Health Promatron 5fudes, 1999. 



44 Harvey G. Quai~ty in health care: tradillons, influences and future dlrections. lnteinat8onal J Qua1 Heaith Care 1996: 8: 341~50. 

45 Keson M. User involvement in ciinical audit: a review of development and lssues of good practice. J Evaiuatlon n Clm Practice 1996; 2: 97.109. 

46 Lough JR. Murray TS. Tranng lor audit: lessons st111 to be learned. Br J General Pracf8ce 1997: 47: 290-2. 

47 Greenwood Jr, Lindsay SJ. Batin PD. Robinson MB. Junor doctors and clinical audit. J Royal Coll Phys London 1997; 31: 648-51. 

48 ~ o r d  J. ~ittlejohns P impact of hospital and communihi provider based cinicai audit programmes: perceptom of doctors, nurses and other health professiona~s. 

lnteinationai J Quality Health Care 1996; 8: 52735. 

49 Nelson M, piterman L ~ene ra l  pract<ttoner experience of clinical self audit. Australian ~ a m ~ l y  Physician 19'38. 27 suppl 1: S348. 

50 sake( R. Robertson M, Farooqi A. Audit in general practice: factors lnfiuencing partidpaton. B i  ~ e d  J 1995; 311: 314. 

5 1  maser RC, Khunti K. Baker R, Lakhan M. Effectve audit in general practice: a method for sysfematitlcally developng audit protocols containing evidence-based review 

critma. Br J General Practice 1997: 47- 743-6. 

52 mnaail JM, ~ ~ c a b e  SE. m e  use of audit to set up a thromboyss programme n the amdent and emergency department. J ~ccldent & Emergency Med 1996: 13: 

4953. 

53 j a m s  PA, cowan TM. ~ i a h a m  R P  Maprani BA. FOX CH. ~ a e n  CR. U m g  a clinical practice gudeline to measure physician practice: translating a guideline for the 

management of heart fa8lure. J Am Board Famy Practice 1997: 10: 206~12. 

54 mes PD, Ramachandran S, whitaker N et a1  he one~stop coronary cholesterol clinic: a multidisciplinary approach to mpiementing evidence-based treatment. 

Postgrad Med J 1996; 72: 744-8. 

55 ~ h m p s o n  DR.  man GS. ~e ~ o n o  DP, Hopkinn A.   he development and testing of a cardlac rehabilitation audlt too l  J Royal Colt Phys London 1997; 31: 317- 

20. 

56 ~a rnan  GY weat A, k w i s  C. A collaborative audit of the management of hypertension m general practice. Postgrad Med J 1998: 74: 1657. 

Bullding Healthier Hearts The Report of the Cardiovascular Health Strafe - -~ 





lrish Cardiac Society 

lrish College of General Practitioners 

Submissions received by the 

Cardiovascular Health Strategy Group 

Age and Opportunity 

An Bord Altranais 

ASH (Ireland Action on Smoking and Health) 

Cardiac Services Directorate, Cork University 

Hospital 

Cardiology Department, Adelaide and Meath 

Hospitals Incorporating the National Children's 

Hospital, Tallaght, Dublin 

CHAIR, Dr P Sullivan. Council on Acute Coronary 

Care, lrish Heart Foundation 

Chief Executive Officers, The Health Boards 

Comhairle na nospideal 

Department of the Environment, Dublin 

Department of Epidemiology and Public Health, 

University College, Cork 

Department of Preventative Medicine/Cardiology, 

St Vincent's Hospital. Dublin 

Department of Public Health, South Eastern 

Health Board 

Directors of Public Health, The Health Boards 

Dublin Academic Teaching Hospitals 

Dr J O'Neill. Trainee in Cardiology. Mater 

Misercordiae Hospital, Dublin 

Dr M Codd, Clinical Epidemiologist, Mater 

Misercordiae Hospital. Dublin 

Dr Robert Smyth, Vocational Counsellor 

Faculty of Paediatrics, Royal College of Physicians 

of Ireland 

Galway Regional Hospitals, University College 

Hospital, Gaiway 

Health Boards Physical Activity Strategy Group 

lrish Heart Foundation 

lrish Nutrition and Dietetic Institute 

Liaison Committee of Health Promotion Officers 

Mater Misercordiae Hospital, Dublin 

National Centre for Medical Genetics, Our Lady's 

Hospital for Sick Children. Dublin National 

Coaching and Training Centre, University of 

Limerick 

National Council on Ageing and Older People 

Prof. Eoin O'Brien. ADAPT Clinic, Beaumont 

Hospital, Duhlin 

Smoking Target Action Group 

St. John's Hospital, Limerick 

The Association of Cardiothoracic Surgeons 

The Children's Hospital, Temple Street, Dublin 

The Health Research Board 

The lrish Sports Council 

The National Consultative Committee on Health 

Promotion 

The Rotunda Hospital. Dublin 

Incorporated Orthopaedic Hospital of lreland, 

Clontarf, Dublin 

lrish Association of Internal Medicine 

lrish Association of Older People 

lrish Business and Employers Confederation 

lrish Association of Cardiac Rehabilitation 
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endix 3 

Bkgarnisdioprs whose representatives 

met with %Re Cardiovascular Health 

Strategy Grwp 

ADAPT, Beaumont Hospital, Dublin 

Age and Opportunity 

ASH Ireland (Action on Smoking and Health) 

CHAIR 

Comhairle na nospideal 

Dublin Academic Teaching Hospitals 

lrish Association of Internal Medicine 

Dr. Mary Codd, Clinical Epidemiologist, Mater 

Misercordiae Hospital, Dublin 

DrRobert Smyth. Vocational Counsellor 

Faculty of Paediatrics,iRoyal College of Physicians 

of Ireland 

lrish Association of Cardiac Rehabilitation 

lrish Cardiac Society 

lrish Heart Foundation 

lrish College of General Practitioners (ICGPI 

lrish Nutrition and Dietetics Institute (INDI) 

Liaison Committee of Regional Health Promotion 

Officers 

National Council on Ageing and Older People 

Smoking Target Action Group (STAG) 

The Association of Cardlothoracic Surgeons 

The Health Boards 

The Health Research Board 

The Rotunda Hospital 

The Children's Hospital, Temple Street, Dublin 

The lrish Sports Council 

Site Visits by Members of the 

Cardiovascular Health Strategy Group 

In the course of these visits the Cardiovascular 

Health Strategy Group met with a range of health 

professionals and members of management 

teams. 

l l t h  & 12th June 

Letterkenny General Hospital and North Western 

Health Board, Ballyshannon, Co. Donegal 

7th July 

St Luke's General Hospital. South Eastern Health 

Board. Kilkenny 

7th July 

Tullamore General Hospital, Midland Health 

Board, Tullamore 

3 l s t  July 

University College Hospital, Western Health 

Board, Galway 

l l t h  Sept 

Regional Hospital, Mid-Western Health Board, 

Limerick 

30th Sept 

The Adelaide and Meath Hospital, Dublin. 

incorporating the National Children's Hospital, 

Tallaght 

23rd Oct 

St V~ncent's Hospital, Elm Park, Dublm 
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Relevant extracts on nutrients from the 
visosy ~somp's report 

'Recornnsl~dations far a Food and 
Nutrition PoSicy Par Ireland' (1995). 

Fat 

Dietary fat is a source of energy providing 37 kJ 

(9  kcals) per gram. It is also a source of vitamins 

A, D, E and K, and provides the essential fatty 

acids. 

Fats are made up of fatty'acids. Depending on 

their molecular structure, fats may be classified 

into saturated fatty acids, monounsaturated fatty 

acids and polyunsaturated fatty acids. 

I 
Certain polyunsaturated fatty acids are deemed to 

be essential because they fulfil various metabolic 

roles in the body and yet cannot be synthesised 

by humans. These essential fatty acids are of 

two types - the n-6 series and the n-3 series. The 

former are found in high levels in most vegetable 

oils and the latter are found in high levels in fish 

oils and some seed oils. Examples of essential 

fatty acids are linoleic acid (18:Z n-6) and alpha- 

linolenic acid (18:3 n-3). A recent joint WHO/FOA 

report (1995) advises a balance between n-6 and 

n-3 essential fatty acids. 

Fats can also be classified according to whether 

or not they contain trans or cis fatty acids. This 

terminology refers to the arrangement of the fatty 

acid molecule. Most fatty acids which occur 

naturally in food are cis. Trans fatty acids are 

formed from unsaturated fatty acids by a chemical 

process known as hydrogenation. This takes 

place during the manufacture of margarine from 

oils and also in nature in the rumen of cattle and 

sheep. 

A wide range of foods provide fat In the Western 

diet. In some foods fat occurs naturally (e.g. 

milk, cheese, meat etc.) and in other cases fat is 

added during the manufacturing process (e.g. 

pastry, biscuits, chocolate etc.). In general most 

foods contain a mixture of all fatty acid types. 

Foods of animal origin generally contain a mixture 

of saturated and monounsaturated fatty acids. 

Foods which contain polyunsaturated fatty acids 

are usually of vegetable origin. Fish oils are a 

major source of n ~ 3  polyunsaturated fatty acids. 

Trans fatty acids come mainly from hydrogenated 

fat in margarines, especially hard margarines and 

in products made from them such as cakes, 

biscuits and confectionery. They occur naturally 

in dairy and meat products. 

Diets high in fat are frequently also high in 

energy. If more energy is eaten in the diet than is 

used for growth and activity, the excess is stored 

as adipose (fat) tissue; this happens to a greater 

extent if the excess energy is consumed as fat, 

compared to energy derived from other sources. 

Vitamin E 

The function of vitamin E is carried out by two 

types of derivatives, the tocopherols and the 

tocotrienols. These act as antioxidants to prevent 

damage which may be caused to tissues when 

molecules such as lipids (containing fat) react 

with oxygen. The requirement for the vitamin is 

largely dependent on the amount of 

polyunsaturated fatty acids in the diet. The 

dietary sources of vitamin E are vegetable Oils, 

including wheat germ, sunflower seed, cotton 

seed, safflower, palm, rapeseed and other Oils. 

Margarines made from vegetable oils are a major 

source of vitamin E in the Western diet. 

Deficiencies are seldom seen but some of the 

symptoms include a progressive neurological 

syndrome involving the central and peripheral 

nervous systems, retina and skeletal muscles. 

-~ - . - 
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Extracts from Targeting Sporting Change in 

Ireland 

Recreational Sports Strategy 

Context 

It is likely that the largest growth in sports 

participation in Ireland will be in the area of 

recreational sport. The 1996 National Survey of 

Involvement in Sport and Physical Activity 

identifies that the vast majority of current sports 

participants are motivated by recreation related 

factors and that sport which is informal and 

social in nature is most popular. 

In the past, recreational sport has often been 

used to provide the plat/orm for individuals to 

become involved in sport at competitive levels. 

It is, of course, important that pathways are in 

place to enable individuals with the interest and 

ability to take part in performance related 

situations to satisfy their needs. It is also 

crucial, however, that recreational sport is seen 

as an entity in itself, and that persons who wish 

to take part in sport for social and recreational 

purposes have ongoing opportunities to do so. 

In the absence of well co-ordinated delivery 

structures and quality leadership, regular mass 

participation in recreational sport is unlikely to 

become a reality. In seeking to involve more 

people, more often, there is a need for a 

Recreational Sport Strategy, which will: 

create desire and interest in those not currently 

taking part in any form of sport to do SO: 

ensure that every person (regardless of age, sex. 

ability or disability) has access to a wide range of 

recreational sports opportunities on an ongoing 

basis; 

Article 6 of the Council of Europe European 

Sports Charter suggests that there are a number 

of elements which need to be addressed in this 

regard, when it states the development of 

recreational sport: 

'shall be promoted for all parts of the population 

through the provision of appropriate facilities and 

programmes of all kinds and o f  qualified 

instructors, leaders or amateurs.' 

This will involve the combined efforts of a diverse 

sports sector based on: 

- casual groupings; 

- sports clubs; 

- organisations: 

- sports facilities; 

- local authorities; 

- educational bodies; 

- the commercial sector; 

- statutory bodies; 

- a range of government departments and 

agencies. 

Most important, the effectiveness of such a 

strategy is largely dependent on the creation of 

formal structures at national and local level to 

facilitate the development and delivery of relevant 

programmes in the community. 

Recreational Sport Aims By 2000 

To establish recreational sport as a crucial 

element of overall sports development. 

To secure through the public and corporate sector, 

greater financial support for recreational sport 

development. 

To implement marketing programmes geared at 

promoting recreational sport as an attractive 

pursuit. 

To establish support mechanisms to enable 

national, local and community bodies to deliver 

appropriate programmes geared at increasing 

participation in recreational Sport. 

support the infrastructure where recreational 

sport does occur, so as to ensure the long-term 

continuity of people involved in sport. 
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To identify, through appropriate research, low 5. To establish Ireland as a ieading model for 

participation groups where speciai target recreaiional sport development. 

programmes may be necessary. 

Recreational Sport Action Plan 

To develop in conjunction with the Sports Council 

for Northern Ireland, a training scheme geared at The actions required to achieve the Recreational 

leaders of recreational sport. Sports Strategy are: 

To ensure there are opportunities in all parts of The Minister for Sport and The irish Sport Council 

the country for everyone to participate in should 

recreational sport. 

1. Recreational Sport Officer: 

To ensure that all those involved in the 

organisation and promotion of recreational sport 

have the appropriate skiils and qualifications 

and/or access to appropriate high quality training 

at a local level. 

To create strong working links between all 
I 

agencies with an interest in promoting 

recreational sport in particular, the Health 

Promotion Unit of the Department of Health 

To ensure that every major sports facility is 

operating its own recreational sports programme. 

Recreational Sport Aims By 2006 

To provide every household with regular 

information on recreationai sporting 

opportunities in their area. 

To encourage every sports club to become 

involved in a training programme for volunteers 

and leaders. 

To create a network of local Sport Deveiopment of 

Officers co-ordinating the recreational sport 

programme in partnership with Local Sports 

Forums. 

To establish an effective infrastructure for the 

delivery of recreational sport across lreland. 

Appoint a National Officer to co-ordinate the 

implementation of the Recreational Sport 

Strategy. 

2. Consultative Forum: 

- Establish a Consultative Forum, chaired by a 

representative of the Irish Sports Council to: 

address the key issues in the development and 

implementation of the Recreational Sports 

Strategy with all appropriate agencies: 

- develop a cohesive model for the long term 

development of the Recreational Sports 

Strategy in conjunction with the national 

Recreational Sport Development Officer; 

- advise on the development and implementation 

of the Recreational Sports Strategy 

3. Recreational Sport Programme: 

- Develop a comprehensive Recreational Sport 

Programme targeting the different life stages 

and involving all reievant agencies; 

Develop and implement a National Sport 

Deveiopment Plan with clearly identified 

objectives and targets; 

- Establish local level Sport Development officer 

positions (aimed at co-ordinating and 

promoting sports provision) in partnership with 

appropriate iocal agencies such as iocal 

authorities, VECs and health boards; 

- Make available at community levei training 

programmes appropriate to the needs of those 

charged with the organisation and leadership of 

recreational SDorts events. 
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4. Promotional Campaign: 7. Partnerships: 

- Develop and implement promotional campaigns 

aimed at increasing participation in 

recreationai sport. Every effort should be 

made to link up with the health sector in this 

regard; 

Market sports opportunities on the basis Of 

their ability to promote health, relaxation, 

sociaiisation and fun; 

- lnitiate a sustained marketing campaign to 

ensure deiivery of the Recreational Sport 

Programme at a local level. This should build 

on the existing networks and structures 

developed over the past three years: 

- Provide access at community level to materials 

of a promotional and informational nature. 

5. Effective Management of Local 
/ 

Sports Facilities: 

Implement the Recreational Sports Strategy in 

partnership with local sports facilities, \LAM 

(Ireland) and other relevant agencies. 

6. Research: 

lnitiate a research programme to evaluate the 

effectiveness of the Sports Recreational 

Strategy; 

Review the data from the National Survey of 

Involvement in Sport and Physical Activity to 

establish baseline data and identify 

performance targets for monitoring the 

Strategy; 

Ensure that quality local level research into 

facility usage and activity profile is carried out 

and utilised; 

Conduct at ieast two foiiow up surveys to the 

National Survey in conjunction with the Health 

Promotion Unit of the Department of health. 

Create structured linkages with the Health 

Promotion Unit and the Health Boards to 

promote life-long participation in sport; 

- Establish links with the International Sport For 

All movement; 

Establish close working links with recreational 

sport agencies in Northern Ireland. 

8. Links to  Other Strategies: 

Ensure there are structured links with the Sport 

for Young People Strategy, the High 

Performance Sports Strategy and the Sports 

Facilities Strategy. 

9. Review: 

- Review targets and effectiveness o f  the 

strategy on an annual basis: 

- Complete a full review of the Recreational 

Sport Strategy at the end of every three years. 

~ ~~ ~ ~p 

Building Healthier Hearts The Report of the Cardiovascular Health Strategy Group 


