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Foreword

The North West Public Hedth Observatory (NWPHO) is comprised of three zond units Grester
Manchester, Measeysde & Cheshire and Lancashire & Cumbria Each zond unit has been
required by NHS Executive North West to produce a Public Hedth Information Report. The
Merssysde & Cheshire unit are producing a report concerning cancer, whils Lancashire &
Cumbria's report is concerned with mentd hedth. The North West region has a particularly high
incidence of coronary heart disease, and this report conditutes the Public Hedth Information
Report of the Greater Manchester zond unit.

This Public Hedth Information Report is intended to guide policy and practice within the North
West region for tackling coronary heart disease (CHD). It seeks to achieve this am by bringing
together local and national information resources, 0 as to enhance underdanding of the links
between environment, lifetyle and hedth. Through bringing together disparate sources of
information and expetise from academic centres, Primary Care Trusts (PCTs) and other
organisationa bodies, it seeks to generate and disseminate public hedth intdligence on CHD and
evidence based practice to a wider audience.  The report highlights ways in which locd practice
in the NW has responded to the nationd policy agenda provided by the Naiond Service
Framework on Coronary Heart Disease. It amsto :

Encourage and fadlitate evidence based decison-meking amongs policy mekers both within
and outsde the hedth sarvice,

Provide andyss and interpretation of deta to identify inequdlities across the NW Region,

Offer examples of good practice from around the NW Region in the use of public hedth
information regarding policy and practice devdopment, paticulaly in rdaion to
implementing the Nationa Service Framework (NSF) on Coronary Heart Diseese.

This report has been dructured as follows:
Introduction

An introductory section condders the naure of coronary heat disease and its current gaus
within the context of the UK nationd policy framework.

Section 1: The Prevalence of CHD: Key Socio-Economic Factors

Section 1 focuses on the prevaence of CHD, and condders the impact of key socio-economic
factors, including age, sex, ethnicity and socio-economic status.

Section 2: Key Behavioural Risk Factorsfor CHD

Section 2 congders the key behaviourd risk factors for CHD. Through evauding evidence
basad research, it highlights good practice in changing risk-taking behaviour. It highlights ways
in which Primary Care Trudsts (PCTs), Hedth Action Zones (HAZs) and Hedth Authorities (HA
9 in the North Wes Region are endeavouring to implement the nationd standards of care for
preventing and tregting CHD (le Standards 1 and 2 of the NSF for CHD). It is not possble,
within the context of this report, to summarise adl North West initiatives, but to show examples
of ways in which various organisaions within the NW Region are working to megt this part of
the NSF for CHD.



Section 3: Key Environmental Risk Factorsfor CHD
Section 3 considers the key environmentd risk factorsfor CHD.
Section 4: Wider Socio-Economic Deter minants of CHD

Section 4 focuses upon the wider socio-economic determinants of hedth, which influence the
likdihood of being afected by CHD. It highlights examples of the wider macro-economic action
required to tackle the structura basis for the incidence of CHD in the UK.

Section 5: Secondary Prevention of CHD

Section 5 condders evidence-based research concerning secondary and tertiary care services for
people identified with CHD. It focuses upon NHS savice provison in the context of the
effectiveness of available trestments

It dso highlights ways in which Primary Care Truds (PCTs), Hedth Action Zones (HAZs) and
Hedth Authorities (HA 9 in the North West Region are endeavouring to implement the netiond
dandards of care for tresting CHD (ie Standards 3 to 12 of the NSF for CHD). It is not possible,
within the context of this report, to summarise al North West initiatives, but to show examples
of ways in which various organistions within the NW Region are working to mest this pat of
the NSF for CHD.

Section 6: Coronary Heart Disease: A Glossary

A brief glossary provides an explanation for some of the terms used in rdlation to treeting CHD.

Section 7: Coronary Heart Disease: Useful Websites

A lig of webstes providing arange of information concerning CHD.

Appendices

This contains a saies of tables illudraing the diverse nature of morbidity and risk-teking
behaviour within the North West Region. Standardised mortdity rates (SVMIR) for three selected

NW hedth authority areass for CHD are provided for hedth authority, PCG and ward level data
to illugrate the varied impact of CHD in different arees.



I ntroduction

What is coronary heart disease and why focus upon it ?

Coronary heart disesse (CHD) is the most common cause of desth in England. More than
110,000 people die from CHD every year within England, and roughly a third of these deaths are
under the age of 75. Approximately one in four men and one in five women in the UK die from
CHD.

CHD defines a group of conditions induding thrombods anging, arhythmia and acute
myocardid infarction (heart atack). This does not indude thromboss of the brain, which is
commonly referred to as a stroke.

CHD occurs when the ateries of the heart become condricted, and their walls thickened by an
accumulation of hard, fatty depodts. If a blood cot develops (ie thromboss), this narrowing of
the arteries can block blood supply to the heart, leading to a heart attack, stroke or unstable
angina

CHD can have the following consequences.

Angina acrushing pain in the chest areg, @ther during physca activity or & red.

Acute myocardid infarction (ie heart atack) : some heat musde dies through lack of blood,
which may cause death or the onsat of longer term problems, such as anging, chronic chest
pain or chronic arrhythmia,

Arrhythmia the rhythm of the heart becomes digurbed, and is a common cause of degth in
the early Sages of aheart attack.

Heat falure the heart fails to pump as wel as it should — this can occur suddenly or become
along term difficulty.

Tackling CHD: The National Policy Context

The chdlenge of tackling CHD has a ggnificant place within the UK public hedth policy
agenda. The public hedth White Paper ‘Saving Lives Our Hedthier Nation'? sets a variety of
targets to be achieved by 2010, including a 40% reduction in the degth rate from CHD / droke in
people under 75. This target-setting gpproach is dso evidenced by the NHS White Peper
‘Smoking Kills®, which focuses upon reducing smoking amongst children, adult smoking across
al sodd dasses and women smoking during pregnancy.

The mogt important development has been the cregtion of a Nationd Service Framework (NSF)
for CHD*, which establishes various standards for the prevention, diagnosis and treament of
CHD. These indude reducing CHD within the population, preverting CHD in high-risk patients,
tresting heart attack, managing heat falure and revascularisstion. The NSF s#ts immediate
targets for the introduction of smoking cessation dinics rapid-access chest pan dinics and
reducing cal-to-needle time (ie the time from when an initid cal for emergency ambulance care

! Key AreaHandbook, Coronary Heart Disease and Stroke (Health of the Nation)

2 saving Lives: Our Hedlthier Nation, Department of Health, July 1999

3 Smoking Kills, Department of Health, December 1998

4 National Service Framework for Coronary Heart Disease, Department of Health, March 2000
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is mede until the adminigration of dot-dissolving thrombolytic thergpy). Further targets relae to
improving the use of medicnes dter heat atack, increesng the totd number of
revascularisation procedures and modernisng services for CHD through a more sysemdic
approach towards the ddlivery of care.

All of these ams ae to be supported through comprehensve locd ddivery plans, which ae
reponsble for trandating national dandards and service modds into locd plans. A srong
emphads throughout the NSF is placed upon a multi-agency collaborative gpproach, whereby
hedth authorities, loca authorities, PCGs/ PCTs and NHS Trusts contribute to these loca plans.



Section 1: The Prevalence of CHD: Key Socio-Economic Factors

Srce the lae 1970s, death raies from CHD have been fdling seedily. In 1979 there were
goproximatdy 85 deaths per 100,000 of the UK populaion, and by 1997 this had fdlen to
roughly 38 desths per 100,000°.

However, there are highly marked vaidions in the incidence of CHD within the UK according
to age, sex, ethnicity, socio-economic atus and region.

1.1 Age and Sex
The deth rate for CHD for both men and women increeses sharply with age The following
graphs illustrate this patter?, as well as the dear gender disparities in degth rates, such that
women are much less susceptible to CHD than men across Al age categories.

Age-sex specific death rates per 100,000 from CHD in the United Kingdom

Men

1600 =

1200 4

—4+—35 - 44

—m— 45 - 54

Male Death Rates from CHC

55 - 64

Fig. 1

Women

——35 -
44

—m—45 -
54
55 -
64
64 -

8 __ 8§ _§ 8§ 9 89 99— 8§89 | 74

T
1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997

Female Death Rates from
CHD

Years

I
@«
N

> Department of Health, Office for National Statistics
® World Health Organisation (1999) (see WHO website: http://mww.who.ch/)

5



Fig. 1 shows that CHD desth rates anongst men have been fdling a a fager rate within younger
age groups there was a 44% reduction in degth rate amongs men in the 3544 age group
between 1987 and 1997. However, the dedine in death rate amongst men in the 65-74 age group
over the same period was much less - 34%.

An intereging point of comparison is tha CHD death rates amongst women have fdlen more
sharply within older age groups (see Fig. 2) . Between 1987 and 1997 there was a 34% dedline in
desth rate within the 65-74 age range, yet the corresponding dedine within the 35-44 age range
was 17%.

1.2 Ethnicity

There are marked differences in death rates from CHD according to ethnicity. Country of birth
has been recorded on death certificates ance 1970, and this has enabled some compaison of
death rates for firg generaion immigrants with the mgority ethnic populaion. Immigrants from
South Ada (manly India Pekigan, Bangladesh and Si Lanka) have much higher rates of
premature mortaity from CHD than the average populatiion of England and Waes 46% higher
for men and 51% higher for womerT .

However, an exploration of risk factor profilé® and mortdity trends’ for men of South Adan
oigin indicate dgnificat diffeeences in rdaion to CHD within digint South Adan
communities Bangladeshi  communities gopear to be the mos disadvantaged, whils  Indian
communities seem the least disadvantaged, according to arange of coronary factors.

The CHD degth raes for South Adans is fdling more dowly then within the mgority
population, and this has increased the difference in death rates between both groups. The
mortdity rate for the entire UK population (aged 20-69) fdl by 29% for men and 17% for
women between 1971 and 1991. However, over the same time period the mortaity rate amongst
South Asansfdl by 20% for men and 7% for women'®.

Caibbean and West African migrants show bdow average desth raes from CHD within
England and Wdes. Caibbean men and women are respectivdy 54% and 29% beow the
nationd deeth rate average for CHD. However, the incidence rate for srokes illustrates a very
different picture mde degth rates for immigrants of West African origin are gpproximatdy three
timei;lhligher, and femde death raes ae 81% higher, than the nationd average for England and
Wades™.

" Wild, S & McKeigue, P (1997) ‘Cross-sectional analysis of mortality by country of birth in England and Wales,
1970-1992', BMJ, 314, pp 705-710

8 Bhopal, R et a (1999) ‘ Heterogeneity of coronary heart disease risk factors on Indian, Pakistani, Bangladeshi, and
European origin populations: cross sectiona study’, BMJ, 319, pp 215-220

° Balargian, R (1984) ‘Ethnic differences in mortality from ischaemic heart disease and cerebrovascular disease in
England and Wales from the Indian Subcontinent’, BMJ, 289, pp 1185-1187

OWild, Sand McKeigue, P (1997) cited earlier.

1 wild, Sand McKeigue, P (1997) cited earlier.



1.3 Socio-Economic Status

A vaiety of measures can be used to measure socio-economic datus including occupation,
educationd datus and characteridics of regdentid area Type of occupation remans the most
commonly used form of messurement. The five key occupationd socio-economic groups are
liged asfollows

Occupational Socio-Economic Groups

Group| = Professional

Group Il = Intermediate

Group Il = Skilled/ Non-Manual
Group IV = Skilled / Manual

GroupV = Partly Skilled/ Manual

The fdlowing graphs illudrate the enormous socio-economic gradient, such thet the premature
degth rae from CHD for manud workers is roughly 58% higher than for mde norn-manud
workers'? (see Fig. 3). A similar pattern is evident across the gender divide: the premature desth
rate for femde manua workers (see Fg. 4) is more than twice the equivdent rate for non
manud workers

Age-standar dised death rates per 100,000 population from CHD by sex / socio-economic

group
Men
450.
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Fig. 3 Socio-economic Group

12 Office for National Statistics (1997) Health Inequalities. The Stationery Office: London.
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Women
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Fig. 4 Socio-Economic Group

Fgs 3 and 4 indicate that despite the fdl in deeth raes for men and women within al socio-
economic  groups, norrmanuad  workers have experienced much shaper fdls than manud
workers. Consequently the difference in death rates between professond / non-menud and
unskilled / manua sodio-economic groups is increesing™,

Other indicators of socio-economic datus, such as housng tenure, dso highlight this gradient:
within the 18-55 age range for men, CHD mortdity is 50% higher for council house tenants then
for owner occupiers®,

1.4 Regional Variations

There are drong regiond variaions in degth rates for CHD. Scotland, Northern Irdand and
Northern England have much higher rates than Wales and the South of England™® .

Of the nine English NHS Regions, the North West has by far the highest deeth rates for CHD for
both men and women. The teble below'® uses mortdity data to underline the disproportionate
impact of CHD within the North West in comparison with other parts of the UK. It illudrates the
‘vears of life lo' (YLL) standardised to the European populaion, which diminates the effects
of population age dructures, and dlows for a far geogrephicad comparison of premature
mortdity. This sandardistion avoids any potentid misrepresentation due to an overpopulation
of elderly peoplein some aress.

4 Drever, F and Whitehead, M (eds) Health Inequalities. ONS Series. DS no. 15. London: The Stationery Office,
1997.

13 Acheson, D ‘ Independent Inquiry into inequalitiesin health report’ (see earlier)

15 Coronary Heart Disease Statistics (2000 Edition), British Heart Foundation, Health Promotion Research Group,
Department of Public Health, University of Oxford.

16 Compendium of Clinical and Health Indicators, Department of Health, 2000.
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Mortality from CHD Upto Age 75:
Directly Standardised Average Annual Yearsof LifeLost (YLL) Rate (per 10,000) 1997 -

1999
Standardised Average Annual YLL Rate, 1997 - 1999
NHS Regional Maes Femaes Maes/ Femdes
Office Combined
England & Wales 132.2 37.9 84.2
(Average)
North West 1644 50.7 106.5
London 126.1 A1 79.2
South East 107.1 29.5 68.9

Further geographical variaions aso exig within the North West Region.

The North West Public Hedth Obsarvatory is comprised of three zond units Merssysde &
Cheshire, Lancashire & Cumbria and Grester Manchester. Usng directly standardised mortdity
rates for CHD for the loca authority areas comprised within each zond unit, deer differences

between each zond unit's experience of CHD emerge (see Fig. 5 bdow!").

People in Gregter Manchester have dearly the wors experience of CHD within the North West
Region in comparison with the areas covered by the other two zond units There is litile
difference in CHD mortdity between the Merseysde & Cheshire and Lancashire & Cumbria
Zones.

However, within each of the aess comprisng the zond units there are highly marked
differencesin CHD mortdity a hedlth authority, PCG/T and ward level (see Appendices).

Mortality from CHD Upto Age 65:
Average Directly Standar dised Rates (DSR) per 100,000 : 1997 — 1999

a)
= 100
25 801
S a O Males
5 60
4
Q
T 40 - B Females
= 0
q) . —
z5 201 OMales /
g 0 Females
@ Greater Manchester Merseyside & Lancs & Cumbria
Cheshire
Fig.5 NW Zonal Units

17 Compendium of Clinical and Health Indicators, Department of Health, 2000.
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Section 2: Key Behavioural Risk Factorsfor CHD
Introduction

Certan factors, @ther angly or in conjunction with others, can increase the risk of coronary heart
disease. Behaviourd factors relate to modifiable behaviour patterns, such as smoking, poor diet,
physcd inectivity and being overweght/obese. Environmentd risk factors, such as waer and ar
qudlity, are ds0 associated with CHD.

This section will focus upon behaviourd risk factors It uses evidence-based research to highlight
effective methods of tackling theserisk factors.

Tackling behaviourd risk factors for CHD rdates to Standards 1 and 2 of the NSF for CHD. This
section of the report is intended to provide examples of ways in which various organisations
within the North West Region are working to meet this part of the NS for CHD.

2.1 Smoking

Roughly a fifth of mele and femde deaths from CHD are due to smoking'®. It has been estimated
that in 1998 28% of men and 26% of women smoked cigarettes. Despite the shap fdl in
cigarette smokin% during the 1970s (roughly a quarter), the past 20 years has witnessed a much
narrower decline™.

The rddionship between smoking and CHD is dronger within younger age groups mde
smokers below the age of 45, who smoke 25 or more cigarettes per day, are 15 times more likey
to die of CHD than non-smokers of the same age. Older smokers (aged 55-64) who smoke the
same amount have only twice the risk of CHD mortdity in comparison with nornramokers within

the ssame age range?°.

Given the causal rdadionship between smoking and CHD, it is vitdly important to encourage
snokers to cease anoking, especidly as the risk of CHD is much reduced among former
smokers in comparison with others who continue to smoke?’. Studies in the United States have
indicatezeg that smokers experiencing CHD can have their risk of CHD mortdity upon ceasing to
smoke™.

18 Britton, A & McPherson, K (2000) Monitoring the Progress of the 2010 Target for Coronary Heart Disease

Mortality: Estimated Consequences on CHD Incidence and Mortality from Changing Prevalence of Risk Factors,

Department of Health, London (in press)

19\Wald, N (1991) UK Smoking Statistics, 2™ Edittion. Oxford University Press,

2 poll, R et a (1994) ‘Mortdity in relation to smoking: 40 years observations on male British doctors BMJ, 309,
901-911

i Tang, JL et a (1992)' Giving up smoking: how rapidly does the excess risk of ischaemic heart disease disappear ?

Journa of Smoking Related Diseases, 3, pp 203-215

22 S Department of Health and Human Services (1990) The health benefits of smoking cessation: a report of the

Surgeon General
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Regional Variations

The rate of dgarette smoking is higher in northern England then southern England. Amongst
women, smoking is higher in the North West Region (32%) than any other English region.

Socio-economic Variations
Cigarette smoking remains more prevdent among manua workers than nonmanua workers. In
1998, 36% of men and 31% of women in manud occupationd groups smoked compared with
21% of men and women within nort manua groups.
2.1.1 What can be done to Reduce Smoking ?

Community wide gpproaches to reduce smoking, which involve the hedth sarvices, voluntary
organisdtions, the media and locd authorities can be paticulaly effective. Collectivdy they can
support a range of adtivities, induding smoking cessation sarvices, hdplines, training for hedth
professionds, schools programmes and media campaigns.

Standard 2 of the NSF for CHD: NW Initiatives to Reduce Smoking

The NHS and partner agencies should contributeto a reduction in the prevalence of smoking
in the local population

An innovative initigtive hes linked the Manchester Smoking Cessation Service with a
credit union in south Manchester. Credit unions are mutud finandid cooperdives thet
provide convenient and accessble savings and loans to their membership. Publicity
lesflets a@med a potentid credit union members highlight the avalebility of locd
support groups to give up smoking, as wel as the finandd savings that can be made
from ceasing to smoke.

Other initistives have targeted ethnic minority groups. A project worker in West
Pennine HA has been appointed to devdop and implement initigives to target
minorities, and a community project focused on smoking is underway in an aea of
Sdford and Trafford with aggnificant ethnic minority population.

Develop smoking cessation services

An integrated smoking cesstion sarvice should indude primary care advice, oecidis smoking
cessation dinics and one-to-one cessation advice: The following evidence-based guiddines™ for
smoking cessdtion sarvices are highly rdevant.

» GPs should advise smokers to stop during routine consultations, as well as refer to soecidist
sarvices,

= Specidigd smokears savices should give behavioura support to smokers who wish to quit
(either in groups or individudly).

Z\West, R et al * Smoking cessation guidelines for health professionals: and update' . Thorax (2000); 55: 987-999
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All hedth professonds involved in smoking cessation should encourage and assist smokers
in usng Nicotine Replacement Thergpy (NRT) where gppropriate.

Specidig  cessation  consdlors  should  give  behavioura  support to hospital  patients,
induding pregnant smokers reguiring hep with quitting.

Mancheser, Salford & Trafford HAZ has deveoped a comprehensve smoking
cessation sarvice There are two leves of intervention: initidly GP practices offer advice
and support, and then specidist advisars offer more intendve support. Participants who do
not pay for prescriptions receive the benefit of free NRT, and locd pharmacids in north
Manchester PCT have recelved intermediate training as smoking cessation advisers to
support would-be nortsmokers. Futhermore a group protocol within pharmacies enables
smokers to obtain a prescription for NRT from their pharmacist rather then their GP.

The smoking cessation sarvice has made dgnificant progress in supporting smokers st &
quit date. South Manchester PCT has recorded a 30% quit rate from patients / dients
supported by smoking cessation intermediate support workers, as wel as pharmacists
acting asintermediate advisars.

Manchester Health Promotion Service supports pregnant smokers through developing e
training programme for midwives, and smoking cesstion pods have been edablished to
tran midwives in usng evidence-based smoking cessation methods to hep pregnant
women give up Smoking.

Sure Start project workers have been trained as smoking cessation advisers for pregnant
women in Stockport PCT, Manchester HA, S Hdens & Knowdey HA, East Lancashire
HA and North West Lancashire HA.

A sysem of fag-tracking refarras into the smoking cesstion service for pregnant women
istaking placein North West Lancashire HA and West Pennine HA.

Merseyside HAZ has devdoped a range of comprehensve savices in rdation to
anoking cessation. Under the banner ‘SUPPORT’, it ams to provide high qudity
interventions that are sengtive to the needs of locd populations to help them reduce
amoking levels

The savice is divided into four hedth authorities : Liverpool, Sefton, S Hedens &
Knowdey and Wirrd.

Each hedth authority runs its cesstion sarvices dightly differently, according to locd
drcurdance and levd of deprivation: Liverpool, for example, offers mainly a speddist
advisory sarvice, and runs dinics for ethnic minority groups, which incorporate the use of
interpreters. Other Mearseysde hedth authorities have smdler ethnic communities and,
therefore, place less emphass on dinics targeted & minority ethnic groups. Similarly they
place greater emphasis on providing intermediate rather than speciaist support.




Merseysde HAZ have ds produced a comprehendve informaion pack ‘Thinking
About Quitting Smoking 7 which is avaladle to dl people usng the cessation sarvice and
isusad by intermediate and specidis sarvices dike.

Knowdey, Liverpool, Sefton, S Hdens & Knowdey and Wirrd have each developec

sarvices to it loca people who wish to give up smoking. There is ds0 a Merseysde-
wide hdpline— *Fagends — run by the Roy Castle Foundetion.

Smoking Prevention, Theatre in Education and Specidig Smoking Cessation sarvices ir
the Wirrd have supported a range of projects to inform young people on the dangers of
gmoking. The focus is on rasng awareness of sarvices for young people, and providing
support to enable people to quit.

Reduce smoking in public places (especially wor kplaces)

This limits the non-smoking populaion’s exposure to nicotine, but dso puts smoking into a
broader context than merdy persond choice and persond risk (ie smoking becomes legitimised
a a socid problem affecting everybody). In reducing the opportunities to smoke, there is
evidence of reduced prevalence in the longer ternf®. Longer tem plans should ensure that dl
locd hospitds have amoking policies that are fully implemented. Smilally bars, restaurants and
other leisure fadilities should aso provide smoke-free aress.

National media campaigns

Mass media campagns can enhance the rate a which people naturdly sop smoking, and may be
paticularly useful in reaching people who are less educated® and living in poorer communities
The content of the media campagn, combined with its intengty and duration, can be important
factors in determining its impact?®. Media advocacy campaigns may be paticulaly effective
with poorer groups given tha they ae keen media consumers especidly in rdaion to
televison.

S Helens & Knowdey HA have undertaken a four week radio and newspaper campaign
amed a supporting Smoking cessation services.

Merseyside HAZ have developed a sdf-hdp pack on quitting smoking amed & people
who ae unable to access maindream support services due to work or caring

responghilities.

Schools smoking programmes

Some schools programmes have focused purdly on providing knowledge to children about the
adverse efects of ganoking. However, evidence from a review of such school-based

progranmes”’ suggests the nead to indude training that recognises peer pressures to smoke, as

24 Borland, R et a (1991) Predicting attempts and sustained cessation of smoking after the introduction of workplace
smoking bans. Health Psychology, 11 (5), 290-29%9.

25 Macaskill, P et a (1992) Mass media-led anti-smoking campaigns can remove the education gap in quitting
behaviour. American Journal of Public Hedlth, 82 (1) 96-98

%6 Grey, A et d (2000) A breath of fresh air: tackling smoking through the media. London: Health Development
Agency

27 NHS Centre for Reviews and Dissemination. Effective Heglth Care. October 1999, Volume5, No 5
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wel as the induson of pledges or commitments not to smoke Educationd materids concerning
the dangers of smoking should aso be included.

The mog effective schools programmes atempt to teach skills a recognising socid pressures to
snoke, and a devdoping gpropriste <kills to ress those pressures. They dso include
informetion on the short-term hedth effects of smoking. Recent evidence highlights the need to
implement such programmes before regular patterns of smoking behaviour are formed®, which
may involve targeting children as young as four years of age.

National Healthy Schools Programme

The Hedthy Schools Programme is a key dement in the drive to improve sandards of hedth and
education, and to tackle hedth inequdities. It ams to make children, teechers, and communities
more aware of the opportunities that exig in schools for improving hedth. Locd hedthy schools
progranmes (based upon education and hedth patnerships) support schools in becoming
hedthier placesfor saff and pupilsto work and learn.

The Nationd Hedthy School Standard provides guidance on the criteria that loca partnerships
should use in meking judgements about school success in rddion to a vaiety of themes such @
hedthy esating and physca activity. Loca hedthy schools can gain nationd accreditetion if they
meet naiond quality dandards, which are organised under three generd themes partnerships,
programme management and working with schools.

Across the NW region there are 20 locd hedthy schools partnership programmes 8 in
Grester Manchester, 8 in Maseydde & Cheshire and 4 in Lancashire & Cumbria
Hexibility to mest additiond needs, other then those identified in the guidance, is
maintained through the inclusion of loca and schookled priorities

The Manchester Healthy Schools Partnership operaes an awvard scheme ‘Going for
Gad which invaves sthools identifying with three hedth improvement targels ethos,
learning and environment.

Salford and Trafford Healthy Schools Partnership is focused upon ten hedthrelated
aess, induding physcd activity beyond schools-based PE classes, ‘Fitbods and the
Schools Nutrition Action Project (' SNAP - see below).

It has recently piloted a project centred upon smoking prevention within primary
schools, which involves providing teachers with an educationd pack, induding role play
| dassoom games to dert children to the dangers of smoking. It hopes to meke these
materids more widdy available within Sdford and Trafford.

Merssysde HAZ has supported smoking prevention initistives within a variety of
schoolsin St Heens & Knowdey.

Preventing the uptake of smoking in young people.
28 porcellato et a Primary schoolchildren’s perceptions of smoking: implications for health education. Hedlth
Education Research (1999); 14: 71-83.

14



Nicotinereplacement therapy (NRT)

NRT is avalddie in vaious forms, induding petches chewing gum and nesd goray. Clinicd
trids have dearly shown that NRT has decreased the proportion of people smoking by roughly
12% amongst smokers motivated to quit®®. It is particularly useful when some kind of additiondl
upport, ranging from brief advice to more intengve forms of counsdling, is provided dongsde
it. Among heavy smokers (ie those smoking more than 20 cigarettes per day), higher dose
nicotine gum is more effective than lower dose nicotine gum or pat °

The proportion of women smoking during pregnancy has increesed markedly over the pagt ten
yeas. Prenatd counsdling on a one-to-one bads, combined with the didribution of written
materias relevant to pregnancy, can double cessation rates to roughly 15%3%,

2.2 Diet and Nutrition

Research suggests that most 30% of deaths from CHD are atributable to unhedthy diets®. The
type and amount of fat consumed has an influence on blood cholesterol. Saturated fat-rich diets
rase the cholesteral level, which is known as a risk factor for CHD. A reduction in saturated fat
intake of 10% within the UK would help to reduce CHD mortality by between 20-30 %*.

The Committee on the Medicd Aspects of Food and Nutrition Policy (COMA) recommends a
reduction in fat (paticulaly saturated fas), reduced <dt intake and an increase in fibrerich
carbohydrate consumptior™®. Further recommendations cal for an increase in fruit, vegetable,
bread and potato consumption by a leest 50% (which would be roughly equivdent to five daly
portions).

Ove the pagt thirty years the proportion of food energy derived from totd fat has fdlen dightly.
However, there has been a marked shift in consumption of foods high in saturated fats (such as
butter, red meat and whole milk) towards reduced fat foods® (eg semi-skimmed milk and soft
margarines). Although fresh fruit consumption has risen over the pagt twenty years, this has been
offsst by reduced consumption of fresh green vegetables Smilaly British men consume
vegetables and fruit much less frequently then women, and younger people et less of them than
older people®®.

2 Law, M et a. An analysis of the effectiveness of interventions intended to help people stop smoking.
Arch.Intern.Medicine (1995); 155: 1933- 1941

30 Ling Tang, J et al How effective is nicotine replacement therapy in helping people to stop smoking. BMJ (1994);
308:21-26

31 Agency for Health Care Policy & Research cited in NHS Centre for Reviews and Dissemination, University of
York

Effectiveness Matters. Volume 3 Issue 1 March 1998 * Smoking Cessation: What the Health Service Can Do’

32 Department of Health (1996) The Health of the Nation, Technical Supplement.

33 Marmot, M. (1994) The cholesterol papers. BMJ, 308, 351-352

34 Department of Health (1994) Nutritional Aspects of Cardiovascular Disease. Report of the Cardiovascular Review
Group of the Committee on Medical Aspects of Food Policy. HM SO: London.

3 Ministry of Agriculture, Foods and Fisheries. National Food Survey (1997). London: The Stationery Office.

36 Office of Population, Censuses and Surveys, Socia Survey Division, H ealth Survey for England (1994)
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Regional Variations

Mgor regiond variations exis according to fruit and vegetable consumption. People living in
Northern England, Scotland and Northern Irdand consume much less fruit and vegetables than
people in Southern England. Moreover, household consumption of totd fa is highes within the
North West Government Office Region when compared to dl other English Regions®”.

Socio-economic Variations

There are highly Sgnificant differences in fruit and vegetable consumption in rdaion to socio-
economic grouping, such that more afluent groups consume roughly a third more than less
affluent groups. Poorer households spend a higher proportion of their income on food than more
afluent households. Low income limits both the ability to afford hedthy foods, as well as access
to food retalers where hedlthy food can be purchased more cheaply>8.

2.2.1 What can be doneto improve diet and nutrition ?

Poor diet and nutrition is one of the behavioura risk factors rdating to Standard 1 of the NSF for
CHD.

Standard 1 of the NSF for CHD:NW I nitiatives to Reduce the Prevalence of
CHD Risk Factorsin the Population

The NHS and partner agencies should develop, implement and monitor policies that reduce
the prevalence of coronary risk factors in the population, and reduce inequalities in risks of
developing heart disecase

Community ovned retailing outlets. food cooper atives

Locdly organised initistives can be effective in changing peoplés eding habits if mantained
over time®®, as wel as incresse accessibility to fruit and vegetebles a an affordable price within
aress lacking locd supplies. They can dso encourage people to try new foods a prices which
they can aford, which can be vitd in devdoping their sense of confidence and df-esteem.
Research in Boltorf*® highlights the work of Community Nutrition Asigtants in working with
locd people to act on food and hedth needs thereby empowering them to exercise greater
control over their esting habits.

Community food growing schemes

Food growing schemes can indlude city fams dlotments, or the regeneration of former urban
wastdand stes As well as increasing the supply of fruit and vegetables*, they can dso support

37 Ministry of Agriculture, Foods and Fisheries (cited earlier)

38 James, WPT et al. Socio-economic determinants of health: the contribution of nutrition to inequalities in health.
BMA (1997); 314: 1545-1553

39 Price, S& Sephton, J. Evaluation of Bolton's Food Co-ops (November 1995). Community Heslthcare, Bolton.

40 Kennedy, L & Ubido, J. Evaluation of the Community Nutrition Assistant Food and Health Training Project,
Bolton (April 1998) University of Liverpool.

41 City Harvest, Sustain Publications (1999)
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grester physica activity and encourage weight loss Research in Bradford®® emphasises the
bendfits to ethnic minority communities such as reduced sodd isolaion and increased
confidence.

Cook and eat initiatives

These initigtives atempt to tackle a generd lack of cooking skills within the populatior. In
addition to enhancing nutritional knowledge, such initistives can dso reduce socid isolation.
They can be hdd in a vaidy of community locaions and run by vaious community
organistions, such as women's groups, youth clubs or rdigious organisations. Recent research
has supported the view that redesigned cooking and food initigtives have the capadity to change
the diets of young people and their families™.

Central Manchester PCT has employed 3 Community Food Workers trained in food
and nutrition. They are basad in different aress of centrd Manchedter: one works with

the Adan community in Longaght, another with the Irish community in Levenshulme
and ancther with the Afro- Caribbean community in Hulme. Part of ther remitisto

Assess the food and hedth needs and concerns of locd reddents within a specific
populaion

Facilitate practicd initiatives to enable these issues to be addressed

Enable people to eat a hedthier diet and thus prevent CHD

Focus on preparing meds and developing recipes with a reduced fat content, but without
compromising culturd sengtivities

School based initiatives, nutritional sandardsfor school lunches/ breakfast clubs

Forthcoming legidation means that from April 2001 there will be minimum nutritional Standards
in rdation to school lunches. Research evidence has shown that where schools have manipulated
the fa content of meds offered to childrerf®, this can reduce saurated fat inteke by 2%.
Promoting low fat choices in schools has d o led to an increase inthe sdection of low fat foods.
Recently 230 school breskfast dubs have been st up, which are currently being evauated.
Didgary interventions have little impact on increasing consumption of fibre, fruit or vegetables.
Recent evidence suggests that computer generated nutritional  education® is more likdy to be
interndised by children than sandard educationd materids.

42 Hussain, M & Robinson, J (2000) Gardening for hedlth: evaluation. Heartsmart and Bradford Community
Environment Project

43 Lang, T et al (1999) Cooking skills and health. London: HEA.

44 Caraher, M & Lang, T (1999) Can't cook, won't cook: a review of cooking skills and their relevance to health
promotion. International Journal of Health Promotion and Education, 37 (3), 89-100

5 Ellison et a (1989) The environment component changing school food service to promote cardiovascular health.
Hesdlth Education Quarterly, 16, 285-297

4®Brug, Jet al. The application and impact of computer generated personalised nutrition education: a review of the
literature. Patient Education and Counsdlling (1999); 36, 145-156
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Sdford and Trafford Health Promotion Service runs ‘Access to Hedthy Food', &
programme of training and support in cooking skills and hedthy eding, with a paticula
emphads for thase working with young people.

Sford and Trafford Hedthy School Scheme has been st up with a ‘whole school’ ethos
schools receive guidance, training and support to help them meat the criteria of the Hedthy
School Award. Hedthy edting guiddines have been produced for dl primary schoals ir
Sdford. An after-schools cookery dub amed a primary schools has been piloted in some
schoals.

SHford & Trafford Hedthy Schools Scheme (supported by Hedth Promotion Service)
coordinates a range of initiives induding a Hedthy Eaters Group and, in Trafford,
Schools Nutrition Action Project (SNAP).

Merseysde HAZ’ s Food Strategy incorporates avarigty of initiatives, which indude:

Working with loca schoolsto help them develop and implement a nutrition policy.

Working with locd food producers, so that they may reduce the st and fat content of ther
foods, which are provided to schoals.

Supporting a leading food producer in seeking to increese fibre leves in traditiondly low
fibre foods without dtering the teste.

Supporting Liverpool City Caering and a leading food manufacturer in training school
dinner ladies on nutritiondl issues, S0 that they may advise children with food sdlection.

Supporting ‘ Fruit for Schools' pilot, food cooperatives and work on food hygiene.

2.3 Physical Activity

Men who are physicdly adtive have about haf the risk of CHD then inactive men®’. Madmum
cadiac benefit is produced when the activity is both regular and aerobic. Aerobic activity
involves udng large musde groups in the ams legs and back steedily and rhythmicdly so that
bresthing and heart rate are increased. A review of studies rdating to physca activity conduded
thet there is convincing evidence for physical activity having a protective impact against CHD*.
Approximately a third of dl deeths from CHD in both men and women are a direct result of a
lack of physicd adtivity. It has been edimated that a tenth of dl desths from CHD could be
avoided if people who are sedentary or have a light level of exercise increesed ther physica
adtivity to amoderate level*®,

Other research edimated that if hdf the people taking some moderate activity increased its
regularity to a leaest five times per week, this would produce a 7% reduction in degths from
CHD®. The bendfits of physicd activity do not reate soldy to primary prevention of CHD.
Moderate physicd activity has significant benefits for patients recovering from a heart atack?,
and can reduce mortdity for such patients by 20%

47 powell, KE et a. Physical activity and the incidence of coronary heart disease. Annual Review of Public Health,
31987), 8, 253-287

8 Barlin, JA & Colditz, GA (1990). A meta-analysis of physical activity in the prevention of coronary heart disease.
American Journal of Epidemiology, 132, 612-628
49 The Scottish Office (1999) Towards a Healthier Scotland: Edinburgh.
%0 Casey, D (Ed) More people, more active, more often: physical activity in England: a consultation paper. London:
Department of Health, Physical Activity Task Force (1995)
®L O’ Connor, G. et a. An overview of randomised trials of rehabilitation after myocardial infarction. Journal of the
American Medical Association (1988), 260, 945-950.
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The UK government recommends that adults participate in @ minimum of 30 minutes of a leest
moderate intengty physcd activity on five or more days per week. Examples of such activity
indude brisk walking, cyding, svimming or danang.

Age and Gender Variations

Physcd ativity levds are low in the UK. A mere 37% of men and 25% of women meet the
current guiddines given above, and paticipation in physcd adivity is lower within ethnic
minority communities. More than a third of men are deemed inactive (ie they do less than one
occason of 30 minutes activity per week).

Physcd activity in the populaion declines with age. Although 58% of men and 33% of women
aged 16-24 are phydcdly activity, this dedines to 17% of men and 12% of women in the 65-74
age range.

2.3.1 What can be doneto increase physical activity ?

Effective promotion of phydcd activity involves devdoping draiegies tha  encourage
partnerships between various professond and community groups. The key am should be to
achieve sugtainable, long-term change in relaion to engaging in physicd activity.

Having a low levd of physcd attivity is one of the behaviourd rik factors rdaing to
Standard 1 of the NSF for CHD (see Section 2.2.1).

Exercisereferral schemes

Exerdse refard schemes involve primary care referd to a time-limited programme of physca
exeds There is limited evidence that such schemes leed to amdl improvements, but to date
there is no evidence of long-term impact™®. They are dependent upon close collaboration between
primary care hedth savices and lesure savices Ther effectiveness may be incressed by
involving gaff trained in behaviourd change drategies.

Employeeincentivesto cycle or walk to work

Public hedth exercise promotion drategies which are amed & modifying the environment — to
encourage waking and cyding — are likdy to reech more of the inective population than efforts
to increase the use of exerdse fadliies®>. An important benefit of this gpproach is that cyding
and waking are types of activities which can be incorporated into the individud’s daily routine,
rather than requiring attendance a separate exercise fadilities, such asgyms or leisure centres.

%2 Riddoch, C et al (1998) Effectiveness of physical activity promotion schemes in primary care: a review’. London:
HEA

>3 Hillsdon, M & Thorogood, M. A systematic review of exercise promotion strategies. British Journa of Sports
Medicine, 1996, 30: 84-89
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‘Walking the Way to Health’ is a nationd initigtive of the BHF and the Countrysde
Agency. It involves sting up and supporting a range of community based schemes
targeted at disadvantaged areas in town and country across England.

Within the NW there are locd schemes, providing programmes of short led walks, sdf-
hep information to encourage independent walking and connections to other sarvices and
support networks concerning better hedth. Many schemes am to make places to wak
safer and more accessible.

Its priority arees ae the Hedth Action Zones Rurd Devdopment Aress and loca
authority didricts fdling within the 25% mogt disadvantaged as defined by the UK'’s
Index of Multiple Deprivation.

Manchester, Salford & Trafford HAZ are devdoping a project (‘Waking for All’), in
patnership with Sdford Lesure Services, to increase opportunities for chegp, sociable
and accessble activity through walking.

Merseyside HAZ is supporting a project, in conjunction with S Hdens MBC, to
introduce regular volunteer-led waks to encourage physcd activity and raise avarenes
of the hedlth benefits of being physicdly active

Merssysde HAZ in conjunction with Sefton MBC has run a pilat progranme amed a
encouraging cyding. The programme has run two courses, each of sx weeks duration :
cydigs are separated into ether aosolute beginners or those nervous of road safety. At the
end of the course, cydigs are adle to cyde confidently using the loca road networks in
Sefton.

This pilot project has proved highly successful, and al Merseysde locd authorities have

agreed— in principle— to host Smilar programmes.

Merseyside Travelwise is a travd awareness campagn run by dl five Merseysde locd
authorities and Merseytravel, and funded by Merseysde HAZ. It ams to rase avareness
of the effects of the motorcar on hedth, the environment, wider society and the economy,
whilg promating the benefits of waking, cyding and public trangport. Its programme
centres upon avariety of different areas:

Rasng awareness of the increesed effeds of motor car use through talks, presentations
and events

Deveoping Green Trangport Plans with businesses and other organisations to reduce ther
effect on traffic generation and so make it easier for people to reach their workplace.

Working with parents, schools, children and governors to support the development of
School Travel Plans, and working with locd authorities to dat Safer Routes to School
Projects, o that schoal journeys become sefer, hedthier and better for the environment.
Working with  community groups and individuds to rase awareness of the effects of

increasng traffic, and encourage action to improve the loca environment and hedth.




School-based physical activity programmes

Such physca ativity programs have been linked with a pogtive change in behaviourd patterns
within schools. Where they have been appropriatdly designed and delivered, they can incresse
physca activity, as wel as enhance physicd skill devdopment™. Where young people have
been given a srong role in planning activity programmes, they are more likedly to be effective™.
A ‘whole school’ gpproach to promoting physical activity would involve g&ff, pupils and parents
/| carers in promoting physicad activity. Such an gpproach could act as a cadys for deveoping
linkswith the locd community, aswell as encouraging safe transport routes to schooal.

As pat of the Salford & Trafford Healthy Schools Scheme, ‘Fitbods is a primary
school physcd activity project desgned to encourage and support lunchtime assgtants
and teachersin the provison of games and activities during lunch breaks.

Physical activity for older people

Physcd activity promotion for older people should be both affordable and accessble. Greeter
impact will be produced if they address the psycho-socid needs of older people, as wdl as
combine fun and sodd activities with physcd activity. Maximum benefit is more likdy to be
achieved if older people are proactivedly involved in the planning, implementation and evauation
of such programmes,

Salford and Trafford Health Promation Service have set up a ‘Hedthy Hips and Heart’
initigtive which runs a programme of gentle exerdse for people over 65. Although it is

more of an accident prevention programme, it is nonethdess a byproduct of coronary
hedthin later life

Promating the use of physical activity facilitiesfor ethnic minorities

Ethnic minorities are often found to exerdse less frequently then the mgority community.
Amongs men aged 40-64 in West London, for example, average weekly energy expended in
waking, cyding and lesure-time adtivity was found to be 30% lower within the South Agan
community in compaison with the white mgority®’. Promating ldsure fadliies and locd
community interventions in a culturdly sendtive fashion may be a paticulaly effective drategy
for ethnic minorities

A Women's Exercise Group in Old Trafford is targeted predominantly e Asan women.

South Manchester PCT have deveoped the Physicd Activity Action Team (PAAT), a
multidisciplinary group exploring and devdoping a modd for a physcd activity referrd
scheme.

>4 Cited in ‘Coronary Heart Disease: guidance for implementing the preventive aspects of the National Service
Framework’, Health Development Agency (2000).

%5 Mulvihill, C et a (2000). Views of young people towards physical activity: determinants and barriers to
involvement. Health Education, 100, 190-199.

%6 Walters, R et al. (1999) Proven strategies to improve older people’s hedlth: a Eurolink Age report for the
European Commission. Brussals; Euralink Age.

> Coronary Heart Disease in South Asian communities: a manual for health promotion. Health Education Authority
(1994). Eds McKeigue, P and Sevak, L
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2.4 Overweight and obesity

Being overweght is cdosdy associated with raised blood pressure and heightened blood
cholesterol, which are both important risk factors for CHD™®. It has been estimated that about 5%
of deaths in men and women are a conseguence of obesity.

Body Mass Index (BMI) is generdly used to measure body fainess ie weght (in kilograms)
divided by heght (in metres squared). A BMI score of 25-30 indicates overweight, and a score in
excess of 30 denotes obesity.

Approximatey 46% of men and 32% of women in England are overweight, and an additiond
17% of men and 21% of women are obese. Overweight and obesity increase with age: in the 16-
24 age range, 28% of men and 27% of women are either overweight or doese. However, within
the 55-64 age range, this increases to 76% of men and 68% of women®.

In recent years overweight and obesity have been increesng a an darming rate. Since the mid
1980s the percentage of adults who are obese has roughly doubled.

Socio-economic Variations

Obesty is more common in adults working in manua occupations, especidly women. Roughly a
quater of women working in unskilled manud occupations are obese compared with a seventh
of women employed in aprofessond role.

2.4.1 What can be doneto reduce overweight and obesity ?

Life expectancy is reduced by obedty, manly due to the effect of increesed weght on related
medicad conditions. Recent evidence indicates tha even modet weght losses of upto 5
kilograms may produce important health benefits®.

The causes of overweight and obesty may vay, but the intske of energy must exceed its
expenditure for weight gan to occur. Since the 1960s the amount of time spent watching
televison and the move to a more automated lifestyle (eg growth of domestic gppliances, use of
the motor care) have diminated the amount of physcd adtivity in daly life, resulting in a more
Ssedentary  populaion. Tackling overweight and obesty should focus on prevention, identification
and treament of obesty, as wdl as sudanability of weight loss after the intervention. It is dso
important to monitor the impact of the intervention: acute messurement of basdine daa
combined with clear objectives can support this.

Being obese or overweight is a behaviourd risk factor rdaing to Standard 1 of the NSF for
CHD (see Section 2.2.1).

%8 Cited in Health Update, Coronary heart disease and stroke, Health Development Agency (2000)

%9 Cited in Coronary Heart Disease Statistics 2000, British Heart Foundation (2000)

80 Hankey, C and Lean, M. The benefits of weight reduction and the maintenance of weight loss. Royal College of
Physicians of Edinburgh Working Group on Obesity, 1995
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Combination of diet, physcal activity and behavioural ther apy

There is evidence that combined interventions are more effective than others focusng upon diet
or exercise done®’. Successful outcomes are based upon efective partnership developments
involving leisure fadlities, primary cae trusds (PCTs), hedth authorites (HA 9 and locd
authorities Professond input from dieticians and experts on physcd activity could asss with
this process.

Individual weight management integrated with population-wide inter ventions

Strategies developed to tackle overweight on an individud bass may be mog effective where
they work dongsde wider evironmentd inteventions®?. Mass media interventions could
fadilitate this kind of programme if it succeeds in encouraging a dimate of change around issues
concarning diet and physicd activity.

Family ther apy inter ventionsto preventing obesity

Obesty in childhood hes incressed Sgnificantly: it is a predictor of adult obesty, and children
are more likely to be obesxe if they have an obese parent. Family therapy sessons (involving dl
members of the family rather then individuad counsdling for the obese child) have been found
more effective in preventing the progresson of obesty in 10-11 year olds than dietary or
exerciee therapie®. Involvement of both parent and child is most effective, and the use of
rewards has had a particular impact on reducing weight in children.

School-based programmes on diet and overweight

The *‘whole school’ gpproach to prevent children becoming overweight or obese has been  shown
to be effective®. Much of its success is dependent upon enabling diverse groups of professonds
to work together, induding locd authorities, lesure facility providers, parentdcarers and
teaching aff.

Specialist weight loss clinicslocated within GP surgeries

A weekly weght loss dinic directed by a hedth vidtor has been found to be highly effective, to
the extent that paticpants mantaned weight loss even a one-year follow up. A recent study
®found that a third of atenders achieved a 10% weight reduction, and of these 6% maintained

thisweght loss after ayear.

61 Clinical Evidence (2000) : a compendium of the best available evidence for effective health care. London: BMJ
Books.

62 Jeffery, RW (1995) Public health approaches to the management of obesity. Cited in CHD: Guidance for
implementing the preventive aspects of the NSF on CHD.

63 Flodmark, CE et al. Prevention of progression to severe obesity in a group of obese schoolchildren treated wi th
family therapy. Pediatrics (1993) 91: 880-834.

64 Story, M (1999) School-based approaches for preventing and treating obesity. International Journal of Obesity and
Related Metabolic Disorders, 23 (supplement 7), s43-s51

8 Sleath, C (1999). Can dlinically significant weight loss be achieved and sustained ? An evaluation of a general
practice based weight control clinic. Journal of Human Nutrition and Dietetics, 12, 28-31.
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Individualised advice and risk assessment: group initiatives

There is some evidence that group sessons centred upon achieving weight loss can be
sucoessful®®. Greater effectiveness can be achieved where appropriately tailored interventions
can be amed a specific groups to encourage compliance. Higher risk groups, induding disabled
people and ethnic minorities, might benefit from such an gpproach. Additionad support for ethnic
minority groups would involve recognisng culturd / rdigious requirements and  utilisng  daff
with appropriate minority language kills

Treating adult obesity: behavioural and dietary interventions

Behaviourd trestments by themsdves seem ineffective in tackling obesty. However, avoidance
of dtuations providing the temptation to overest can be more dfective than cognitive approaches
involving role play to practice ressing overedting, or the socid pressures involvedP”. Daily
weight charting can enhance the effectiveness of abehavioura programme.

Community-based education strategieswith financial incentives

Such programmes can be paticularly effective in preventing adult obesty. Smilaly commercid
weight loss programmes, through operating within a group setting, may have a dronger impect
through making the process of weght loss more enjoyable and so improving the psychologicd
wdl-being of participants.

North Manchester PCT has st up a pilot weight management programme through the
aty’s Community Nutrition Service, which ams to develop an obesty draegy for the
whole of Manchester. Currently based within GP practices in East  Manchedter,
participants can be referred by any member of the primary care team (eg GP, practice
nurse, Hedth Vidtor or School Nurse).

Upon refeard, paticipants undertake a one-to-one interview with a dietidan, which acts
& a gaeway to further sarvices induding a counsdling service and a hedthy eaters
group. This pilat project is developing work to tackle obesty in schools and is involved
in joint initiatives with Sure Sart and the New Ded for Communities in East Mancheder.
It hopes to develop acrossrefard drategy with Centrd Manchester Activity Partnership.

Merseyside HAZ, in conjunction with Hedth Links (Specidis Hedth Promation Sarvice
for Wirrd) support the ‘Teke Five Campagn to promote increased fruit and vegetable
consumption, particularly in targeted aress of disadvantage. This initiaive complements
the nationd ‘Fve a Day’ progranme of initiatives amed a encouraging consumption of
five sarvingsof fruit and vegetables eech day.

The campaign ams to enhance knowledge of the hedth bendfits of fruit and vegetables in
preventing disease, rase awareness of available foods in the loca food economy and hep
locd people (especidly those on low inconmes) to shop drategicdly and improve ther
cooking ills

® Hughes, J & Martin, S (1999) The Department of Health's project to evaluate weight management services.
Journal of Human Nuitrition and Dietetics, 12, 1-8

67 Effective Health Care. The prevention and treatment of obesity. April 1997, Volume 3, Number 2.

NHS Centre for Reviews and Dissemination, University of York.
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Health Links (in conjunction with Wirrd and West Cheshire Community NHS Trud) are
upporting a scheme whereby patients attending Exerdse and Lifedyle centres (ie d
medium and low rik of coonay heat diseese through obesty, high cholesterdl,
hypertensgon, smoking, diabetes or other condition) can recaive vouchers for free fruit and
vegetables.

The schemeis run in conjunction with the Cooperative Socidty.

Each patient receives 9x pounds worth of vouchers each week for x weeks (ie £60 per
patient).
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Section 3: Key Environmental Risk Factors

There is evidence to rdae environmentd factors such as ar pollution, environmenta tobacco
and waer qudity, to the likdihood of being affected by CHD. Such factors are beyond the
immediate control of the individud, but ther roe may be highly sgnificant in this regard.
Tackling such risk factors requires concerted governmert action, as wdl as multi-agency
partnership development across arange of statutory and non statutory authorities.

3.1 Air Pollution

There is srong evidence of the link between ar pollution and CHD. A large sudy of admissons
to London hospitds between 1987-1994%8 found a strong association between outdoor air
pollutants and acute myocardid infarction, regardless of weather and other risk factors It
concluded that “one in fifty heart atacks ... may be triggered by outdoor ar pollution”. Carbon
monoxide was found to be particularly injurious to cardiac hedth — a samdl increase in exposure
to cabon monoxide may aggravae angina in susceptible people. Research within the US has
linked outdoor particulate pollution with dl cause mortdity, especidly with cardiopulmonary
CalIses.

The UK Nationd Air Qudity Strategy has set objectives for reducing the concentration of eght
mgor pollutants by 2005. Hedthy individuds are not thought to be a gSgnificat risk from
current levels of ar pollution in the UK. However, sudies have indicated an associaion between
daly vaidions in levds of some pdlutants with daly variaions in mortdity and hospitd
admissons, paticularly for respiratory conditions. Mogt pollutants in Europe are the product of
combugtion from hedting, power gengation or from motor vehide traffic. Key pollutants
produced from indudrid, domedic and traffic sources incdlude sulphur dioxide, particulate
matter, carbon monoxide, nitrogen dioxide and ozone.

Airborne paticulate matter is largdy produced by road traffic emissons, paticulaly from diesd
vehides. Thar assoddion with hedth effects indude an increased risk of heart and lung disease
The Committee on the Medicd Effects of Air Pollutants (COMEAP)®® have highlighted an
increase in cardio-respiratory deeth with increased particle concentration.

3.2 Environmental Tobacco Smoke (Passive Smoking)

Sudies in the US have shown that passve smoking is an important risk factor for CHD. Regular
exposure to passve snoking was found to double the risk of CHD amongs women who hed
never smoked (athough no absolute rates were provided to endble a proper assessment in
relation to active smoking). However, a metaandyss of 19 dudies provided strong evidence
that exposure to environmental tobacco smoke caused a 23% increasein risk of CHD®.

% Anderson, HR et al. Air pollution and daily mortality in London 1987-1992 BMJ; 312: 665-669
%9 Handbook on Air Pollution and Health (DOH, Committee for the Medical Effects of Air Pollutants), 1997
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3.3 Water Quality

Some pats of the UK with hard water supplies have lower age-standardised rates for CHD
mortdity then other aress with soft water supplies’ . Even when dimetic and other sodio-
economic conditions are accounted for, this assodation remans dgnificant. However, the
magnitude of the effect is smal when compared with other risk factors for CHD.

1 Shaper, AG. Water-hardness and coronary heart disease. In Golding AMB et al (eds) Water and Public Health
(1994)
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Section 4: The Wider Socio-Economic Deter minants of CHD

Behaviourd approaches to combating CHD can only have limited vaue. Approaches to tackling
CHD dearly need to focus more acutdy on the wider socid and economic environment through
deveoping policies a a macro-economic leve.

This section seeks to discuss the key socio-economic factors impacting on coronary hedth. It
a0 suggests programmes of initigtives that may hep to reduce the incidence of CHD within the
UK.

4.1.1Income Inequalities

Income is an important determinant of the hedth status enjoyed by people within society. Over
the past twenty years, there has been a sharp increese in income inequdities between the mogt
and lesst affluent sectors of the population®. This growth in income inequdities has very srious
consquences for CHD mortdity raes which is evidenced by internationd gudies comparing
income didgribution and CHD raes. Mortdity from CHD tends to be lower in countries where
the income didribution is more even, and within dl age groups the link between income
inequality and CHD mordity is stronger among wormen than among men.

Reverang this trend can lead to ggnificant improvements in CHD mortdlity. Countries which
have had reduced income differences over time dso experienced a faster rate of dedline in CHD
mortdity for both men and women within differet age ranges High income inegudities in
societies may equate to a grester sense of socid hierarchy, leading to an increased sense of socid
inferiority, exduson and low daus amorge people on low incomes This may explan higher
mortdity rates from CHD in some socidties

4.1.2 Material Poverty

The materid effects of deprivation have a damaging impact upon hedth. The devdopment of
rlative ‘food poverty’ in the most deprived pats of the UK means that dthough low income
families spoend a higher proportion of ther incomes on food than higher income families they ae
unable to purchase an adequate diet. The devdopment of this ‘food gap' results in lower fruit
and vegaable conumption among low income families In  addition, the location of
upermarkets away from city centres can meen that low income families in urban aress have
reduced access to cheaper food as the cost of travel may be prohibitive.

Deprivation, poor life tances and the socid pressures of having inadequate resources to enjoy a
reesonable qudity of life are often expressed through smoking petterns. High leveds of smoking
among low income families is often seen as a regponse to povety, which in turn trgps them
further into poverty. The impetus for giving up smoking is often connected to a sense of
optimism about the smoker’™®, thar families and ther futures yet families trapped in poverty are
unlikdy to share this sense of optimism. A high proportion of benefits pad to low income
familiesis returned in the form of Tobacco Tax.

"2 |_ooking to the future — Making coronary heart disease an epidemic of the past. National Heart Forum (1999)
Wilkinson, R The influence of income inequalities (Chapter Four)

'3 _eather, S(1996) The Making of Modem Malnutrition

" Marsh, A and McKay, S (1994) Poor Smokers. London: Policy Studies Institute.
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Prevdence of CHD is usudly concentrated in smal pockets of deprivation, characterised by high
unemployment, low incomes, low educationd atanment and expectaions and poor housing.
Thee areas often contain higher concentrations of minority ethnic communities, and are often
lacking in socid cohesion and suffer from lack of socid support.

4.1.3 Low Birthweight

Ceatan factors operating within foetd life may have an impact upon the risk of CHD in adult
life’>. There is increasing evidence that as birthweight decresses, there is a complementary
increase in the risk of coronary heart diseese. This pattern is particulaly well established for
maes, dthough it dso appears in two dSudies for femdes. Current thinking suggeds that
adaptations made by the foetus in response to a lack of nutrition leads to changes in metabolism
and organ gtructure which predispose the individud to coronary heart disease in later life.

4.1.4 Employment and Job Security

Changes within the labour market and working practices can have a highly sgnificant influence
on CHD. The Whitehdl cohort dudies have shown srong CHD mortdity in intermediate and
low grades of dvil servants in comparison with higher grade civil servants, 0 that occupationa
datus plays an extremdy important role Modern socid hierarchies, therefore, seem to influence
the likdihood of experiendng CHD even among office based workers who ae not living in

absolute poverty.

The Whitehdl dudies dso highlight low job control in the workplace as contributing to the
devdopmett of CHD among dvil savants’®. An importat factor is the increased
competitiveness in the economy and the creation of a more flexible labour market, which has
increased work loads and time pressures on individuas within the workplace. This can cregie
further dress and tendon, leading to dameging hedth outcomes, induding coronary heart
disease.

Insecurity of employment aso rdates to CHD. The Whitehdl 1l sSudy found that saif-reported
hedth daius messures for midde aged dvil savats became dgnificantly worse when
anticipating a new job or job loss Other civil sarvants in secure employment did not demondrate
such anxieties. Further research points towards income insecurity as a growing source of dress
for certain groups of workers within the labour market.

4.1.5 Education

There is a drong rdationship between educaiond achievement, employment and materid /
psychosocid rewards. Much evidence in the United States points towards important hedth gains
in adult life as a result of educationd / sodd interventions in childhood. Within the UK, CHD is
grongly linked with a low level of education, which may reflect that education indicates socio-
economic opportunities within childhood.

> Barker, DJP (ed) Foetal and Infant Origins of Adult Disease (1992) BMJ Books.
"®Bosma, H et a. Low job control and risk of coronary heart diseasein Whitehall 11 (prospective cohort) study.
BMJ; 314: 558-565
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Consequently  education is more important for the opportunities it crestes for socio-economic
advancement rather than for the spedific impact of education itsdf. People with low educaiond
atanment are found to be least likey to take note of hedlth education messages, such as those
centred around smoking and diet. This can have an important influence for engaging in rise
taking behaviour in rdation to CHD.

4.2 What Strategies Could be Effective in Tackling the Wider Socio-Economic
Deter minants of CHD ?

4.2.1 National Strategy to Reduce Social Inequalitiesin CHD

This would involve a drategic and populaion goproach to tackling CHD and its factors. 1t would
address generd socid inequdities, as wel as paticulaly high raes among disadvantaged
groups. Reducing inequdities would hdp reduce inequdities in other diseeses whose
determinants and risk factors are gmilar to those for CHD. A ndiond drategy should address
underlying sodid and economic factors that lead to poor hegth, as wdl as the environmentd
factors that encourage unhedthy behaviour.

4.2.2 A LifeCourse Approach

A nationd drategy should adopt a life course goproach to reducing inequdities, beginning with a
focus on children, and then more generd deprivation in adulthood. The rdaionship between
CHD and deprivdion is so drong, teking in diverse factors such as maend nutrition,
educationd opportunities and working conditions, that a life course gpproach would be
paticularly effective. It would recognise that increased risk from CHD is sugained from birth to
adulthood, and that risk teking behaviours ae often formed in childhood. Tackling hedth
inequdities a a young age, and making children and young people the prime focus of a draegic
aoproach, is essential.

4.2.3 Material Conditions of Poverty

Reducing income inequdities and addressng relaive deprivation is likdy to be effective in
reducing inequdities in CHD. The focus should be on restoring opportunities and reasons for
optimiam for the whole of sodiety, induding the poor and socidly exduded. Socid, economic,
hedth and environmenta policies need to be fully integrated, and economic policies should teke
account of ther hedth implications The dae benefits sysem should be reviewed, as some
people ae on such low incomes that to live and eat hedthily is not possble Locd hedth
drategies — such as Hedth Improvement Programmes - should focus on reducing socid
disadvantage and deprivation.

4.2.4 Lifestyle Approach: Tackling Behavioural Factors

There should be a drategy to tackle risk-taking behaviour through encouraging hedthy lifedtyles
This would include developing a tobacco draiegy amed a disadvantaged people A naiond
food draegy would drive to improve the diels of disadvantaged people by incressing
consumption of fruit and vegetables as wel as looking & issues such as cod, avalability and
access to food. This could then lead to the development of loca food dSrategies to address access
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for low income families Smilaly a naiond physicd activity drategy would seek to integrate
activity into dally life, and address trangport, education and environmentd policies.

4.2.5 Psychosocial factorsin employment

There should be a dronger drive towards developing policy around the design and management
of employment. This should focus atention on three key factors workload and the demands of
work, lack of control over working conditions and socid support in the workplace. Nationd

guidance would hep employers deveop ther own policies around workplace hedth promation
interventions.
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Section 5: Secondary Prevention of Coronary Heart Disease

This section highlights evidence-based practice in supporting patients that have been identified
with CHD. Patients with edtablished CHD have been shown to derive much more absolute
benefit from reductions in factors such as rased blood pressure or cholesterol levels than others
with no evidence of CHD. Consequently, secondary prevention whether achieved through
lifestyle changes or medicd interventions, can be extremdy effective.

This section dso condders Standards 3 — 12 of the NSF for CHD. There are a variety of
initigtives within the NW Region which rdae to this pat of the NSF. It is not possble within the
context of this report to summarise dl NW initidives. Raher the objective is to provide
examples of NW initiatives endeavouring to meet this part of the NS- for CHD.

5.1 Evidencefrom a Literature Review

Moher’” (Angia and Oxford Regiond Hedth Authority) undertook a wide-ranging literature
review of the evidence for effective interventions for secondary prevention and trestment of
CHD. Here is a summay of some of the prindpd findings for dx of the man coronary
conditions.

Acute Myocardial Infarction (Heart Attack)

The number of lives saved by defibrillaion a the time of the heart attack may be as great
as the number saved by early thrombolytic thergpy in the community.

Minimisng the dday between the onsst of symptoms and trestment with aspirin and
thrombolytic therapy is vitaly important: early trestment has the grestest benefit.

Upon admisson to hospitd, patients shold be consdered for intravenous beta-blockers
and ACE inhibitors

Post Myocardial I nfarction

Risk gratificaion following heart atack is important in identifying high risk patients and
alocating resources

Effective non-pharmacologica  interventions:  sop smoking, rehabilitation and  digtary
adjugments ie increase consumption of fatty fish, rgpe seed / dlive ails, and fresh fruit and
vegetables

Effective pharmacologicd interventions  antiplatelet  drugs, trestment of  hypertenson,
beta-blockers and lipid lowering.

" Moher, M. ‘Evidence of effectiveness of interventions for secondary prevention and treatment of coronary heart
diseasein primary care: areview of theliterature’, Anglia& Oxford Regional Health Authority (1995)
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Chronic Stable Angina

Risk draificaion is important in providing information for correct thergpeutic options
and dlocating resources

Antiplatelet trestment sgnificantly reduces the coronary events.

Pharmacologicd  interventions  with  nitrates and cdcdum antagonists provide effective
control of symptoms to some angina sufferers

Ungable Angina

As a potentidly life threstening medicd emergency, measures should be taken to ensure
patients have prompt gppropriate and effective treatment.
Treatment should be managed in hospitd.

Chronic Heart Failure

Attention to non-pharmacologica trestment is important.
Mog effective pharmacologicd treatments are diuretics and ACE inhibitors.

Atrial Fibrillation

Antiarhythmic drugs given log tem ae usful in preventing rdapses to arid
fibrillation.

The risks as wdl as the benefits of taking anticoagulants on a long term bass must dways
be considered.

5.1.2 Non-Pharmacological I nterventions

Research indicates that both a ‘Mediterranean’ diet and increased consumption of aily fish can
have a drong impact in reducing recurrence and mortdity from CHD, whils not reducng
cholesterdl, dthough this has only been investigated in smdl trids™®. The sriking findings of
these suggest that such a diet could have an important role in reducing mortdity following a
heart atack. Advice to stop amoking is highly effective anongst people who have had a heart
attack, with upto a third giving up smoking. Aspirin appears to reduce mortality among people
who have not had a heart atack, but ae a high risk of such an event (eg ungable or dable
angina).

Cholesteral is not a strong predictor of CHD events, and SO streening programmes to identify
people with high cholesteral is not advised. However, there is a srong body of evidence that
reducing cholesteral in those & high risk of CHD, even where their cholesderol levels are not
rased, reduces CHD mortdity’®. Some randomised controlled trids have shown that changing

8 A National Contract on Heart Disease and Stroke, Systematic Reviews of Relevant Evidence, NHS Centre for
Reviews and Dissemination

9 Cholesterol and CHD: screening and treatment. Effective Health Care 198; 4 (1), NHS Centre for Reviews and
Dissemination (February 1998)
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diet A content by reducing saturated fat intake can subgtantiadly reduce blood cholesterol
leves™.

5.1.3 Pharmacological Interventions

A farly new dass of choleterol-lowering drugs — known as ddins — have recently been
developed and evauated. A totd of 22 published RCTs (randomised controlled trids) show that
dains reduce the risk of CHD mortdity by 25%. This degree of effectiveness compares very
favourably with older cholesteroklowering drugs Stin trestment is as effective in older people
asin midde-aged adults.

Systematic reviews of RCTs show that anti-hypertensve medicatiorf* dearly reduces the risk of
CHD mortdity for people with high blood pressure. Ressarch has dealy indicaed that a
reduction in blood pressure of a lesst 6mm of mercury reduces the risk of fatd or nonfad M
by 14%. Trids of beta blockers carried out in patients recovering from heat atack suggest thet
they are effectivein lowering hypertension®?.

5.1.4 Management of Stable Angina

People showing symptoms of CHD such as angina are a a high risk of death from CHD. As they
ae & an devaed rik of having a cadiac event, and are easly identifigdle, it is important that
they recave effective interventions. There ae two types of treatment: firdly, to reduce the
symptoms and secondly, reduce the rate of progress of the disease. Interventions should dways
be accompanied by risk factor modification, incduding smoking cessation, weight reduction and
digary change Theare ae two man forms of intervention: nonrinvesve medicd thergpies and
invasve procedures.

Medical therapies

There is little mgor difference between beta-blockers and nitrates in rdieving the symptoms of
agna A meaandyds of RCTs showed that anti-pladet drugs are effective in sgnificantly
reducing the incidence of MI among pdtients with dable angina Anti-platelet thergpy illudrates
even more marked reductions in the inddence of MI in highrisk patients, such as those with a
past higory of MI. Aspirin dso produces some reduction in the incidence of MI in patients with
angina or MI. Furthermore, evidence from a large RCT suggeds that patients with angina and
high total cholesterol levels should be considered for trestment with statins®.

8 Clarke, R et d Dietary lipids and blood cholesterol: quantitative meta-analysis of metabolic ward studies, BMJ,
1997; 314: 112-117

8 Collins, R & MacMahon, S. Blood pressure, antihypertensive drug treatment and the risk of stroke and CHD.
British Medical Bulletin 1994; 50, 272-298

82y usuf, Set al. Beta blockade during and after myocardial infarction: an overview of randomised trials. Progressin
Cardiovascular Diseases, 1985; xxvii, 335-371

83 Standing Medical Advisory Committee, The Use of Statins, Dept of Health, May 1997
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Surgical medical procedures

Surgicd processes ae gengdly known as revascularisation, and there are two  spedific
procedures®

o Coronary Artery Bypass Graft (CABG) involves taking a blood vessd from ancther part

of the body and using it to congtruct a detour around the blocked part of the coronary artery.
Blood can then use this new path to flow fredy to the heart musde.

o PTCA (Percutaneous Tranduminal Coronary Angioplasty) involves the insartion of a
caheter into a patient’s coronary artery and the inflation of a tiny baloon in order to open a
blockage and restore blood flow to the heart.

PTCA / CABG and medical therapy

RCTs indicate that PTCA is more effective a reieving angind symptoms then medlcd
trestments, such as beta blockers and nitrates, espedidly in patients with more severe angina®.
However, dthough PTCA can improve symptom relief for some petients, it has not been shown
to improve survivd. Indeed PTCA was associated with an increased rate of nonfad MI ad
desth compared to medicd thergpy, largely dueto early procedure-related events.

CABG has been shown to improve symptoms of angina and other indicators of qudity of life
over a period of 10 years compared to medica therapy®®. However, it carries enhanced initid
risks of MI or desth as compared to medicd therapy. Potentid benefits of CABG in improving
event-free survivd ae probably only likdy in patients & highrisk of CHD mortdity. A mea
andyss of RCTs found that lower mortdity for patients trested with CABG was confined to
those a high risk®’

PTCA and CABG

A metaandyds of individud patiet daa from 8 RCTs found that after a yeer, CABG was
better a reieving angind symptoms in both sngle and multivessd diseese. Furthermore, PTCA
was found to have a high rate of repeat intervention over the first year. PTCA was dso found to
have a vaiale rate of repeat revascularisation, ranging between 20% and 40%. However, no
difference in mortality was found between both treatments

PTCA is not regarded as suiteble for patients with left main coronary senoss, or those a very
high rik (ie multi-vessel disease). The risk-benefit ratio, therefore, is in usang PTCA in patients
with less severe dissase who are not getting adequate symptom relief on medicd trestments,
dthough thereislittle evidence thet thiswill succesd in increeging survivd.

84 NHS Centre for Reviews and Dissemination, Effective Health Care: Management of Stable Angina, October
1997, Volume3No 5
8 RITA-2 trial participants. Coronary angioplasty versus medical therapy for angina: the second Randomised
Interventlon Treatment for Angina (RITA -2) trid. Lancet, 1997; 350: 461-468

® Rogers, WJ et a. Ten year follow-up of quality of life in patients randomised to receive medical therapy or
coronary artery bypass graft. Circulation (1990); 82, 1647 - 1658
87 Yusuf, S et al. Effect of CABG on survival: overview of 10 year results from RCTs by the CABG Tridlists
Collaboration, Lancet, 1994; 344: 563-570
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5.2 Meeting the NSF for CHD: Standards 3- 12

ThreeNW Initiatives Embracing multiple standards of the NSF for CHD

Certain initiatives within the NW region encompass wide geographica areas. Their work covers
avariety of NSF dandards. Three key examples of such initiatives are asfollows:

CHD in Primary Care Support Team in Manchester
CHD Callaborative in Manchester, Sdford and Trafford
Training & Deveopment Project in Merseysde

5.2.1 CHD in Primary Care Support Team : Manchester

The city-wide CHD in Primary Care Support Team (or CHD Support Team) has been endorsed
by al PCTs in Mancheder. It is lead managed by Centrd Manchester PCT but works on a city
wide bads with dl PCTs and their Primary Hedth Care Teams (PHCTS) to help ddiver the NSF
for CHD. The work of the Primary Care Support Team fdlsinto two broad categories:

Working with PCTsand local acutetrusts

All of the PCTs in Manchester have created Locd Action Teams or CHD Task Groups to
meeting the primary care requirements of the NSF for CHD. The CHD Support Team works with
these groups and contributes to their drategic and operationd gpproach. An important outcome
has been the devdopment of a community-based cardiac rehabilitation course in  north
Manchester, which has increased service capacity and patient choice as per the NSF for CHD.
The CHD Support Team has dso edablished a citywide CHD Steering Group, which indudes
dl key draegic sarvice planners, such as PCT CHD Leads, Sarvice and Clinical Development
Managers and Prescribing Advisrs: This is an essentid forum to inform their work, agree a
shared vison for CHD and develop standardisation across Manchester. As an example, a city-
wide NSF : CHD Minimum Data Set has been agreed.

Working with Primary Health Care Teams (PHCTYS)

Virtudly dl PCTs are implementing a modd programme of support for the heart attack /
coronary atery by-pass graft (CABG) patient and ther immediate family. Furthermore PHCTS
atend workshops desgned to meet the needs of different professond groups with dinica
updating, organisationd issues, evduation and teambuilding. Thee sessons are led by various
professonds, induding cadiac liason nurses phamedds and community-based cardiac
rehabilitation nurses Ongoing educaiond sessons have evolved into a programme of modular
based training around dlinica and systems based issues from the NSF for CHD. Workshops have
dear ams and learning objectives and individuds atend sessons based upon identified learning
requirements. They ae led by a vaidy of dinidans induding cadioogids dieticians and
hedth promotion expets One-to-one advice and support has helped to enhance the
multidisciplinary teams practicd kills establish CHD patient regisers and update protocols of
care. Univergity accreditation is currently being sought for the clinicdans course.

The CHD Support Team asssts PHCTs in auditing the management of their new MI and CABG
patients. It advises on the development of disease regiders and audit of care of patients identified
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within the NSF for CHD eg risk factor interventions (smoking, blood pressure, cholesterol and
physcd ectivity) and the prescribing of evidence based medicaions (aspirin, beta blockers,
gatins and ACE inhibitors). The devdopment of lines of communication between PHCTs and
their locd acute trud is criticaly important in supporting integrated care, and the CHD Support
Team plays akey rolein fadilitating this process of communication.

5.2.2 CHD Cadllaborative : Manchester, Salford and Trafford

The CHD Codllabordive is a ndiond programme which involves ten programme teams from
across the NHS working together to creste improved methods of service ddivery for patients
with suspected or diagnosed coronary heart disease.

The CHD Collaborative in the NW covers Manchester, Sdford and Trafford. Drawing on the

NSF for CHD, it ams to redesgn the system by which prevention, diagnoss, trestment and care
of those with CHD isddlivered.

It has Sx projects that focus on redesigning the system of care ddivery in the following aress in
line with the NS- for CHD:

Secondary Prevention

This project ams to ddiver a package of timey, culturdly gppropriate and evidence based care

for people with CHD in Manchester, Sdford and Trafford. It works towards a smooth trangtion
of care from hospitd to home following a cardiac event through co-operaing with Community

Teamsin regtoring patients confidence to saf-manage ther hedth.
Project targetsinclude :

» 100% use of secondary prevention practice protocols
» 100% of digible patients on practice CHD registers

Acute Myocardial Infarction

This project emphasises collaborative working with pre-hospitd, hospitd and primary care aress
to fadilitate the patient’ s seamless journey dong the CHD peathway.

Project targets include :

» Maximum cdl to needle time d 60 minutes, and door to needle time of 30 minutes for 95%
of patients by April 2002

> 85% of patientsto be able to book their follow up tests prior to discharge from hospita

» Of paients discharged from hospitd, 85% to have information received by the Pimary Care
Team within 24 hours

Angina

This project ams to improve the speed of access / diagnoss for patients with angina. Principd
tools for achieving these ams are the introduction of care pathways, Regpid Access Chest Pan
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Clinics (RACPCs) and access to timey and gppropriste medication and investigetions in primary
and secondary care settings.

Project targetsinclude

» Increase the number of GP practices accessng RACPCs by 50%
» Pre-plan and schedule outpatient gppointments to cardiologists
» Improvethe use of effective medications and reduction of risk factorsin patients by 50%

Heart Failure

This project ams to improve the ddivery of care for paients with suspected or diagnosed heart
falure. Improved diagnosis, better developed care pathways and a dtronger interface between
primay and secondary cae ae seen as key dements in this goproach, as wdl as the
development of pdliative care drategies for end sage heart fallure patients and their carers

Project targetsinclude

» 90% of patients to be able to book for their echocardiogram
> 90% of patients with established heart failure to be prescribed ACE inhibitors
» Reducetime delay between the onset of symptomsto definitive diagnoss

Revascularisation
This project amsto improve the paient’s experience of living with CHD.
Itstargetsinclude:

» Ensuring equitable access to cardiac revascularisgtion in Manchester, Sdford and Trafford,
whilst balancing patient need with capecity

» Reducing unnecessary ddays in access to angiography and revascularisation, so that a target
of 12 months overal wait from initid vist to GP to revascularisation can be achieved

Rehabilitation

This proect ams to ddiver more effective locd programmes of cardiac rehabilitation which
engage with ehnic minority and disabled groups of patients. It dso seeks to ensure that dll
programmes are accountable to the local populaion by use of individudised records of care.

Itstargetsinclude :

> 100% of patients covered by shared good practice

> 95% recdl of patients not atending rehabilitation gopointments through persondised
gpproach

> ldetification of dtenative mehods of savice ddivery to ehnic minority / dissbled
population to address accessissues



5.2.3 Training and Development Project — Implementing the NSF for CHD :
Merseyside

The project hasthefollowing ams:

To provide a training and development programme to equip nurses across the Merseysde
Hedth Action Zone (HAZ) with the skills and knowledge to implement the Nationd Service
Framework (NSF) for Coronary Heart Disease (CHD)

To forge links between primary, secondary and tetiay care, fadlitating a seamless sarvice
for patients who suffer from CHD in the Merseysde area.

The project has four facets:
1. A comprehensve, ongoing nurse education programme in CHD trestment and management.

2. Clinicd support network groups, both within specidties (ie heart falure management) and
across aess of provison of CHD management (ie nurses from primary, secondary and
tertiary care who manage the same patients a different sages of ther trestment).

3. Site vidts to other areas to examine the ddivery of care for patients with CHD, learn from
their experiences and share information regarding effective initiatives

4. Anannud conference to share the bendfits of the project both locdly and nationdly.
Summary of the project

Since the project commenced over 1000 nurses have attending at least one part of the three Sage
training programme in the management of CHD.

An evdudion of the firda 100 practice nurses who datended stage one, which is a two-day
traning progranme, has given pogtive results in increased knowledge in the management of
CHD following atendance on the course. The same evadudion has been gpplied to nurses who
have gone on to atend the second sage, which is a universty accredited diploma level module.
Highly positive results have been achieved.

Sage three involves biannud one-day updates. These are consgtently oversubscribed, requiring
additional sessons to be provided. The dinical support network groups and dte vists have
brought forth a wedth of informaion that supports an improvement in the underdanding of
different roles in the nurang management of patients with CHD across dl leves of care ddivery.
Ore of the mog dgnificant issues rased has been the lack of skilled nurses in this fidd and the
need to provide gppropriate educaiona support to fill this ggp. These findings feed into the
ongoing development of the first stage of the project.

The firg conference ‘Tackling Heart Disease in Merseysde in February 2000 gave an
opportunity to share the knowledge and experience gained during the first year of the project.



Merseysde HAZ is supporting research concerning immediate assessment of chest pain to
fadlitate safe discharge from A & E Depatments for patients not experiencing cardiac pan. This
study isbased in Liverpool, and is intended to be a precursor to alarger sudy across the UK.

5.3 Standard 3 of the NSF for CHD: NW Initiativesto Prevent CHD in High
Risk Patients

GPs and primary care teams should identify all people with established cardiovascular disease
and offer them comprehensive advice and appropriate treatment to reduce their risk

Sockport PCT has been awaded Bescon Saus for its work in sysemdicdly
devedoping and mantaining practicebased CHD regigers withn dl GP practices in
Stockport. A regider endbles a cdl and recdl system to operate, which alows for regular
patient follow up. An incentive scheme was set up to encourage the development of CHD
disease regigers (which predated publication of the NS for CHD).

Detalled guidance has been provided by a range of support staff in how to set up a disease
regiger, with paticular input from CHD fadlitaors who have vidted dl GP practices
and provided them with a CHD Resource Pack, entitted ‘Ft for Life. Practice-based
pharmacigs have supported practices in underteking drug searches. A pat-time dietetic
facilitator has been gppointed to support GP practicesin relaion to CHD.

Sockport PCT’s ‘Fit for Life pack contans an amended verson of the Joint British
Societies  recommendaions on the prevention of heart diseese, as well as the British
Hypertenson Society guiddines for managing hypertendon. It provides advice for the
primary hedth cae team on deveoping protocols for organisng chronic disease
management, aswdl asinformation relaing to risk factors.

It shows how CHD regigers can be st up, with information regarding the creation and
monitoring of CHD computer templates for data collection. Once the templates are
cregted, they are an dffident means of monitoring patients and providing dructured care
to people with CHD. Standardisng the recording of information and encouraging the use
of ‘Read codes (le numerica codes indicating specific drug trestments or behaviourd
patterns) improves the qudity of dinicad audit and heps to accurady monitor patient
outcome. Read code training has been provided for nurses and adminidrative gaff.

A protected time scheme has been established to enable practice teams to take time out
from the daly pressures of work. It has been extended to dl GP practices in Stockport,
and it involves them beng funded to dose for eight hdf-day sessons a year (four of these
for practice based activity, and the other four sessons dlow atendance of al ddf a
Stockport wide workshops).

These sessons promote practice development and teamwork in various aspects of primary
cae, incuding CHD. In addition, Stockport CHD Bescon events have been hdd to
engage primary hedth care providers in Stockpat with developmentd work carried out to
tackle CHD.

Chorley and South Ribble PCT have dso organised multidisciplinery educaiond
events in three areas Chorley, Leyland and Ribble Bank. These events endble different
cinicd daff to come together and gan a better underdanding of each othe’s role in
meeting the NSF for CHD. Coding workshops have been st up amed a supporting
greater accuracy and consstency in dinica coding.

40



South Manchester PCT has mede ggnificant progress in supporting GP practices in
summarisng patient records, storing computerised CHD registers and having a dedicatec
person respongble for the maintenance of CHD regigters. Furthermore, a high proportion of
GP practices in south Manchester have astructured patient recdl system.

Blackburn with Darwen PCT have sat up a Clinicd Govenance Incentive Scheme,
which ams to ensure that CHD regiders have been crested and are recording informetior
accurately, as wdl as enauring that paients are seen regulaly with an agreed protocal,
template and training. This is intended to ensure tha al GP practices use the same CHD
guiddines

There are four seps within the incentive scheme. Step 1 involves creating an accurate and
completedly computerised regigter, which entittes GP practices to payment for developing
patient resources, or other methods of supporting cardiac care of patients. Step 2 involves
developing a practice protocol, computer template and recdl sysem for caring for people
with CHD. This entitles the practice to clam up to the cost of one practice nurse hour per
year for eech CHD patient, as well as adminidtrative support time.

The am of the incetive scheme is to free up practice nurse time from more mundane
duties, S0 that more time can be et with patients. Step 3 ams to ensure that dl patients
diagnosed with CHD are taking aspirin. Step 4 ams to ensure dl patients with CHD receive
gopropriate treetment and advice. In order to continue recelving practice nurse anc
adminidraive time rembursement, GP practices mugst continudly increese the proportion
of patients being monitored on a quarterly besis.

Bury and Rochdde hedth authority have developed a computerised CHD template that has
been developed and indtdled across Bury and Rochdde.

Liverpool and Sefton PCG/Ts have developed CHD regiders, ther GP practices have
been supported by PCG Cardiac Specidist nurses and the NSF CHD Secondary Prevention
protocol has been completed a year ahead of schedule. Furthermore, secondary prevertion

dinicsaebaing runin al practices.

Other hedth care sysems in the North West have engaged with this process. Three GF
practices within Centrd Mancheter PCT ae involved with the Central Manchester
Activity Partnership (CMAP). This pilat initidtive endbles them to refer patients aged 35-
74whothey fed aed risk of CHD.

CMAP's emphass is on retaning the sodd ewvironmet of physcd activity within €
community framework, and to frame its activities under ‘physicd activity' rather than sport
or exercise, which can dissuade people with negative connotetions of competitive activity.
Paticipants are introduced into gentle forms of physca activity which are gopropriate tc
their needs. Another aspect of CMAP's work is to use the exising network of community
and voluntary organisations and to incorporate the value of heart hedlth into their activities.

Udng a vaiety of community settings (church hdls, dubs, etc), CMAP works to introduce
exedse a pat of thar normd activities It has dso traned members of ethnic
communities such as Irish Community Care, to ddiver physcd activity programmes
within day care centres Smilar work has been developed with Age Concern, and trained
participants can receive an NVQ in physicd activity for ederly or dissbled people.
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Liverpoodl Central PCT have taken pat in a Naiond HAZ Innovaions Fund Project,
which ams to edablish a database within the PCG to identify people from minority ethnic
backgrounds at risk of heart disease and ensure gppropriate services are provided.

5.4 Standard 4 of the NSF for CHD: NW Initiativesto Prevent CHD in
High Risk Patients

GPs and primary health care teams should identify all people at significant risk of
cardiovascular disease but who have not developed symptoms and offer them appropriate
advice and treatment to reduce their risks.

Sockport PCT have devdoped a cadiovascular risk factor screening programme, with
which dl Stockport GPs are involved. It has been running for over ten years and involves
dl paients a the age of 35 being screened for CHD risk factors within their practice
information indluding blood pressure, cholesterol levels and family history is recorded.
Patients are then subsequently tested on afive year basisie a ages 40, 45, 50, 55, and 60.
Where pdients are identified as being a ggnificat risk of CHD a ay dage of the
sreening  programme,  this  triggers a  prevertion  programme which  indudes  CHD
management advice and support. This populaion-based screening  programme  enjoys
strong support within Stockport: roughly 75% of patients attend screening gppointments.

Trafford North PCT has undertaken an extensve project which has involved support steff
vigting dl GP practices and identifying patients requiring secondary preventive trestment.
Some databases in use had mainly been used for recording repeat prescriptions rather than
for purposes of dinicd diagnoss.

Through interrogating computerised databases and focusng on the kinds of druge
prescribed, it is often possble to identify patients experiencing CHD and requiring
secondary preverntive trestment (eg certain drugs are spedificdly used for the trestment of
angind). Other patients, however, might be prescribed drugs (eg betablockers) which may
be prescribed for symptoms other than CHD. Upon identifying both definite and suspected
CHD pdients, computerised records relating to diagnoss, test results and prescriptions
have been updated.

Clinicd gaf within Trafford North PCT evaduaed this information for its veradity (ie were
patients with paticulaly kinds of CHD recalving gopropriate medication ?) and advisec
GP practices accordingly. The project has endbled CHD patients, as well as those d
sgnificant risk of CHD, to be assessed regularly within GP dinics.

An incentive scheme has endbled GP practices to gpply for additiond funds to cover the
cost of employing a nursg's derk, who can carry out mundane data entry and letter writing
tasks normdly done by the practice nurse. To be successful, the practice must indicate how
many additiona petients will be reached or followed up — they are pad £1 for every
additiond patient.

Eight GP practices have benefited from being able to employ a nursg's derk, which enables
practice nurses to spend more time running dinics, and ensuring that petients are invited to
atend gppropriaie dinics The evauation of the GP prestribing drategy and incentive
scheme has recently received an award from the Primary Care Pharmacists Associdion.

Bury and Rochdale health authority have gppointed four Cardiac Nurse Specidids, who
have respongbility for supporting the development and implementation of a programme of
secondary prevention in primary care.
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Sains are proven to be effective in both the primary (high-risk) and secondary prevention
of CHD.

Central Manchester PCT have developed a new initiative which seeks to tackle the low
prescribing of dains among its primay hedth cae teams as wdl as increese the
gopropristeness and necessity of datin prescribing. All GP practices have teken part in the
project, which involved assessing whether patients prescribed datins are gppropriately
monitored.

All patients currently prescribed datins were identified and ther medicd records auditec
according to 9x agreed dandards (teken from the Manchester guiddine for secondary
prevention of CHD — Integrated Care Project). This initid audit illudrated a sgnificant
shortfdl in achieving the suggested sandards, dthough a subsequent re-audit carried out a
year later showed a sgnificant improvement in the gppropriate prescribing of Satins

Regular monitoring of dain prestribing  patterns, paticulaly for  patients with  high
cholesterol, can play an important role in improving patient care. The initidive hee
ucceeded in increesing appropriste datin prescribing. It has helped to monitor patient
trestment, s0 that it fulfils the requirements suggested by drug manufecturers for optimum
patient care.

5.5 Standard 5 of the NSF for CHD: NW Initiativesto Treat Heart Attack and
other Acute Coronary Syndromes

People with symptoms of a heart attack should receive help from an individual equipped with
and appropriately trained in the use of a defibrillator within 8 minutes of calling for help, to
maximise the benefits of resuscitation should it be necessary.

Greater Manchester Ambulance Service (GMAS) has developed sandardisec
protocols and procedures for managing paients with chet pain, acute myocardid
infarction (AMI) and other coronary syndromes. It is dso in the process of setting up a
cinicad governance webgte on an intranet Ste, which will contain dinicd  protocols
which can then be downloaded and read by paramedic Saff.

Heart Start UK is a nationd initigtive, coordinated by the British Heat Foundation, to
promote and deveop Emergency Life Support (ELS) training throughout the UK. ELS
comprises essentid actions needed to mantain life in an emergency, and indudes deding
with an unconstious pason who is bresthing, peforming CPR (cardiopulmonary
resuscitation) and asssting a suspected heart attack victim

Within the NW, Heat Stat UK has a high profile, working with a combinaion of
communities, schools, specific target groups and businesses.

Gregter Mancheter has eght initistives five located in communities, two amed a
specific target groups and one linked to a business.

Merssysde & Cheshire has thirteen initistives one located in a community, ten aimed a
specific target groups and two within schools.

Lancashire & Cumbria hes nine initistives two located in communities Sx amed d

specific target groups and one linked to a business.




5.6 Standard 6 of the NSF for CHD: NW Initiativesto Treat Heart Attack and
other Acute Coronary Syndromes

People thought to be suffering from a heart attack should be assessed professionally and, if
indicated, receive aspirin. Thrombolysis should be given within 60 minutes of calling for
professional help.

GMAS NHS Trugst paamedics dready adminider agpirin, and it is intended that dl
paamedic emergency savice personnd will be adminigering it before the end of 2001
GMAS NHS Trud is dso in the process of reducing its cdl to hospita times for patients
needing thrombolyss by reeducating paramedics in on-scene turnaround times. Changing
the contemporary culture of working practices will go some way to achieving this ir
addition to the devdopment of a traning progranme to improve the assessment anc
diagnosis of cardiac relaed chest pain. As a consequence, 75% of patients requiring
thrombolyds should arive a hospitd within 30 minutes of the initid cdl, which would hef
in meding the ams of this dandard (ie thrombolyss to be given within an hour of the cdl
for hep).

GMAS NHS Trugt will be congdering the posshility of providing training for paramedics ir
reading and interpreting 12 Lead ECG (dectrocardiograms), which will be used to decide
whether a patient requires thrombolyss. This might enable paramedics themsdves to provide
pre-hospitd thrombolyss to patients, rather than waiting for an ECG technician to cary out
an ECG and confirm whether a patients has had a heart atack, which would serve to reduce
cdl to needletime.

GMAS NHS Trug is dso currently piloting the use of hand-hed computer diaries by
paramedics in order to improve patient care. The diaries can be usad to kegp paramedics up-
to-date with information regarding diagnoss and trestment for coronary events, as they
provide rapid advice (in flow diagram form) of tretment and advice issues This s
particularly rlevant for new drug thergpies, where the evidence base may fluctuate.

Bury and Rochdale HA has recognised the need for grester involvement of the nuraing
edablishment to devdop a comprehendve thrombolytic sarvice Consequently it hee
gppointed two thrombolytic nurse pecidigts, based separately within the Bury and Rochdde
Truds to implement radicd changes in the management of acute myocardid infarctior
(AMI). They ae intended to promote AMI and thrombolyss protocols, provide continua
education to nurang saff, undertake dlinica audit and supervise/ educate junior doctors.

M er seyside HAZ islooking to meet this standard through developing doser working links
between their ambulance service and acute hospitas, and engaging front line g&ff inan

initia process of evadudion. Itisdso carying out areview of locd and internationd practice
in relaion to thrombolyds evauating exidting processes and investigating the use of
ambulances to hospitd telemetry.




5.7 Standard 7 of the NSF for CHD: NW Initiativesto Treat Heart Attack and
other Acute Coronary Syndromes

NHS Trusts should put in place agreed protocols / systems of care so that people admitted to
hospital with proven heart attack are appropriately assessed and offered treatments of proven
clinical and cost effectiveness to reduce their risk of disability and death.

GMAS NHS Trugt dready have and work towards standardised protocols and procedures
for managing pdients with cadiac ched pan, acute MI or other syndromes Thes
protocols indude CPR and ddfibrillation, pain rdief, agpirin and immediate trander tc
hosoitd.  All protocols are being reviewed, ultimady resulting in a ‘Clinicd  Standarde
Manud’ which will form the bassfor dl paramedic pre-hospita emergency patient care.

The dinicd audit department is beng developed to focus on audit trals becoming more
accessble and ‘in ling with the practice of other hedth care professonds.  This is being
achieved through collaboration with the Greaster Manchesder Accident and Emergency
Conaultants Forum, who have agreed to share rdevant NSF data for common date
collation.

Both of the Trugtsin Bury and Rochdde have amilar dinica sandards which will be
unified and converted into an agreed hospita-wide protocal.

5.8 Standard 8 of the NSF for CHD: NW Initiativesto Investigate and Treat
Stable Angina

People with symptoms of angina or suspected angina should receive appropriate investigation
and treatment to relieve their pain and reduce their risk of coronary events.

Bury & Rochdale HA’s Cardiac Implementation Team has developed RACPCs a two
gtes, and has agreed patients referrd criteria and procedure (including routine tests a GP
surgery or hospitd). Referrds made to the Chest Pain Clinic Service are seen within two
weeks of the referd beng made. Four clinics per week (two a each Trust) have beer
introduced and run padld to curent cadiology outpatient clinics Agreed dinicd
assessment procedures are in place, induding having an ECG on arivd, undertaking ar
exercise treadmill test and then being assessed by a Cardiac Nurse Specidist. These dinics
ae intended to be one-gop dinics those requiring cardiac follow-up recelve routine
appointments for the Cardiology Outpetient dinic.

Meseting gaffing needs is an important dement of the draiegy pursued a Bury & Rochdde
HA. Consequently a cardiologist has been gppointed to supervise the RACPCs — this is
sen as more dfident in tha an individud requiring further invedigation within the
RACPC can access this immediatdy from the cardiologid, thus reducing petient anxiety
and additiond delay that would be incurred by referrd to cardiac outpatients dlinic.

A Cadiac Nurse Specidist has been appointed to run the RACPCs, and is respongble for
aseang refared patients, devedoping a hospita-wide protocol for invedtigaing angine
and sugpected anging, ensuring education and secondary prevention and  disseminating
hospita-wide dinica sandards for CHD. Further roles indude establishing dose links with
other nurse specidigs, and with the Specidist Smoking Cessation Service.
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Merseysde HAZ and S Heens & Knowdey HA Hedth Improvement Pan Reward
Scheme have supported the development of the Nationd Refractory Angina Centre & the
Cardiothoracic Centre (CTC) in Liverpool. The work at the Centre was recognised by the
awarding of the Nye Bevan Award. It operaes a patient-centred gpproach to enhancing
drug thergoy and sdf managemet for patients who continue to suffer from angina and
would not bendfit from revascularisation. It has been shown to improve petients qudity
of life

5.9 Standard 9 of the NSF for CHD: NW Initiatives to Support
Revascularisation

People with angina that is increasing in frequency or severity should be referred to a
cardiologist urgently or, for those at greatest risk, asan emergency.

The Greater Manchester Health Authorities are deveoping a long term investment plan
to fedilitate achievement of the NSF targets The plan will build on the recommendations of
the Dargie draegy for invesve and tetiay cardiac sarvices in the North West. All tertiary
savices in Grester Manchester are specidis commissioned and have been funded from
earmarked money and Boyle funds.

In 2000/20001 investments of NSF and Boyle monies facilitated an additiond 329
revascularisation procedures (PTCAs and CABGSs) compared to the previous year's service
agreement. Grester Manchester Hedth Authorities have invested additiond funds to
consolidate dl Boyle activity funded in 2000/2001, and to provide an additiond 384
procedures compared to last vear’' s outturn.

Merseysde HAZ's CHD Programme has introduced Rapid Access Chest Pain Clinics
(RACPCy) into each of the five Acute Trugts within the HAZ zone. The number of weekly
clinics within each Trugt varies, and the Truds are a vaious sages of deveoping referrd
protocols. The HAZ has adopted a patient-centred gpproach, which includes counddling in
a multrdisciplinary sdting and the use of nonrinvesve treatment thergpies before
conddering the gpplication of invasve thergpies.

5.10 Standard 10 of the NSF for CHD: NW I nitiativesto Support
Revascularisation

NHS Trusts should put in place hospital-wide systems of care so that patients with suspected
or confirmed CHD receive timely and appropriate i nvestigation and treatment to relieve their
symptoms and reduce their risk of subsequent coronary events.

Merseyside HAZ has acknowledged limited loca cgpacity for the surgicd trestment of
CHD by devdoping revascularisstion services a the Cardiothoracic Centre (CTC) in
Liverpool. Over the past year, short-term measures have been put in place to boogt the
throughput of patients & CTC recelving both Coronary Artery Bone Graft (CABG) and
Percutaneous Trandumind Coronary Angioplasty (PTCA).

A ocombinaion of Meseysde HAZ and mandream funding will dlow for additiond
operating theetres and catheterisation laboratories to be built and saffed a CTC, which will
lead to a permanent increase in the capacity for revascularisstion procedures per year in the
Merseysde Zone. A target has been st for an additiond 100 CABGs and 55 PTCAS within
the CTC. Over the next year, it intends to buy the services of an additiona surgeon a CTC.
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Manchester, Salford & Trafford HAZ undertook an equity profile (‘Heat Hedth For
All') which highlighted ineguity in the rate of revascularisstion procedures in  different
pats of the HAZ zone. Certan aress had low procedure rates despite high leves of
deprivation and mortdity, whils other aress had high procedure rates despite lower levels
of deprivation and mortdity. As a consequence of the equity profile, a series of practice
vigts within each PCT has been aranged to vdidate the data and assess referrd practices
within generd practice.

Future peformance management arangements mug include the requirement that PCTs
and generd practices within them assess equity of access and develop robust action plans,
driven by well-defined policies, to assess over or underprovision of services

Sockport PCT has an agreed network-wide protocol for the identification, referrd,
investigation and trestment of people who may benefit from coronary revascularisation.
Gregter Manchester hedth authorities are developing a long-term invesment plan thet
will support equity of access to tertiary services, as wel as a coordinaed approach to
increasing fadilities

5.11 Standard 11 of the NSF for CHD: NW Initiativesto Manage Heart
Failure

Doctors should arrange for people with sugpected heart failure to be offered appropriate
investigations (eg electrocardiography, echocardiography) that will confirm or refute the
diagnosis. For those in whom heart failure is confirmed, its cause should be identified —
treatments most likely to both relieve their symptoms and reduce their risk of death should be
offered.

Chorley and South Ribble PCT have recognised that the process of refard for an
echocardiograph via GP and cadiologigs can be farly convolued, and may creste
excessve demand for services. Consequently it is exploring the possibility of setting up a
direct access service, whereby GPs can make refards for patients to be seen by &
cadiologig during their vigt to GP surgery.

Within South Manchester PCT, a dgnificant number of GP practices have achieved
condgency in identifying patients with heart falure Furthermore a pilot project has been
undertaken within two GP practices to test the methodology for identifying patients with
heart fallure, aswell asto assesstheir dinica management needs.

As a consequence of this project, the South Manchester University Hospitals Trust’s
Heart Failure Sub-group are developing work around diagnosis and trestment protocals,
primary hedth care team traning nesds and the avalability of eectrocardiograph
equipment and expertise. This will create a framework for rolling out a modd for heart

falure management in primary care.

Aintree Hospitals NHS Trust has achieved Bescon datus for ther Heart Falure Service
This involves a dedicated hospitd based nurse who supports Primary Care and Community
Sarvicesregarding heart fallure patients.
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5.12 Standard 12 : Cardiac Rehabilitation

NHS Trust should put in place protocols/systems of care so that, prior to leaving hospital,
people admitted to hospital suffering from CHD have been invited to participate in a
multidisciplinary programme of secondary prevention and cardiac rehabilitation. The aim of
the programme will be to reduce their risk of subsequent cardiac problems and to promote
their return to a full and normal life.

Studies of cardiac rehabilitation sarvices tend to fdl within two caegories those which ae
exercise-basad and those which atempt to evauate the additiond impact of psychologicd and
educationd interventions

o Exercise

A systemdic review®® found that exercise had a positive impact on patients physicd ability to
exercise, as well as on physologicd measure of cardiac disease. Not enough evidence exidts to
compare different levels of exercise intengty. However, exerdse done had no dgnificant effect
on morbidity (evduated by nonfatd Ml s) or overdl mortdity rates, despite a trend towards a
beneficid effect with respect to angina Exercise as a sole intervention has a podtive impact on
the physica agpects of recovery, but impacts on the psychosocid aspects are unclesr.

Manchegser, Salford and Trafford HAZ have commissoned Manchester Metropolitan
Universty to underteke a mgpping exercise of dl phydcd adtivity initiives within the
dty. The am is to produce a directory of phydcd activity initiatives which primary hedth
care teams and rehabilitation professonas can recommend to patients.

It is intended to be an ongoing process, whereby the directory is condantly updated, thus
enhancing its sustained precticad vaue. Members of the public in each PCT area are being
recruited to undertake the work, prior to which they receive accredited training.

o Psychosocial and educational interventions

Patients have identified ther prime requirement as practicad, honest advice concerning ther
condition. Psychosocid interventions can indude patient education, counsdling and behaviourd
interventions, and these have been shown to affect risk factors including blood pressure and
choleterdl leves They have been shown to produce dgnificant improvements in psychosocid
wdl-being and patient knowledge, especidly in rddion to the benefits of activity. Such
psychosocid interventions can dgnificantly  reduce morbidity and mortdity in patients with
CHD®°, and may produce a 46% reduction in non-fatd cardiac events a two- year follow-up.

Inpatient education has been shown to produce sgnificant improvements in smoking behaviour,
activity levels and other activities to improve hedth. Furthermore, education of both patient and
patner can leed to improved knowledge lesser disability ad improved hedth behaviour.
Information relayed by hedth professonds may dso be inadequate. There is evidence that often

8 Wenger, NK et al. Cardiac rehabilitation as secondary prevention. Agency for Health Care Policy and Research
1995)

gg Mullen, PD et a. A meta-analysis of controlled trials of cardiac patient education. Patient Education Counselling
(1992); 19: 143162
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patients have not undersood educationd materid, and information-giving procedures can be
inadequate, incongstent and inaccurate.

Trafford South PCT is funding a digance learning training course, run by the Primary
Care Traning Centre in Bradford, for both practice and distnict nurses and hedth vistors
The course comprises 9x sections on different aspects of CHD risk and rehabilitation:
generd agpects of CHD and preventive medicine; risk factors (both behaviourd and non-
behaviourd), diagnoss and monitoring (eg checking blood pressure, usng ECG);
interventions (both pharmacologicd and non-pharmacologicd); compiling CHD regigers
and thar vdue; and CHD and ethnic minority groups

The course encourages nurses to apply ther learning to a live Stuation, and ther traning
enables students to receive credits which can be transferred to adiplomaleve course.

South Manchester PCT hes devdoped a community-based Cardiac Rehdbilitation
Programme centred around a hedth care centre. A multidisciplinary gpproach includes
involving a community physothergpist as pat of the cardiac rehabilitation team, so that
specific advice concarning mobility problems may be offered. Long term gods indude
improving levels of communication through the Primary Cae Collaborative, as wdl as
implementing the aity-wide protocol for cardiac rehabilitation.

o Combined exercise and psychological —educational interventions

Combining exedse with multifactorid  programmes  (induding patient  educdtion  and
counsdling) can lead to improvements in risk factors, paticulaly in reaion to reduced lipids
and blood pressure. Data from three published meta-andyses suggest a reduction in cardiac
mortdity of about 20-25%, dthough no dgnificant effect on non-fad re-infarctions was found.
It may be that the benefits of gppropriate cardiac rehebilitation are gregter in patients with more
severe cardiac disease.

Salford PCT is piloting a cadiac rehabilitetion sarvice within a community setting, whick
it intends to audit and, if successful, reproduce a a second community Ste. Two cardiac
nurses have been gppointed, in addition to a CHD dietician. The pilot programme focuses
on the sx week period between discharge from Hope hosatd after cardiac event (heart
atack, bypass surgery, angioplasty) and commencement of hospitd rehabilitation. It is
based on research evidence regarding the increesed likdihood of patients engaging in risk
taking behaviour (eg smoking) and the onsat of depressve moods during this period.

The rehabilitation programme runs twice a week for eght weeks and will have
goproximatey  ten  participants. It incorporates  educetion, exercise,  physictherapy
involvement and dress / rdaxation thergpy. The educaiond components indude watching
videotapes produced by the British Heart Foundation, talks on smoking cessdion / other
risk factors and recommencing sexud activity. Both cardiac nurses are traned &
intermediate advisars in smoking cessation. The exercise component incdudes a variety of
aerobic exercises tha rase the heart rate eg circuit training, treadmill, rowing machines and
exadse bikes Physothergoy involvement congders joint problems both individudly anc
within a group context. The dress and relaxation dement involves discussons on Sress
management, and gppropriate methods of relaxation.
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A programme of support for cardiac surgery pdients and their families has been
devdoped as a framework for cardiac rehdbilitation in Manchester. In addition to

supporting people dter a cardiac evert, it ams to influence the underlying cause of CHD
and to encourage patients to achieve the best physicd, mental and socid condition.

This modd of care, which provides home vidgts and works with both patients and families
| caers, leads seamlesdy into secondary care and involves the entire primary hedth care
team, incduding hedth vidtors and didrict nurses. Psychologicd support for the patient
and family has been highly sgnificant.

The programme has four objectives:

Support patients and families through the rehabilitation process, promoting risk factor
management and emoationd / psychologica well-beng

Offer easy access for patients with heart disease

Support and guide the patient and family towards a more active and hedthier lifestyle

Provide an environment where people can gain support and reassurance

There are four phases comprisng the programme :
Phasel: In-hospita

Involves a vaiety of procedures induding an assessment of physcd, psychologicd and
socid needs for cardiac rehabilitation, socid assessment and familid / caer needs, initid
advice on lifesyle and prescription of effective medication, with education about its use A
completeindividua patient plan is produced.

Phese |l: Early Pogt-Discharge

Continuation of cardiac risk assessment, including blood pressure, BMI, medicd higtory,
current medications and family higory of premaure CHD and other illnesses  Other
assessments rdlate to emotional / psychologicd needs, and there is provison of lifestyle
advice.

Phase 111; Four Weeks Post-Evert

This pat of the programme continues for three weekly sessons for 6-9 weeks. Its content
indudes gdructured physcd activity sessons to meat the needs of individud petients, further
assessment of emotiond / psychological needs, and access to relevant advice / support from
peopletrained in exercise, relaxation, health promotion and psychologicd interventions.

Phase |1V: Follow-up and Long Term Maintenance

This pat of the programme continues for 12 weeks or longer, depending upon patient needs.
It indudes cholesterol check and review of risk reduction measures againg individua patient
plan, as wdl as long term fallow-up and risk management in primary care, and involvement
with Cardiac Support Groups and Active Heart Schemes. Further gpproved community-based

initiatives are offered.




ACE inhibitor

Aerobic exercise

Angina

Angiogram

Angiography

Angioplasty
(or PCTA)

Anticoagulant

Anti-platelet drug

Arrhythmia
Artery

Aspirin
Atherosclerosis

Atrial Fibrillation

Beta-blocker

Section 6: Coronary Heart Disease : Glossary

A drug. ACE stands for 'angiotensin converting enzyme

Repetitive, rhythmic exercise involving large muscle groups. Examples include
brisk walking, cyding and svimming.

Heaviness or tightness in the centre of the chest which may spread to the arms,
neck, jaw, face, back or stomach. Causad when the arteries become so narrow
that not enough oxygencontaining blood can reach the heart muscle when its
demands are high - such as during exercise.

An X-ray picture of the blood vessdls which shows where the arteries are
narrowed and how narrow they have become. A fine, hollow tube caled a
‘catheter’ is introduced into an artery in the forearm or groin and is gently
advanced through the blood vessds. A dye isthen injected into the blood
vessdls and X-rays taken from severa angles. Thisdlows a‘road map’ of the
blood vessdls to be drawn, showing where they are narrowed and how narrow

they have become. This procedure may be carried out to examine the coronary
arteries (a coronary angiogram) or other arteries in the body.

A test to show where the arteries are narrowed and how narrow they have
become.

A trestment to improve the blood supply through an artery. A catheter (afine,
hollow tube) with asmadl inflatable balloon at itstip isinserted into aveinin
the groin and passed through to the narrowed artery. The balloon is then gently
inflated so that it squashes the fatty tissue responsible for the narrowing, and
widens the artery.

A drug used to reduce the risks of blood clots forming.

A drug to prevent the clotting of blood. Anti-platelet drugs act by reducing the
‘Clsgfki ness of platelets - the smal blood cdlls that can clump together to form a
A disorder of the heart rhythm.

A main blood vessel carrying blood from the heart to the rest of the body.

An anti-platelet drug used to help prevent blood clots forming.

The build-up of fatty materials within the walls of the arteries.

A type of arrhythmiawhich can produce unplessant pal pitations and
breathl essness

Beta-blockers are drugs that block the actions of the hormone adrenaline that
makes the heart beat faster . They are used to help prevent attacks of angina, to
lower blood pressure, to help control abnormal heart rhythms, and to reduce the
risk of afurther heart attack in people who have dready had one.
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BMI

Cardiac arrest

Cardiac
catheterisation

Cholesterol

CABG
Coronary Artery

Bypass Graft
Coronary (or

ischaemic) heart
disease

Coronary thrombosis

Defibrillator

Diuretic

Echocardiogram

Electrocardiogram

Body massindex. A formulato work out whether a person is overweight,
cdculated by dividing weight (in kilograms) by height (in metres? ). People with
aBMI of 25-30 are consdered overweight. Those with aBMI over 30 are
obese,

When the heart stops pumping, and quivers or ‘fibrillates instead.

A procedure to obtain information about the blood pressure within the heart, the
function of the pumping chambers and valves, and the severity and position of
any narrowings in the coronary arteries. A catheter - along, flexible, plastic
tube, roughly the diameter of the lead in apencil - isinserted into avein or
artery either in the groin or the arm. Using X-ray screening, an operator directs
the catheter through the blood vessels and into the correct position within the
heart. X-ray films are then taken by injecting afluid down the catheter and
running a camera. The test takes between 20 minutes and an hour and is done
under local anaesthetic.

A fatty substance mainly made in the body by the liver. Cholesterol plays avitd
role in the functioning of every cdl wal throughout the bodly. It is dso the
materid which the body uses to make other vital chemicas. However, too much
cholesterol in the blood can increase the risk of getting coronary heart disease.

An operation to bypass a narrowed section or sections of coronary arteries and
improve the blood supply to the heart.

When the wadlls of the coronary arteries become narrowed by a gradud build-up
of fatty materia called atheroma. When atheroma affects the
coronary arteries, it can cause angina, heart attack or sudden death.

When ablood clot formsin a coronary artery and causes a heart attack.

A device which delivers a controlled eectric shock through the chest wall to the
heart, in order to restore anorma heartbest.

Diuretics increase the output of water and sdlt in urine. They are used to treat
heart failure and lower blood pressure.

An ultrasound picture of the heart which shows the structure of the heart and
how it isworking. A pulse of high frequency (inaudible) sound is transmitted
through the skin of the chest by placing a recorder (probe) on the chest wall.
Jdly is rubbed on the chest firgt, to help make a good contact. The probe then
picks up the echoes reflected from various parts of the heart and displays them
as an echocardiogram — a picture on a screen.

Also known as ‘ECG'’. A test to record the rhythm and activity of the heart.
Small meta patches, set in sticky plaster, are put on the arms, legs and chest and
are connected to a recording machine. This recorder picks up and amplifiesthe
electrical signals produced by each heartbeat. A few beats are recorded from
each set of electrodes and recorded on paper.

An ECG can detect abnormadlities of heart rhythm. It can tell if a person has had

a heart attack, either recently or some time ago. It can aso give information on
whether the heart has become enlarged or isworking under drain.

52



Heart attack (also
known as Myocardial
Infarction)

Heart failure
Hypertension
Lipid-lowering drug
Lipids

Nitrate

Obesity

PTCA
(Percutaneous
Tranduminal
Coronary Angioplasty)
Platelets

Polyunsaturated fat

Rehabilitation
programme

Revascul arisation

Risk factor for
coronary heart disease

Saturated fat

When one of the coronary arteries becomes blocked by a blood clot and part of
the heart is starved of oxygen. A heart attack usually causes severe pain in the
centre of the chest. The pain lasts for more than 15 minutes, and may last for
many hours. The pain usudly feds like a heaviness or tightness which may aso
spread to the arms, neck, jaw, face, back or ssomach. In some casesthe pain
may be mistaken for indigestion. There may aso be sweeting, light-headedness,
nausea or shortness of breath. A heart attack may cause the rhythm of the heart
to become disturbed. Sometimes a heart attack is‘slent’ and produces little

discomfort. It may even remain undiscovered until amedica investigetion for
other symptoms or aroutine medica examination.

When the pumping action of the heart is inadequate.
High blood pressure
A drug to lower cholesterol level

Fatty substancesin the blood, including HDL cholesterol, LDL cholesterol and
triglycerides.

A drug that is useful in rdieving angina pain.
Being excessively overweight, or carrying an excess accumulation of body fat.

Percutaneous trandumind coronary angioplasty: aform of revascularisation
which involves inserting a catheter into a patient’s coronary artery and inflating
atiny baloon in order to open ablockage and restore blood flow to the heart.

Smdl blood cdls.

A type of fat found in foods from plant and fish, such as cornflower ail,
sunflower ail, fish ail, and some margarines and spreads. Eating
polyunsaturated fats rather than saturated fats helps to reduce the blood
cholesterol leve.

A programme for people who have had a heart attack or heart surgery covering:
exercise, relaxation, and information on lifestyle and trestment. The structure of
the programme can vary but patients usudly start the programme about six
weeks after a heart attack or heart surgery. It may involve attending once or
twice aweek for between six and eight weeks, athough some programmes last
longer.

A procedure that either opens up the existing blood vessels or encourages new
onesto form. There are two types: CABG and PTCA.

Something that can increase the risk of getting coronary heart disease. Risk
factors can include smoking, high blood pressure, high blood cholesterol and
physicd inactivity, obesity, diabetes and family history.

A type of fat found mainly in food from anima sources (particularly dairy and
meat products).



Satin
Thrombolysis
Thrombosis

Unsatur ated fat

Ventricular fibrillation

Warfarin

A drug used to reduce cholesteral levels.

Treatment to help dissolve a dot blocking an artery.

Formation of ablood clot in the blood vessels or heart.

A type of fat found mainly in foods from plant and fish sources. They include
polyunsaturated fats and monounsaturated fats. Eating unsaturated fats rather
than saturated fats helps to reduce the blood cholesterol levdl.

A life-threatening disturbance in the heart rhythm which causes the heart to
quiver or ‘fibrillate in a disordered way.

A type of anticoagulant drug, used to reduce therisk of blood clots forming.



Section 7: Coronary Heart Disease: Useful Websites

The following webstes provide ussful information rdevant to heat hedth. Most of them ae
linked to the British Heart Foundation webste. They have been organised according to the type

of information they provide.
Educational resour ces

BBC Education: Fighting Fat, Fighting Fit

BBC Education: Heart Specid

BBC Education Web Guide

Heart Point

Mind, Body and Soul

Thissteisamed a Key Stage 4 pupils aged 14

— 16 years

Nationa Cycle Network

North West Cycling Project

Walking the way to hedth
BHF and the Countryside Agency

Wired for Hedlth

This is the main online information source for the
UK Government’s Hedlthy Schools Programme

Government / NHSLinks
Department of Health Home Page
Hedlth Development Agency

North West Public Hedlth Observatory

Heart foundations and smilar organisations
Action on Smoking and Hedlth (ASH)
British Heart Foundation
Children’s Heart Foundation
Nationa Heart Forum

An dliance of organisations working to reduce the
risk of CHD in theUK

http://www.bbc.co.uk/health/fightingfat/
http:/Avww.bbc.co.uk/education/heal th/heart/
http:/Avwww.bbc.co.uk/educatiorn/home/
http://Amww.heartpoint.com/

http:/Amww.mindbodysoul .gov.uk/

http://www.nationa cyclenetwork.org.uk
http:/Aww.cycling.org.uk/

http:/Avww.whi.org.uk/

http:/Aww.wiredforheal th.gov.uk/

http:/Amww.doh.gov.uk/dhhome.htm
http:/Amww.hda-online.org.uk/

http://nwpho.org.uk/

http://www.ash.org.uk/
http:/Avww.bhf.org.uk/
http:/Aww.childrens -heart-fed.org.uk/
http://mww.heartforum.org.uk/



No Smoking Day

QUIT
UK charity helping smokersto give up

Resuscitation Council (UK)

Provide educationa materids on effective methods

of resuscitation

Support networksand local groups

Help and advice for friends, families and
professionals concerned with children with heart
disorders

Nationa Heart Support Association - Heart Link

A support group for al heart patients of any age
and their carers

The British Heart Foundation Cardiac
Rehabilitation Research Unit

Provides alig of dl Cardiac Rehahilitation
Programmesin the UK

http:/AMww.nosmokingday.org.uk/

http:/iAww.quit.org.uk/

http:\\www.resus.org.uk/

http:/Aww.childrens -heart-fed.org.uk/

http://Amww.heartlink.org.uk/

http://www.york.ac.uk/depts/hstd/cardiac_rehab/
cr_programmes.htm



Appendices
l. Prevalence of morbidity within NW Region

The following tables illudrate the diveraty of hedth behaviour and experience within different
parts of the North West. All of the data is taken from the Hedth Survey for England 1994-1996
(Depatment of Hedth), and has been produced by Socad and Community Planning Research
(SCPR).

The European Standard population has been used to cdculate the age-standardised figures. Age
dandardisation is used to adjust for the effects of any differences in the age didribution of the
sample, and S0 is particularly useful when making comparisons between different aress.

Note: in the Sgnificance Indicator column, “H” or “L” vaues (emboldened) identify hedth
authorities whose dandardised edimaes are ggnificantly higher or lower then the average for
England a the 95% confidence leve. ‘N’ indicates that the sandardised estimates are normd (ie

goproximate to the average for England).

Prevalence of Acute Sickness by Health Authority

Standardised | Significance | Standardised | Significance
North West Health Authorities Rate per indicator Rate per indicator
Region 100: (Males) 100: (Females)
Mean Mean
(Males) (Females)

Bury & Rochdale 155 N 203 N
Manchester 14.3 N 14.8 N
Greater Salford & Trafford 184 H 239 H
Manchester Stockport 106 N 141 N
West Pennine 218 H 16.6 N
Wigan & Bolton 16.0 N 188 N
Liverpool 150 N 217 N
North Cheshire 116 N 174 N
Merseyside South Cheshire 133 N 153 N
& Cheshire Sefton 142 N 19.7 N
S Helens& Knowdey 172 N 189 N
Wirral 173 N 189 N
Eag Lancashire 187 N 144 N
L ancashire South Lancashire 104 N 125 N
& Cumbria North West Lancashire 182 N 103 L
North Cumbria 75 L 136 N
M orecambe Bay 115 N 16.6 N
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Proportion with Sdf-assessed Fair, Poor or Bad Health by Health Authority

Standardised | Significance | Standardised | Significance
North West Health Authorities Rate per indicator Ratep indicator
Region 100: (Males) 100: (Females)
Mean Mean
(Males) (Females)
Bury & Rochdale 26.6 N 29.1 N
Manchester 2717 N 338 H
Greater Salford & Trafford 24.0 N 273 N
Manchester Stockport 175 N 185 N
West Pennine 211 N 26.0 N
Wigan & Bolton 314 H 274 N
Liverpool 295 H 292 H
North Cheshire 301 H 26.8 N
Merseyside South Cheshire 199 N 236 N
& Cheshire Sefton 165 N 179 N
S Helens& Knowdey 29.1 N 337 H
Wirral 202 N 254 N
Eag Lancashire R4 H 29.6 N
. South Lancashire 159 N 12.3 L
Lancashire i
& Cumbria North West Lancashire 246 N 238 N
North Cumbria 183 N 214 N
M or ecambe Bay 21.3 N 2.7 N
[I.  Prevalence of risk patternswithin NW Region
Proportion of Cigarette Smokers by Health Authority
Standardised | Significance | Standardised | Significance
North West Health Authorities Rate per indicator Rate per indicator
Region 100: (Males) 100: (Females)
Mean Mean
(Males) (Females)
Bury & Rochdale 365 N 37.3 H
Manchester 3R24 N 438 H
Greater Salford & Trafford 26.1 N 322 N
Manchester Stockport 29.0 N 191 L
West Pennine 40.2 H 364 N
Wigan & Bolton 3438 N 29.8 N
Liverpool 29.6 N 37.7 H
North Cheshire 228 L 19.9 N
Merseyside South Cheshire 275 N 26.2 N
& Cheshire Sefton 332 N 307 N
S Helens& Knowsey 30.3 N 329 N
Wirral 253 N 289 N
East Lancashire 3H1 N 288 N
L ancashire South Lancashlre- 299 N 280 N
& Cumbria North West Lancashire 30.2 N 288 N
North Cumbria 26.7 N 289 N
M orecambe Bay 293 N 26.8 N




Proportion Overweight (ie Body Mass Index : 25 - 30) by Health Authority

Standardised | Significance | Standardised | Significance
North West Health Authorities Ratep indicator Ratep indicator
Region 100: (Males) 100: (Females)
Mean Mean
(Males) (Females)
Bury & Rochdale 40.1 N 29.3 N
Manchester 441 N 375 N
Greater Salford & Trafford 47.2 N 289 N
Manchester Stockport 462 N 353 N
West Pennine 509 N 30.2 N
Wigan & Bolton 39.0 L 328 N
Liverpoadl 489 N 30.7 N
North Cheshire 489 N 301 N
Merseyside South Cheshire 4.2 N 348 N
& Cheshire Sefton 478 N 251 N
S Helens& Knowdey 459 N 30.7 N
Wirral 405 N 316 N
Eag Lancashire 409 N 321 N
. South Lancashire 485 N 322 N
Lancashire i

& Cumbria North West Lancashire 387 N 29.7 N
North Cumbria 482 N 30.2 N
M or ecambe Bay 451 N 304 N
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I11. SMRsfor CHD within Three Selected NW Health Authority Areas. Bury
& Rochdale, St Helens & Knowdey and East Lancashire, 1997-1999

Standardised Mortdity Ratio (SMR) is used to compare mortdity rates in different population
groupings, taking into account age and sex differences.

SMRs for England and Wades are dways 100, therefore if an area has an SMIR greater than 100,
then the population of that area has a mortdity rate grester than the average for England and
Wades dter adjugting for differencesin the structure of the population.

Three hedth authority areas have been randomly sdected: Bury & Rochdde St Heens and
Knowdey and Eagt Lancashire. Each of them is located within eech of the three zond units of
NWPHO. SMR data dearly illudraies sharp differences between and within the three aress a
HA, PCGIT and ward levd®. SMR data from eght randomly sdlected wards within each hedth
authority area are provided.

Note: SMRs for larger population areas (HA, PCG/T) provide a much more accurate reflection
of rdaive CHD mortdity in rdation to other amilar Szed aress of population. It is important to
be cautious when reflecting on and comparing SMRs a ward levd, which comprise very smdl
populations, as any increase in CHD degths a the local population leve leads to a huge increase
in the recorded SMR.

O HA level SMR data

NW Health Authorities Made SMR Femde SMR Total SMR (All Ages)
(064 0-64)
Bury & Rochdae 131 145 124
St Helens & Knowsley 134 192 126
East Lancashire 137 155 132
a PCG/T level SMR data
PCG/TinBury & Made SMR Femde SMR Total SMR (All Ages)
Rochdale 0-64) 0-64)
Bury North 111 174 129
Bury South 127 70 122
Heywood & Middleton 159 210 133
Rochdale 133 148 118
PCG/T inStHelens& Mae SMR Femde SMR Total SMR (All Ages)
Knowsley 0-64) 064
Central & South Knowsley 152 178 125
Kirkby 14 268 134
Newton & Haydock 149 168 123
St Helens North 81 169 111
St Helens South 136 216 142

9 SMRsfor CHD in selected HA areas (1997-1999) Small Area Database, North West Regional Office 2000




PCG/T in East Lancashire Made SMR Femde SMR Total SMR (All Ages)
(064 0-64)
Blackburn with Darwen 172 166 138
Burnley 157 160 134
Hyndburn 124 180 133
Pendle 125 162 133
Ribble Valley 65 119 109
Rossendale 141 121 134
0 Selected Ward level SMR data
Bury & Rochdale HA Mae SMR Femde SMR Total SMR (All Ages)
Wards 0-64) 064
Besses 209 45 143
East 124 310 127
RadcliffeCentra 128 143 171
Castleton 192 261 136
Middleton Central 224 237 136
Middleton West 276 324 172
Norden & Bamford 82 69 91
St Helens & Knowsley HA Mae SMR Femde SMR Total SMR (All Ages)
Wards 0-64) 064
Halewood East 118 116 A
Halewood South 173 283 122
Longview 207 362 169
St Michaels 134 485 173
Eccleston a7 158 103
Parr & Hardshaw 161 339 191
Rainhill 170 234 142
Windle 76 104 102
East Lancashire HA Made SMR Femde SMR Total SMR (All Ages)
Wards 0-64) (0-64)
North Turton 0 0 73
Gawthorpe 191 429 130
Hapton 247 176 202
ClaytonLe-Moors 107 257 153
Ped 102 405 166
Ribblesdale 104 334 91
Greensclough 139 44 193
Stacksteads 149 254 110
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