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Conference on the Implementation of the 
Cardiovascular Health Strategy 

May 18-192001 

Organised by the Irish Heart Foundation in association with the Irish 
Cardiac Society 

FOREWORD 

The decision of the Irish Heart Foundation to hold a conference on the implementation of "Building 
Healthier Hearts", the Government sponsored strategy on the development of cardiovascular 
services, was an important innovation. It extended the application of the Foundation's mission by 
bringing together the major interests responsible for the formulation and implementation of policies 
to combat cardiovascular illness in this country. It should be emphasised that this meeting related 
mainly to pre-hospital services, care in hospital and rehabilitation. It is planned to hold a further 
meeting with greater emphasis on and participation from primary care and community health. 

Co-sponsored by the Irish Cardiac Society, it was attended by forty-two individuals who 
represented the medical Profession, the Department of Health and Children, Public Health, Health 
Boards, Patients and other interested parties. The brief was to identify those items amongst the 211 
recommendations in the strategy document deemed to warrant temporal priority in implementation. 
This was successfully achieved by the use of a format, which consisted of an initial presentation of 
the current situation by a number of individuals who have been involved in the process to date, a 
series of workshops, and a final plenary session at which the conclusions of the workshops and the 
priorities-ranked in order of importance -were presented by each group. 

A discussion followed resulting in the identification of those specific recommendations, which 
should receive prioritisation. They are presented in this document together with a resume of the 
proceedings of the Conference and the reasons for their selection. 

It is hoped that this Conference will help the Advisory Forum and others charged with the difficult 
task of implementation and that agreed prioritisation by the representatives of the principal parties 
involved will help to expedite the process. 

Brian Maurer 

President 
Irish Heart Foundation 
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OPENING REMARKS 

Opening the meeting, IHF President Or Brian Maurer, who chaired the proceedings, said it had been 
the earnest endeavour of the Foundation over the past two decades to reduce morbidity and 
mortality from premature cardiovascular disease through research, education, and community 
service. The development of the Cardiovascular Strategy and the formal adoption of its aims by the 
Department of Health and Children had been a source of considerable gratification to all who had 
worked so hard towards these ends. 

He stressed that the recommendations had to be implemented over a period of time. They must be 
phased in and funded. An adequate infrastructure would be needed to achieve this. "The purpose of 
this meeting is to advise those responsible for implementation of what we would regard as the most 
important and immediately necessary recommendations, which would allow us to achieve the long
term aims of the Strategy as rapidly and cost-effectively as possible." 

Or Maurer outlined the key broad issues involved health and social gain, equity of access, quality, 
effectiveness, efficiency and accountability/audit. He said he hoped the meeting would decide on 
priorities, which would go forward to the Advisory Forum on Cardiovascular Health and the 
agencies responsible for implementing the Strategy. 

The Taoiseach, in launching the Strategy, noted that cardiovascular disease was the scourge of 
modem Irish society. This meeting was part of the process aimed at addressing that problem, Or 
Maurer pointed out. 

Or Kieran Daly, President of the Irish Cardiac Society, said the development of the Cardiovascular 
Strategy was a window of opportunity that must be grasped. 

The meeting was divided into two sections firstly presentations from key players on the present 
situation with regard to implementation and a series of workshops designed to identify priorities in 
regard to implementation. 
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THE PRESENT SITUATION - AN OVERVIEW OF THE STRATEGY 

Mr Chris Fitzgerald. Principal Officer. Health Promotion Unit, 
Department Of Health And Children. 

Mr Fitzgerald told the meeting that the background to the Strategy was the unacceptably high rate 
of heart disease in Ireland - incidence and survival rates. lifestyle factors and health inequalities 
were all part of the equation. The Strategy looked at addressing risk factors in the population, 
detecting those at high risk. dealing effectively with those with clinical disease and ensuring best 
survival and quality oflife for those who recovered from heart attacks . 

. . 
Outlining some key challenges, Mr Fitzgerald pointed out that one difficulty was the lack of 
prioritisation of the Strategy recommendations and this was a problem with regard to 
implementation. The Advisory Forum tasked with implementing the Strategy would decide on 
prioritisation. 

Another key challenge was the question of securing adequate funding. Initial funding was costed at 
£ 150 million for full implementation and it was hoped to have £70 million of this allocated by year 
three. There was also an issue in relation to manpower recruitment. The Strategy placed a 
consirlerable emphasis on recruiting new statI, especially specialist statT, and there had been 
difficulties in recruiting some stafT. A further difficulty was securing multi-sectoral action. 

Mr Fitzgerald stated the role of primary care was an area of concern and there were certain issues 
which needed to be addressed. There were also many recommendations in the Strategy in relation to 
consultant posts, which were central to its implementation. Comhairle na nOspideal had been asked 
to lead a working group to prepare a plan for the provision of the necessary consultant posts. 

The medium term objective of the Strategy, said Mr Fitzgerald, was to bring the levels of death 
from coronary heart disease in line with the EU average, and the long-term objective was to reduce 
the rates down to those of the best performing EU countries. 

Outlining the national and regional implementation structures, Mr Fitzgerald said at the top of the 
pyramid was the Heart Health Taskforce. Working closely with this was the Advisory Forum, 
which was working well, with sub-committees feeding very powerfully into the implementation 
process. The Forum was crucial to the success of the Strategy. 

Mr Fitzgerald added that within the Department of Health and Children was an Interdivisional 
Working Group representing different sectors within the Department. 

There were also committees in each health board region, chaired in the main by Directors of Public 
Health. looking at the implementation of the Strategy on a regional basis. 

As regards funding, Mr Fitzgerald said that in the first year of implementation (2000), £12 million 
was granted in new money for the Strategy. Of this, £10 million was given to the health boards and 
£2 million held for major initiatives including health promotion, c;ardiac technician training and the 
establishment of the Pre-Hospital Emergency Care Council (PHECC). 

In year two (2001), £27 million had been allocated £23 million to health boards and £4 million held 
for national initiatives including continuation of health promotion activities, and £2 million for the 
primary care/secondary prevention pilot scheme, in addition to funding for the CHAIR (Coronary 
Heart Attack Ireland Register) project. . 
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Outlining the achievements in year one. Mr Fitzgerald included the "Ireland needs a Change of 
Heart" promotional campaign, an initiative to stop women from smoking, the inclusion of nicotine 
replacement therapy on the GMS (introduced in April 200 I) and the appointment of community 
nutri tionists. 

[n primary care, the key development had been the planning of the first phase of the programme for 
structured secondary prevention of cardiovascular disease in general practice. Already some local 
pilot projects had been established, and equipment had been purchased for general practice. 

As regards pre-hospital care. money had been spent on defibrillators and other equipment and on 
staff training. Under the hospital care heading, staffing and equipment levels had been enhanced. 
New staffing had been put in place including resuscitation and technician posts and new chest pain 
assessment facilities had been provided. 

Under cardiac rehabilitation, the progress made included the setting up of a career structure for 
cardiac rehabilitation coordinators, and many health boards had now developed a cardiac 
rehabilitation service. I 

) 
A total of 288 posts had been filled in 2000 under the Strategy, Mr Fitzgerald said. 

Priorities tor 200 I included continuing the health promotion/public education initiatives, 
implementing the first phase of the primary care pilot programme, recruitment of more community 
nutritionists, securing funding for the proposed 25 additional consultant posts (recommended in the 
interim report of the Comhairle Working Group), the development of a cardiac rehabilitation 
service in all health boards and the progression of the CHAIR project. A total of 447 new posts 
were planned for 2001, according to Mr Fitzgerald. 

4 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

THE PRESENT SITUATION 

Relationship Between Primary Care And Hospital Services 
Professor Andrew Murphy, Department Of General Practice, 
NUl Galway 

Emphasising that he was speaking from a personal and not an evidence-based perspective, Professor 
Murphy spoke about the current interaction between the primary care and hospital systems. 

He said there were strengths and weaknesses in the system. the good points being the personal 
relationships between those working in the community and in the hospital setting. Professor 
Murphy said that patient satisfaction rates in Ireland <1ppeared to match international levels in terms 
of cardiovascular disease management. 

He said the Cardiovascular Strategy was a landmark publication, as it charted the pathway to 
achieving optimal care. There had been a huge decrease in recent years in the number of single -
handed GPs, an increase in purpose built premises and a spreading of the workload through the 
appointment of additional practice staff. These were positive developments. 

Professor Murphy felt there were a number of areas that needed to be strengthened. "As a GP, I 
would sometimes need advice as to the best way to handle acute cases. However, it is sometimes 
difficult for general practitioners to access senior staff for advice." He emphasised that 
paradoxically these problems may be exacerbated in the larger, more anonymous urban settings. 
The intended appointment of significant new numbers of cardiologists, supported by the Strategy, is 
a most welcome development. 

Access to treatment was sometimes difficult to achieve, and very few hospitals provided direct 
access to treatment facilities. He said there also appeared to be a "never-ending carousel" on which 
patients were put - it was often very difficult for junior doctors to discharge patients. 

There were, said Professor Murphy, also problems of equity relating to the current two-tier 
private/public system. As regards the availability of drugs, some of these inequities had been 
improved with the new drugs refund schemes. The two tier public-private system, however, often 
militated against getting senior advice and intervention. 

There was also a problem with data pathways and a need for greater use of information technology. 

As regards the quality of care in general practice, there was a need to move towards longer 
consultations, according to Professor Murphy. Such a move has obvious resource implications. 
Targets also needed to be set for the optimum number of practice nurses per head of population. He 
said the question should be asked as to who delivered primary care, and how big the primary care 
team should be. There was currently a whole range of staff in primary care and there were 
problems with communication. 

Professor M urphy said he felt the levels of professional collaboration were low and we needed to 
invest resources in this area. He said he looked forward to general practice playing a major part in 
the implementation of the Strategy. 
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THE PRESENT SITUATION-PRIMARY CARE/GENERAL PRACTICE 

Or Emer Shelley, National Heart Health Advisor 

Or Shelley outlined the progress to date on the implementation of the primary care aspects of the 
Cardiovascular Strategy. Health boards had recruited a total of 27 primary care staff in 2000 to 
support the care of patients with cardiovascular disease in general practice. A total of 55 additional 
posts were planned for 2001. In addition, health boards had purchased practice equipment such as 
ECG machines and blood pressure monitors. 

A priority for 200 I was the implementation of the t1rst phase of the programme for structured 
secondary prevention of cardiovascular disease in general practice. Two million pounds had been 
set aside for this in 2001 and additional funds were available in some health boards. The 
programme was being developed under the aegis of a sub-group of the Advisory Forum, Chaired by 
Professor Andrew Murphy. A proposal had been submitted by the Irish College of General 
Practitioners in association with the IHF. 

"The basic idea is that patients with diagnosed coronary heart disease will attend a GP at detlned 
intervals and that there will be a structured protocol of care that will address lifestyle issues as well 
as treatment. 11 

Or Shelley said the necessary supports, e.g. practice staff, would need to be strengthened, and the 
area of clinical audit would have to be addressed, as would the issue of IT software and support. 
She added that an estimate would be needed on the number of patients who would benefit from this 
programme. 

The first phase of the general practice programme, she said, would involve some GPs in each of the 
10 health board regions. Patients to be included would be those who had had a myocardial 
infarction and those with unstable angina. Those who have had an angioplasty or coronary artery 
bypass grafting may also be included. A proposal that those who do not actually have 
cardiovascular disease but who have diabetes be included had yet to be decided on. 

Or Shelley stressed that protocols needed to be agreed to allow for better communication between 
hospitals and general practice. There would be a structured protocol of care to address health 
behaviours and medications. 

A major issue, Dr Shelley stressed, would be how patients were identified, and it would be easier to 
do this with computerised practices. She said the data from the initiative would be reported to an 
independent data management centre. 

Dr Shelley said there would be an evaluation of the whole process, and it would be necessary to 
evaluate interactions between GPs and hospitals so the impact on hospital services of expansion of 
the general practice programme could be measured. 

6 
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THE PRESENT SITUATION-PRE-HOSPIT AL CARE AND HOSPITAL SERVICES 

Professor Michael Walsh-Consultant Cardiologist, St James's Hospital, Dublin 

Professor Walsh began by outlining the epidemiology of heart disease in Ireland and how this had 
been changing in recent years. However, he pointed out that cardiovascular disease eventually 
killed one hal f of the Irish population. 

Although death rates had been declining in recent years, incidence rates were not declining so 
rapidly. It was hoped that reductions could eventually be brought about through the implementation 
of the Strategy. 

Recent epidemiological changes included declining mortality in CHD and stroke but there was still 
a long way to go. There was an older age of onset and improved survival rates, and this would 
impact on the health services. 

Professor Walsh said it had been known for years how important it was to get people quickly to 
hospital after the onset of an infarction. To improve morbidity and mortality at the pre-hospital 
level, it was essential that all of the components of the Chain ,of Survival were in place. These 
components were early access to emergency services, early CPR, early defibrillation and early 
advanced life support. The problems with these components were gradually being ironed out, said 
Professor Walsh, and it was hoped that with these issues being addressed, we would be able to roll 
out a good service with national standards. Important developments in this area were the 
establishment of a National Ambulance Advisory Council (NAAC), and the recent setting up of the 
Pre-Hospital Emergency Care Council (PHECC). The PHECC is the statutory organisation set up 
to replace the NAAC. 

In 2000, funding was provided for the establishment of PHECC, for the appointment of nine pre
hospital care staff, for equipment, including defibrillators, and for staff training, including staff in 
hospitals. A total of 110 hospital posts were filled with Strategy funding. 

For 2001 ,the funding priorities included the provision of ambulances by the end of the year with 
appropriate resuscitation equipment. The legal issue surrounding the need for ambulance staff to be 
allowed administer emergency cardiac drugs had still to be resolved, according to Professor Walsh. 
It was planned to appoint resuscitation training officers and 183 "posts were envisaged across the 
spectrum of diagnostic, treatment, nursing and administrative services. 

He said proper coordination of our diagnostic and invasive cardiac services was needed. For 
example there should be proper coordination between health boards and hospitals that did not have 
diagnostic angiographic services. 

Professor Walsh said that all hospitals admitting patients with acute cardiac problems should have 
an echocardiographic service. He said there were some areas of the country that still did not have an 
Echo service. 

Professor Walsh said the Strategy proposed new regional cardiac diagnostic services-cardiologists 
in aclite hospitals should have sessions in these centres, where they would be able to perform 
angiograms. 

Another essential was that each acute hospital should have automatic referral arrangements for 
angiograms. He said the rate of angioplasties per million population in 1998 was 640, and under the 
Strategy, the aim was to have 1200 per million by 2002 (although this was unlikely to take place 
until around 2003 to 2004). 

7 
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Professor Walsh said the future organisation of the services. as proposed by the Strategy, saw the 
continuation of seven tertiary centres, each with a minimum of five cardiologists, and four or tive 
new regional cardiology centres. Each acute hospital should have a physician with appropriate 
training in cardiology. 

He said a Comhairle Working Group was currently looking at cardiology manpower needs. An 
interim report had been produced by this group, which was looking at a five-year plan to allow for a 
proper service in terms of manpower and infrastructure. 

Professor Walsh said the provision of a consultant-led service would be important. He felt 
contident that when the proposals in the Strategy came on stream, Ireland would have a service 
comparable to the best in Europe. 

8 
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THE PRESENT SITUATION-SECONDARY PREVENTION AND REHABILITATION 

Professor Hannah McGee, Health Services Research Centre, 
Department Of Psychology, Royal College of Surgeons in Ireland. 

Professor McGee, outlining the current situation with regard to secondary prevention and 
rehabilitation, said it was difficult to get data on the numbers of people who actually received 
cardiac rehabilitation. 

"We have been doing badly in tenns of the provision of services. The emphasis should be on the 
availability of services in every hospital, leadership by cardiologists, management by trained 
coordinators and the introduction of a national audit system tor rehabilitation services." 

Professor McGee outlined the four defined phases of rehabilitation, from phase one (in-hospital), to 
phase four (Iong-tenn maintenance). She said that in 1998, there were 11 rehabilitation programmes 
while in 200 I there were 21 out of a total of 39 potential acute hospital sites, so there had been an 
improvement in service provision over a short period of time. There were 26 coordinators trained in 
1998 and this number had increased by 12 by 200 I. She pointed out that prior to this the Southern 
Health Board region had no rehabilitation facilities. 

Professor McGee stressed that in dealing with training in rehabilitation, the emphasis should be on 
the maintenance of quality. One of the problems at present was that only five to six students per 
year could be trained in rehabilitation at Beaumont Hospital in Dublin. There were, however, 
proposals to extend the training scheme to the Mater Hospital, and this could expand places to 
around 10 per annum. 

She stressed the importance of audit in measuring outcomes in rehabilitation - this could look at 
issues such as lifestyle and exactly who was getting rehabilitation services. 

In summary, the priorities were to train more coordinators, establish more centres, develop audit 
and have an implementation timetable. Professor McGee stressed the need to have a proper 
rehabilitation infrastructure in hospitals when the coordinators returned there, following training. 
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THE PRESENT SITUATION-CORONARY HEART ATTACK IRELAND REGISTER 
(CHAIR) 

Or Pat Sullivan, Consultant Physician, Mallow General Hospital 

Dr Sullivan outlined the plans to establish a national register that would capture all acute coronary 
syndromes admitted to general hospital C.C.U s. CHAIR, he said, would be a comprehensive 
national longitudinal register of all aspects of hospital care of patients presenting with acute 
coronary syndromes. This would be an integral part of the implementation of the Cardiovascular 
Strategy, and it was being funded by the Department of Health. 

He pointed out that there were currently 7,000 coronary-related deaths annually in Ireland but there 
was very little information on demographics, CCU/ICU care, emergency intervention, discharge 
care etc. He said there were 40 ICUs/CCUs around the country, but only 14 of these were staffed by 
full-time cardiologists, with the remainder staffed by physicians/cardiologists or general physicians. 

Or Sullivan said the objectives of the CHAIR project would be to assess the utilisation of CCU/ICU 
facilities with regard to case mix, and to detail factors in patients with coronary syndromes such as 
patient characteristics, morbidity/mortality and related factors, time intervals to treatment, acute and 
discharge drug/intervention techniques and risk factor stratification. 

All acute hospitals nationally had given a written commitment to participate in the CHAIR project. 

A pilot study would commence shortly involving all eight acute hospitals in the Cork/Kerry area. 
At the end of the first year there would be an independent evaluation, according to Or Sullivan. 

All data on the register would be received and processed at the IHF headquarters in Dublin. The 
Minister for Health would nominate a National Steering Committee shortly. There would be local 
steering committees to oversee CHAIR implementation in each area. A national manager, in 
addition to local managers, would also be appointed. 

Each hospital, said Or Sullivan, would have an on-line computer facility based in their coronary 
care unit and data would be transmitted from there to the IHF in Dublin. Data downloading would 
be performed by trained CCU statf or by regional CHAIR personnel. Each individual hospital 
would have access to its own and national data and the national data from the register would be in 
the public domain. 

Or Sullivan said a data and publications sub-committee would be established and the register would 
comply fully with the Data Protection Act. The planned start-up date for the project was September, 
he cone! uded. 
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DISCUSSION FOLLOWING PLENARY SESSION FRIDAY 18 MA Y 2001 

Key Points: 

• 

• 

• 

The Cardiovascular Strategy has major infrastructural implications that are outside the funding 
allocated specifically for the Strategy and may come under the National Development Plan. 
Concern was expressed about the provision of infrastructural funding and the timing of this 
funding. 

The Department of Health is trying to strike a balance between the services that health boards 
will be obliged to provide while at the same time allowing t1exibility to meet needs at local 
level. 

More emphasis should be placed on the need for audit, which is a key part of the successful 
implementation of the Strategy. 
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WORKSHOP REPORTS 

List Of Workshops: 

• 
• 
• 
• 
• 

Access/Pre-Hospital Care 
Management and Treatment 
Prevention and Rehabilitation 
Resources and Staffing 
Long Term Management 

- Chairman, Professor Gerard Bury 
- Chairman, Or Kieran Daly 
- Chairman, Or David Hevey 
- Chairman, Professor Michael Walsh 
- Chairwoman, Or Emer Shelley 

'. 
SUMMARY OF MAIN PRIORITIES IDENTIFIED AT WORKSHOPS 

The tollowing order does NOT indicate any priority but the priorities hereunder are those regarded 
as most essential. 

1. R. 7 .14 "The necessary legislation should be enacted to enable E.M.T.s to administer 
cardiac care drugs." 

2. R. 7 .16 "An audit standard of 90 minutes from" call to needle" should be accepted in 
Ireland." 

3. R.8.14 "Each hospital admitting patients with acute cardiac problems should have an 
appropriately trained physician." 

4. R.8.17 " Health Boards and hospitals should examine the facilities available for the 
assessment of acute chest pain in order to provide timely access to cardiac 
assessment for patients with recent onset of chest pain and to avoid unnecessary 
admissions" 

5. R.8.22 "Angiographic facilities should be provided as close as possible to the population 
served. A cardiac catheterisation service should be developed or specific referral 
arrangements agreed tor those health boards in which there is no such service at 
present. " 

6. R.8.23 "Day case facilities should be made available specifically for angiography and 
maintained as an essential component of this service." 

7. R.8.34 "There should be formal referral arrangements between acute general hospitals, 
regional and tertiary centres to facilitatG access to more sophisticated diagnostic and 
treatment services." 

8. R.8.38 "All tertiary referral centres should have a minimum of five consultant 
cardiologists. Selected centres should have specialists in EPS." 

9. R.8.9 "Secondary prevention, including support for necessary lifestyle changes, should be 
an integral component of care in all patients with cardiovascular disease." 

1 O. R.9.1 "Every hospital that treats patients with heart disease should provide a cardiac 
rehabilitation service." 

12 
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ACCESS/PRE-HOSPIT AL CARE WORKSHOP 

Five main priorities emerged from this workshop. 

I. There is an urgent need for emergency medical technicians (E.M.Ts.), with the necessary 
training to be empowered to administer cardiac drugs in emergency situations. A change in the 
current legal situation will be required to implement this. Professor Bury said it was no longer 
defensible that there were legal barriers to the administration of drugs by trained staff in these 
emergency situations. The Department of Health and Children and the Advisory Forum could 
deal with this recommendation. This should be a major priority for 200 I. 

2. A coherent strategy on implementing priorities. is essential, as individual recommendations are 
of no use if they are implemented in a hit and miss fashion. The Department of Health and the 
health boards have a key role to play in ensuring proper coordination. 2002 would be the target 
date tor this and the agencies dealing with it would be the Department of Health and health 
boards. 

3. There are a number of recommendations in the Strategy dealing with common issues on cardiac 
emergencies and CPR training (7.7 -7.10). There is a range of targeted groups in the community 
under this heading, and these groups need to be dl~alt with individually. It may be beneficial to 

teach CPR skills to Professionals but we also need to generate a sense of recognition among the 
community of cardiac emergencies and serious illness. 2005 would be a realistic delivery date 
on this and the agencies responsible would be health boards, the Health Promotion Unit of the 
Department of Health and the Irish Heart Foundation. 

4. It is very clear that we cannot put doctors, ambulances and C.C.U s. on every street corner, but 
we can have a professional response within a five-mile radius. We must therefore make 
effective use of the resources available, and that comes down to ambulances and GP services 
prioritising emergencies and calls for help. The ambulance service usually responds to calls on 
an emergency basis, not on prioritisation of content. The issue of dispatch is important Dublin 
needs an excellent ambulance service it has a dedicated group of people working for two 
different services, neither of which cart achieve the targets set for themselves and it is 
unacceptable for this to continue. The issue of prioritisation of emergencies and rationalisation 
of ambulance service is a tough target to achieve, it needs political leadership but it needs to be 
addressed urgently and forcefully. Target date: 2003. Bodies responsible Department of Health, 
Health Boards, PHECC (Recommendations 7.2, 7.11). 

5. The "call to needle" target of 90 minutes laid down in the Strategy for thrombolysis 
administration is a modest one. The 90-minute target is the minimum that should be available to 
patients, and in the near future, 60 minutes is likely to be the target. The health boards and 
clinicians should try to achieve these targets. The 90-minute target should be deliverable within 
a relatively short period (Recommendations 7.16,8.3). 
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MANAGEMENT AND TREATMENT WORKSHOP 

I. The consensus of this workshop was that every patient who is admitted to any type of hospital 
with acute chest pain/cardiac condition should have access to facilities, which allow hirnlher to 
be appropriately diagnosed, managed and triaged. Appropriately trained statf should be in 
accident and emergency departments, which accept patients with acute cardiac syndromes. The 
difficulty with achieving this is the rapid stafftumover in these departments. There should be a 
coordinating officer in accident units who would take on the responsibility for training staff in 
these units. Consideration should also be given to having areas within casualty specifically 
dealing with chest pain. The setting up of chest pain units within cardiac units also needs to be 
looked at (Recommendation 8.17). 

2. Rapid access is needed to secondary and tertiary interventional centres. There should be 
protected resources for angiography. Problems relate to being able to protect beds when these 
are being swamped with accident and emergency department throughput. New in-patient beds 
and day beds will be needed in many centres (Recommendation 8.23). 

3. Priority should be given to units developing facilities to deal with patients with cardiac failure. 
CCF clinics would need specially-trained CCF nurses and the concept of a community liaison 
nurse should be considered, who would work from a central base within the CCF clinic, work in 
liaison with patients, and help to limit readmission rates. Smaller units could possibly develop 
CCF and rehabilitation facilities together. 

4. The workshop believed that audit and registration of ongoing activity needs to be developed as a 
matter of urgency. Current projects such as CHAIR and the Irish Cardiac Surgical Register 
should be integrated and audit and registers need to be developed and funded appropriately. 
Decisions need to be made about designated responsibility - data ownership etc. There should be 
protected time for staff to devote to audit, continuing medical education and registration 
(Recommendation 8.44). 
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WORKSHOP ON PREVENTION AND REHABILITATION 

I. Every hospital that treats patients with heart disease should provide a cardiac rehabilitation 
service (Recommendation 9.1). 

The workshop believed there were various components to rehabilitation-

a) Education on lifestyle change and medication counselling. 
h) Exercise: Flexibility is needed about the concept of exercise - whether there are alternatives 

to existing exercise modalities that need to be explored. 
c) The comprehensive model in relation to phase three of the rehabilitation programme 

(intermediate-post-discharge) was accepted. 
d) Ways of delivering phase two (post-discharge) were considered -and it was stressed that 

resources were needed to develop this. 

2. Different models of providing secondary prevention as per Recommendation 8.9, should be 
considered. Family members should be involved in the rehabilitation programme. There should 
be comprehensive risk assessment, taking in peripheral vascular disease, stroke and CCF, to 
widen the scope of the service outside CABG etc. 
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LONG-TERM MANAGEMENT WORKSHOP 

I. There should be day case protected facilities (including improved access for GPs) tor diagnostic 
investigations tor patients with heart failure, chest pain and blackouts/syncope. These facilities 
should have the capacity to meet needs, including the availability of trained staff. Access for 
GPs needs to be improved, with agreed referral arrangements (Recommendation 8.23). 

2. As per Recommendation 8.23. day case facilities should be made available specifically tor 
angiography and maintained as an essential component of this service. 

3. There should be formal referral arrangements between acute general hospitals. regional and 
tertiary centres, to facilitate access to more sophisticated diagnostic and treatment services 
(Recommendation 8.34). 

4. An EPS service (including ablation) should be developed in selected tertiary centres. This 
should be a priority because of the low level of existing services (Recommendation 8.29). 

5. Cardiologists should be appointed to provide a service for grown-up congenital heart disease, 
taking a specific interest in cardiac disease of genetic origin. 

6. The workshop kept coming back to the question of audit and review (Recommendation 8.37). 
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RESOURCES AND STAFFING WORKSHOP 

The main conclusions of this workshop were: 

We need to link hospital and primary care effectively in dealing with the total cardiovascular 
burden. 

There are major requirements in IT facilities and infrastructural planning. Questions have to be 
asked as to whether the Department of Health & Children will deliver on the resources necessary in 
hospitals including staffing needs. The group also asked whether the National Development Plan 
money was now tied up for the next five years. 

Chief Executives of hospitals and health boards do not really understand what the Cardiovascular 
Strategy is trying to achieve, and there should be a forum or meeting arranged for health board 
C.E.O s. and hospital managers to address this issue. 

The workshop identified priorities from the recommendations on resources and staffing: 

1. Recommendation 8.14 
Every hospital admitting patients with acute cardiac problems should have appropriately trained 
physicians. This is a key aim. 

2. Recommendation 8.19 
Each acute hospital should have echocardiography facilities. 

3. Recommendation 8.34 
There are no formal referral policies between acute general hospitals, regional and tertiary 
centres and this needs to be addressed. Angiography facilities should be provided as close as 
possible to population centres. 

4. Recommendation 8.39 
Regional centres performing diagnostic tests, including angiography and inserting pacemakers, 
should have at least two cardiologists. 

5. Recommendation 8.38 
All tertiary referral centres should have five consultant cardiologists. Selected centres should 
have specialists in EPS. 

There are likely to be increasing demands on cardiac surgery in the years to come as a result of the 
implementation of the Strategy and this issue needs to be taken into account. 
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