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Aims of Meeting 

The report of the fourth meeting of the implementation structures under the 
Cardiovascular Health Strategy 

June 2003 

Introduction: 

The objectives of the meeting were as follows: 

• To consider the key challenges in the future implementation of the Cardiovascular 
Health Strategy as set out in the second report on implementation of the CVD 
Strategy 'Ireland's Changing Heart' 

• To provide a forum for discussion at a high level for key clinical , public health and 
management staff responsible for and involved with the implementation of the 
Cardiovascular Health Strategy 

• To prioritise and co-ordinate research to support the implementation of the 
Cardiovascular Health Strategy 

• To facilitate networking among all stakeholders 

While the Directors of Public Health and the Public Health Doctors were not present due 
to an official industrial dispute, it is intended to discuss the outcomes of the meeting with 
them at a later date. 
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DAY 1 - Thursday 12th June 2003 



Future ChalJenges of the Cardiovascular Health Strategy 

Prof. Michael Walsh , Consultant Cardiologist, St. James ' s Hospital and member of the 
Advisory Forum on Cardiovascular Health, chaired the opening session. This session 
consisted of four keynote addresses, which were aimed at assisting discussion at the 
afternoon workshops on future challenges. 

Ms. Siobhan Fitzpatrick, Cardiovascular Health Strategy Project Manager, South Western 
Area Health Board, gave an introduction to the workshops, which aimed to identify and 
prioritise the steps required to address the future challenges in the implementation of the 
Strategy. Ms. Catherine Murphy, Health Promotion Manager, Southern Health Board, 
chaired the closing session which included reports from the workshops. 

The Second Report on Implementation of the Cardiovascular Health Strategy 
The meeting was opened by Mr. Chris Fitzgerald who introduced a video produced to 
compliment Ireland 's Changing Heart. Identifying the key steps to address future 
challenges as set out in Chapter 10 of Ireland 's Changing Heart was the main focus of the 
day. In particular the following areas were addressed: 

• Improving population health 
• Reducing inequalities 
• Equitable access to services, and 
• Improving quality of services 

A summary of the key points arising from the workshops, as reported by each of the 
Rapporteur's, is set out beneath. The main points arising from open discussion following 
report from workshops were: 

• The need to encourage political wi ll to move cross- sectoral partnerships forward 
to improve population health. 

• Concerns were raised that the current GP contracts do not take account of the 
preventive work undertaken by GP's. 

• A collaborative approach is needed to implement guidelines and all services need 
to be involved. 

• Major developments have occurred in acute and pre-hospital services as a result 
of the implementation of the Strategy and sustaining these services is a priority. 

• The audit of the Heartwatch programme should include an audit of the process as 
well as the outcomes. In secondary prevention management the process of care 
needs further consideration. The evaluation of Heartwatch will provide valuable 
information for the Primary Care Strategy. 
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DAY 1 - Thursday 12th June 2003 

Workshops 



Workshops DA Y 1: 

Workshop 1 
Improving Population Health 

Intersectoral working 

Facilitator: Ms. Katrina Ronis, Director of Health Promotion, East Coast Area Health 
Board 
Rapporteur: Dr. Mary O'Rourke Keenan, Cardiovascular Health Strategy Project 
Manager, Western Health Board 
Workshop attendees: 
Ms. Marian Byrne, Ms. Deirbhile Lavin, Ms. Corina Glennon-Slattery, Ms. Bernadette 
Kiberd, Mr. John Lahiff, Ms. Maureen Mulvihill, and Ms. Bema Rackard. 

Feedback from workshop : 

Aim: 
To prioritise the steps to address the future challenges in relation to improving population 
health by intersectoral working or collaboration. 

Challenges: 
• Health Proofing (Actioned in Health Promotion Strategy) and Health Impact 

Assessment (Actioned in Quality and Fairness) requires commitments at many 
levels 

• Engaging other sectors (by increasing awareness/capability) to take on broader 
approaches to health and recognise their responsibilities 

• Work by the broad definition ofhealtb 
• Address positive economic and social changes 
• Resourceslstaffingltraininglsupporting partnership working 
• Change in mindset of health sector needed 
• Find out what 'consumers' see as their needs regarding population health 
• Define and establish the Population Health Division nationally and regionally 
• If the Heart Health Task Force is going to focus on the topic/lifestyle issue: 

' Physical Activity', is the group representative of all the bodieslplayers that are 
/should be involved nationally 

• There is no real clarity at regional level as to why intersectoral partners were 
requested to be represented on each of the Cardiovascular Health Strategy 
Regional Task Force groups. Advice/support needed nationally to help Regional 
groups to retain such intersectoraJ partners 

Points raised in discussion: 
• Concerns that Government policy/legislation is gender and poverty proofed but 

not formally health proofed. There is no consistent framework for health proofing 
which is the responsibility of each Government Department and Organisation (R. 
5.4/5.5/5.6 of Building Healthier Hearts). The frameworks already in place for 
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gender and poverty proofing should be used as an aid for health proofing or health 
proofing should come in conjunction with the former two - one umbrella proofing 
mechanism for gender, poverty, and health. 

• Other Category Sectors: Public, Private and Voluntary 
• There are central resources available to train/support partnership work, these 

should be used. 
• Improving population health should be driven by consumer needs. 

Priorities: 

Short-term 
• Define and establi sh the Population Health Division nationally and regionally. 

The Department of Health and Children has responsibility and accountability for 
this action and the Health Strategy deadline for this action point has already 
passed. 

Short to medium-term 
• Engage other sectors in partnership. Train ourselves to go into partnership as 

listeners rather than 'teachers'. Learn from other established social partnerships. 
When working in partnership, 'map' or check regularly to see how the paltnership 
is working. 

Ongoing 
• Work by the broad definition of health (not only risk factors), take account of 

other health determinants including school buildings, the environment, housing 
etc. Work with the media to make a case that health is not just about disease, risk 
factors, waiting lists etc. 
This has to happen at a national and regional level e.g. in Health Officials 
speeches etc. 
Should the Department of Health and Ch ildren be renamed the 'Departmen t of 
Population Health '? 
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Workshop 2 
Reducing inequalities in cardiovascular health and mortality 
Health promotion and access to appropriate bealtb services 

facilitator: Mr. Brian Neeson, Health Promotion Manager, Mid Western Health Board 
Rapporteur: Ms. Siobhan Fitzpatrick, Cardiovascular Health Strategy Project Manager, 
South Western Area Health Board 
Attendees: Ms. Lisa Browne, Ms. Sophie Charles, Mr. Frank Doyle, Ms. Christine 
Hughes, Ms. Niamh O'Rourke, and Dr. Pat Sullivan. 

feedback from workshop: 

Challenges identified in presentation on topic: 
• How to agree the focus? 
• How can we use the results of the SLA.N survey? 
• How Health Promotion can address detenninants? 
• WhetherlHow health promotion should address lifestyle risk fac tors? 
• How to respond to detenninants through detenninants? 

Other challenges identified by the Group: 

Marketing/promotionlmedia 
• Different approaches to marketing and an understanding of what effective 

marketing is 
• Conflict on evidence/vested interest by parties 
• New science e.g. cholesterol testing/ETS, quality issues 
• Media campaigns e.g. MMR 
• Access to infonnationlmaterials 
• lnfonnation i.e. on chest painlMI: Delay in patients call to services! A&E time 

Remedies: 
• ' Package' should be an overall, long term package to prevent heart di sease (to 

market all risk factors) 
• 'Marketing of attractive images' with more interesting concepts 
• Funding should be available to print sufficient materials for all groupslhouseholds 

(not just selecting disadvantaged areas) 
• Local access to chest pain assessment units 
• Access to fami ly screening of certain programmes where population screening is 

recommended (screening in out-patient departments or community based e.g. 
breast screening programme) 

Sustainabi lity 
• Maintaining current effective services (statTceiling - unable to replace staff) 
• Achieving value for money 
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• Monitoring/evaluation and audit 
• Reorganisation of current services 
• Continuity of care 

OP Contract 
• Prevention not included in current contract 

Remedy: 
• Review OP contract to inc lude prevention i.e. screening and Health Promotion 

Legislation and Regulation 
• Making existing choices healthier and easier e.g. cbeaper healthy food - low fat, 

high fibre, fruit etc. 
• Health proofing of policy documents/strategies/service plans/provider plans e.g. 

Housing strategy 

Remedies: 
• Provision of healthy food cheaply making the healthier choice the easier choice 

e.g. cheaper fruit and vegetables. 
• Develop a health proofing mechanism for draft strategy documents, policies, 

provider plans, service plans, housing strategies etc . Make health proofing a 
compulsory part of process for draft documents prior to being adopted by boards 
of management. 

• Have multi sectoral partnerships to facilitate health proofing. 

Heartwatch 
• Only one year pi lot programme 
• To sustain this programme after the pilot phase 
• Achieve value for money 
• No additional health promotion staff allocated specifically for Heartwatch 

Remedies: 
• Having a proper mechanism for evaluation of programme 
• All problems identified during the pilot phase be rectified e.g. software, and 

adequate information for Health Boards to plan and monitor effect ofprograrnme 

Patient centred approach to care 
• Choices for patients (type of programmes, and gender separation where 

necessary) 
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Provision of care to special groups 
• Disability groups 
• Li teracy problems 
• Long-stay residential centres e.g. psychiatric and elderly centres, for example 

tobacco use f passive smoking - clients and staff 

Remedies: 
• All leaflets should be reader friendly for all groups 
• Culture change in residential centres 

Cultural Change 
• Smoking in pubs fworkplaces 

Can be overcome, good examples include: compulsory wearing of seatbelts and penalty 
points system for speeding 

Consistency of approaches e.g. smoking cessation in all Health Boards 

The group set out the following key challenges of equal importance: 
• Marketing/media 
• Sustainability 
• Legislation and regulation 
• Information 
• Access 
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Workshop 3 
Equitable access to services 

Human resources and financial planning 

Facilitator: Mr. Jim Breslin. Senior Commissioner, Planning and Commissioning, 
Eastern Regional Health Authority 
Rapporteur: Ms. Carmel Brennan, Cardiovascular Health Strategy Project Manager, 
Midland Health Board 
Attendees: Dr. Sean Conroy, Ms. Rachel Flynn, Ms. Fionnuala O'Brien, Dr. Pat 
Sullivan, Dr. Michael Walsh, and Ms. Rosemary Walsh. 

Feedback from workshop: 

Challenges Identified: - Short to medium term. 
• Setting national priority for the Strategy in order to sustain it into the future by: 

o National "ring-fenced" funding secured as promised in Building Healthier 
Hearts i.e. tax on tobacco 

o Continuing to influence regionally and nationally through established 
structures 

o Maintain regional accountabi li ty for funding 
o Measurement of care outcomes to show quality and value 

• Human Resources 
o Supply /demand - conversion of cardiac technician training posts into 

permanent posts. Only 36 of the original 81 training posts have been 
made permanent. 

o Retention of vacant cardiovascular posts, plus funding for same 
o Look at linking with outside agencies for certain services i.e. information 

technology, mobile angiography laboratory, research, and health 
promotion 

o Training of staff not directly employed by health boards, but involved in 
implementation of strategy i.e. practice nurses. 

• Capital - to secure capital development funding for services developed under the 
Cardiovascular Health Strategy, including the cost of new developments and 
replacement costs. This has health and safety implications in some areas. The 
challenge could be met by: 

o Identifying funding from tobacco tax 
o Multi-annual funding allows for more long term planning 
o Public/private partnerships (PPP). 
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Workshop 4 
Improving the quality of services 

Implementing guidelines 

Facilitator: Ms. Sarah Bothwell , Researcher, Department of Health and Children and 
Royal College of Surgeons in Ireland 
Rapporteur: Ms. Wendy Keena, Cardiovascular Health Strategy Project Manager, 
Southern Health Board 
Attendees: Ms. Catherine Bellew, Ms. Jacinta Caulfield, Mr. Brendan Cavanagh, Ms. 
Ann Collins, Ms. Pauline Dempsey, Ms. Anne Gallagher, Ms. Marian Kiernan , Dr. Sean 
McGuire, and Ms. Gra inne Nic Gabhann. 

Feedback from workshop: 

Background information - Where are we now? 
• The Advisory Forum has tasked the Irish Cardiac Society with developing 3 

guidelines for cardiovascular care: 
o Acute Coronary Syndrome - led by Dr. Kieran Daly 
o Electrophysiology - led by Dr. Joe Galvin 
o Heart Failure - led by Dr. Ken McDonald 

• Working with European Society of Cardiology guidelines but adapting them 
to the Irish situation. 

• Ann Collins, in her presentation, mentioned the EU iriltiative ' AGREE' , 
wbich is a tool for the Appraisal of Guidelines for Research and Evaluation in 
Europe (23 countries). Aim of workshops: tbat the multidisciplinary approach 
will contribute to the learning process (as detailed on page 97 of ' lreland's 
Changing Heart ' ). 

There is currently a great deal of "work in progress" in this area. 

The challenge that now faces us; 
• How we can build on this ground work in practical terms - in order to 

implement cardiovascular guidelines. 

Many words were expressed in the discussion; ownership, buy-in, collaborative work, 
misconceptions, crossing boundaries, minimum standards, communication or lack of etc. 

The importance of multidisciplinary working right across the care settings was also 
clearly identified. 
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Three main areas of concern: 
• Whilst recognising all the work done to date, any guidelines that are developed in 

the future should encompass the whole journey and across all care settings i.e. 
cycle of care (primary care, emergency services, acute care, rehab, primary etc.). 

• There appears to have been very little or no collaborative work to date on 
developing guidelines. 

• Concerns about communication links required for multidisciplinary involvement. 

While acknowledging that the Irish Cardiac Society (ICS) were not represented in the 
workshop, hence thoughts and comments expressed cannot be substantiated but it was 
suspected that the work to date has been very scientific in its development. 

Next Steps 

Short Term 

Recommend to the Advisory Forum through the Department of Health and Children that 
an additional structure is put in place in order to address concerns outlined above, mainly 
to ensure that the patient' s cycle of care is addressed. 

This structure would build on the scientific work done to date by ICS and also use the 
AGREE guideline appraisal tool. Three geographically spread and multidisciplinary 
groups mirroring the three priority areas identified should be established to work with the 
ICS. These groups would have defined roles and responsibilities, specific terms of 
reference e.g. represent area and health hoard, and work to an agreed time frame - end of 
2003. 

This amalgamated group could then address issues such as training etc. as identified in 
Ireland's Changing Heart. 

Longer Term 

Continue with this collaborative approach to address other important areas in cardiology 
i.e. paediatrics, angiography, PTC etc. 
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DAY 1 - Thursday 12'h June 2003 

Keynote Addresses: 

• Overview of 'Ireland's Changing Heart' 
Mr. Chris Fitzgerald 

Presentation follows. 
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• Improving Population Health 
Ms. Biddy O'Ne ill , Hea lth Promotion Manager, South Eastern Health Board 

Presentation follows. 
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• Inequalities in cardiovascular health and mortality 
Mr. Chris Fitzgerald, Principal Officer, Department of Health and Children 

Presentation follows. 
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• Equitable access to services 
Mr. Brian Brogan, Assistant Principal, Health Promotion Unit, Department of 
Health and Chi ldren. 

Presentation follows. 
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• Implementing clinical guidelines to improve the quality of services 
Ms. Ann Collins, Researcher, Department of Health and Children and Royal 
College of Surgeons in Ireland 

Ms. Collins acknowledged that this presentation was prepared by Dr. Davida de la Harpe, 
Royal College of Surgeons in Ireland. 

Presentation follows. 

Implementing clinical 
gUidelines to Improve patient 

care 

Ann Collins 

Research Officer 
Cardiovascular GUidelines 

Roval Colleqe of Surgeons ,n Ire la nd 

• 
Do!!parlment of Health and Chddren 

Building Healthier Hearts: 
Report of the CVD Health 

Strategy Group 
Several recommendations refer to 'protocols' 
Mo." purpose IS to promote eVidence-based 
procllce which should have effect of Improving 
health care outcomes 

Other alms Include comparability of core 
across the country 

Guidelines 

Definit ion : 
Systematically developed statements 

to assist practitioner and patient 
deCISions about appropriate health 
care for specific clmlcal 
circumstances. 
(Shaneyfelt et 01 JAMA 1999, 281 1900-
5) 
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Implementing Guidelines 
High quality published gUidelines tend to be 
lengthy 
Health professionals prefer pocket cords, 
pamphlets. summaries 
ClinICal gUidelines appear to be more 
palatable If they hove the Imprimatur of a 
professlonalorgonlzotlon.' 
ReqUires adaptation to local environment 

(Cook & Glocomlnl JAMA 1999.281: 1950-1) 

Complexity theory and 
Healthcare Systems 

Complex system-many discrete elements 
+/-slmdar 

Patterns of behaVior or order not seen In 

or understood from tndt\flduol elements 
Key feature: self orgonlzoflon-evolve and 
develop according to mternalmteractlons 

Complex adaptive systems(2) 

Self stabiliSing 
Use feedback to modify their behaVior 
Can modify their environment 
Are capable of replicating> maintaining 
and, repairing and organiZing themselves 
Life or at leost Intelligent agenTsl 

Evidence on Benefits of 
Guidelines 

Significantly Improves processes of patient 
core 

SignifICantly Improves patient outcomes 

May Improve effiCiency e_g_ by supporting 
direct access by community-based patients to 
hospital facilities 

Installing best practice? 

Strong leaders approach 
rnstalilng best practice from elsewhere 

Overcome resistance to change 
Use the traditional management 
approaches 
Problems occur when learning transformed 
to a recipe and attached to a centrally set 
torget 

Complex adaptive systems 

Non linear dynamiC system 

Interconnectedness generating 
complex system behavior 

No test for complexity! 

Moves away from the machine 
approach 

Variation 

Varlatlon- natural With." any complex 
system 
Innovation - vonatlon outSide the nann 
High degree of certainty on outcome and 
who does what -appropriate to reduce 
variation 
Study how varIation In structure and 
process contribute to vanatlons In outcome 

Some Concerns 

eVidence base?- the potential for harm 
gUidelines Inappropriately applied 
compleXity of clinical deCISion making not 
accounted for 
costly interventions that are not Within 
ovailable resources or skills 
May exclude rather than Include 
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Complexity and gUidelines 

MlrHlTlum specification 

Harness natural creativity ond organizing 
ability of stoff 

Nehvorks and generative relationships 
Constructive approach to variation In areas 
of practice where only moderate certainty 
and agreement 

International Context 

Irish Cordlcc Society linked to European 
CardlCC Society - develops, dlssemlr'(Jtes 
and updates clinical gUidelines 

T eke account of gUidelines In other 
countries e g_ the UK Qnd the USA 

AGREE Workshops on GUideline Appraisal 
GIN 

National support structures 

Nurse Researcher ( Ann CollinS) 
Senior Lecturer In EVidence Based 
Health care (RCSI) 
BuddIng on AGREE Workshops 
outcomes and feedback 
Links With CVD health mformatlon 
systems 

National Structures 

AdVISOry Forum on Cardiovascular Health 

requested the Irish Cordlac Society to 

toke a lead role In the development at 
gUidelines, to Implement recommendations 

In the Cardiovascular Health Strategy 

National Structures 

EF'lv,saged that sub-groups Will be 
established to address spec,f Ie toplC.S 
Membership of sub-groups will reflect the 
diSCiplines (and profeSSional organlsotlons) 
ofld locatiOns of core of patients for 
particular tOpiC 
Strong links between the Irish Cardiac 
Society and the Ad .... lsory Forum 

Structures 

Communication With regional 

structures to support regional 
adaptation and Implementation of 

gUidelines 

Take account of complexIty of system 
and characterIstics of complex 
adaptIve systems 

Resources 

Additional resources Will be reqUired to 
develop. disseminate and evaluate 
gUidelines for the care of patients With 
cardiovascular dlseose 
The Implementation of the gUidelines IS 
likely to raise ISSueS about local access to 
dlognostlc and therapeutic facilltll!:s 
Challenges aheodl 
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DAY 2 - Friday 13th June 2003 



Cardiovascular Research 

Dr. Ruth Barrington, Chief Executive, Health Research Board, chaired the plenary 
session and gave a brief introduction to the Health Research Board. This session 
consisted of five keynote addresses, which aimed to set the theme for the workshops on 
Cardiovascular Health Research. 

Ms. Marian Kiernan, Cardiovascular Health Strategy Project Manager, North Eastern 
Health Board, gave an introduction to the workshops, the aim of which was to prioritise 
and co-ordinate research to support the continued implementation of the Cardiovascular 
Health Strategy. 

Reports were received from the workshops and were followed by an open floor 
discussion. 

Points raised in open discussions: 
• Importance of building on the strength of the public health system, that is in place 

in many health boards, to advance the research agenda. 
• Concerns that sufficient research on sufficient health determinants has not been 

undertaken. 
• Research should have its own merit but must also fit into the overall health 

services development plans. 
• Research on the association between stress and cardiovascular disease needs to be 

considered. 
• Co-ordination of existing research is needed. 
• The Advisory Forum Research Strategy, when completed, should provide 

guidance on the research agenda for the future. 

Dr. Barrington reported on the large research agenda and on the need for further 
information. Conscious of the difficulties around the use of an identifier, the Health 
Research Board (HRB) intend to recruit a lawyer who will work with the Data 
Commissioner to identify agreed principles. The HRB will keep the Department of 
Health and Children informed of developments. 

A summary of the key points from the workshops, as reported by each Rapporteur is set 
out beneath. 
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DAY 2 - Friday 13th June 2003 

Workshops 



Workshops DAY 2: 

Workshop 1 
Research for health promotion and primary prevention 

Facilitator: Ms. Niamh O' Rourke, Cardiovascular Health Strategy Project Manager, East 
Coast Area Heal th Board 
Rapporteur: Dr Frank Houghton, Researcher, Dept. of Public Health, Mid Western 
Health Board 
Attendees: Ms. Sarah Bothwell, Ms. Marian Byrne, Ms. Sophie Charles, Ms. Marguerite 
Clancy, Ms. Dolores Gallagher, Ms. Corina Glennon, Ms. Maureen Mulvihill, Ms. 
Gniinne Nic Gabhann, Ms. Anne O'Farrell , and Ms. Berna Rackard. 

Feedback from workshop: 

This group held a lively and wide-ranging discussion. The key conclusions of which were 
condensed into the points listed below: 

• The need to standardise data collection based on an evidence-based core data-set 
was noted as an immediate requirement . Some of the measures used in SLAN 
were not directly linkable to current research and standards. 

• The need to have greater access to information was noted. Barriers to this 
included misguided perceptions of ' ownership' over data. Difficulties in accessing 
HlPE data for the whole country were cited as a major obstacle. Data repositories, 
such as the Irish Social Science Data Archive have been developed, but these are 
lacking in the health field. In the UK it is a requirement for the Economic and 
Social Research Council (ESRC) funding that data be made available for 
secondary and re-analysis. Perhaps the Health Research Board (HRB) should 
operate similarly. 

• It was felt that (in the absence of others taking up the mantle), the CVD group 
should initiate discussion with the public, media and the Data Protection 
Commissioner on the issue of confidentiality, the use of the PPS and 
epidemiology/ health research. 

• Jt was firmly held that there was a need to move beyond current medically 
dominated structures within public health (which stifle input from the social 
sciences and other paramedical professions) towards multidisciplinary structures 
within population health, ideally multidisciplinary population health and planning 
departments. 

• This group examined structures and data more closely than particular issues. The 
issues of stress and cardiovascular disease, and obesity and cardiovascular disease 
were highlighted. The major priority identified was that further investigation was 
required on the social determinants of health and cardiovascular disease. 

• Lastly it was felt that there needed to be a repository of information on existing 
research and interventions concerned with cardiovascular disease in Ireland, as 
well as / combined with a forum for researchers to facilitate networking and 
training. 
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Worksbop 2 
Researcb on services for patients witb acute coronary syndromes 

Facilitator: Ms. Deirbhile Lavin, Researcher, Royal CoUege of Surgeons 
Rapporteur: Ms. Rosemary Walsh, Cardiovascular Health Strategy Project Manager, 
North Western Area Health Board 
Attendees: Ms. Lisa Browne, Mr. Brendan Cavanagh, Ms. Ann Collins, Mr. Frank 
Doyle, Ms. Margaret Martin , Dr. Ann Marie O' Brien, and Mr. Anthony Ryan. 

Feedback from workshop: 

This small group acknowledged that in the absence of medical representatives e.g. a 
Cardiologists, the discussion would be limited. The results now awaited from the national 
census of the management of acute coronary syndrome and the recommendations from 
this study would be significant for the topic that we were asked to discuss. 

Thrombolysis 
The call to needle and door to needle times that are targeted in the Cardiovascular Health 
Strategy: 

• In the long term the data collected for the CHAIR database will have this 
information, 

• In the short tenn a simple tool should be considered to ensure the collection of 
these times 

• Four years into the implementation do all hospitals know their door-to-needle 
times? 

• Should a target be set for pain to needle time? 
• What is the delay in patients calling for help? And what are the barriers around 

seeking help in the Irish context? 
• In hospitals, who should be collecting this data? A chest pain nurse? Who should 

analyze data? Are hospitals using an algorithm/protocols to ensure that door to 
needle times are being addressed? 

• Thrombolysis - Who 's business is it? Emergency Departments? Coronary Care 
Unit? Which department should be prescribing it? 

• Is there a role for nurse led or nurse initiated thrombolysis as in certain areas in 
the UK? 

Aspirin 
What protocols have been devised for the pre-hospital administration of aspirin? Await 
findings of national census first. 
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Chest Pain Clinics 
There was a lot of discussion around thi s topic, particularly in relation to the varying 
population needs in a Dublin hospital compared to a hospital in the country. 
Models exist in Dublin CSt James' s, Mater Hospital) and in Cork. The evaluation of these 
models if not already being done should be considered. Can the city model be applied to a 
smaller hospital outside Dublin? Will population needs di ffer? Will resources differ? 

Primary Angioplasty in Ireland 
This was mentioned but the group felt that there was not enough expertise within the 
group to discuss. 
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Workshop 3 
Research on services for patients with chronic cardiac conditions 

Facilitator: Ms.Catherine Bellew, President, Nurses Cardiovascular Association 
Rapporteur: Dr. Jane Renehan, Cardiovascular Health Strategy Project Manager, 
Northern Area Health Board 
Attendees: Ms. Jacinta Caulfield, Ms. Judith Downey, Ms. Anne Gallagher, Ms. Nuala 
McKeown, Ms. Caithlin N[ Shuilleabhan, and Ms. Ruth O'Connor. 

Feedback from workshop: 

The members of this group were: 
• Five Researchers 
• Two Cardiac Rehabilitation Personnel , and 
• A Cardiovascular Health Strategy Project Manager 

Group's preamble to research priorities: 
• The group wished to state their support for the concept of a "Centre of 

Excellence" to promote and maintain standards of research in Cardiovascular 
Health. 

• The model of a cardiovascular health research strategy where projects are 
nationally proposed, allocated, supervised and collated in a systematic fashion 
was recommended. 

• The increased use of the Boards' researchers, independent researchers and health 
services staff in thjs research process was given wide support. 

• Services designed on large and small population needs assessment and health 
impact assessments were recommended. 

• Evaluations of service delivery and outcomes measurement should be managed in 
a fashion that is consistent and comparable. Tltis should be benchmarked and 
readily available in a central "clearing house". 

Members of the group wi shed to see research which: 
• Addresses quality of life issues for patients, carers and families; 
• Underpins quality assurance measurement of the services provided; 
• Is based on best international practice; 
• Is subject to regular multisectorial review, and updating; 
• Pennits participation of the whole community in service design; 
• Promotes accountability, and value for money; 
• Adds value to the services delivered. 

Priorities - the group identified three priority areas for research; all of which are 
achievable in the short to medium term. 
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Managed Care / Shared Care: 
• There is a need to establish evidence based shared care protocols and guidelines. 

These are most urgently required between acute hospital and primary care service 
providers. 

• A multi sectoral partnership approach to the preparation of standardised protocols 
and guidelines was advocated. Linkages between cardiac rehabilitation and 
"Heartwatch" may be a suitable area to initiate sllch programmes. 

• Traditionally research on patient morbiclities has been into single management 
issues. More recently chronic cardiac patients have co-modalities, which require 
research to establish the managed care programmes in these complex cases. 

• Implementation of such shared care protocols will require the support of 
organisational change management. 

• Research should include investigation of quality of life issues for the patients, 
their carers and families. 

• Establishment of an easy to access database of protocols and guidelines is 
essential for all staff operating in this area. 

• An ongoing review of protocols and guidelines is an inherent part of the shared 
care process. 

Research on Stress as a Health Determinant: 
• Those clinical personnel present reported regular discussions with 

patients/families on the effects of stress on their cardiac condition, rehabilitation 
and ongoing maintenance. 

• Little or no research has taken place into "stress" as a determinant in the aetiology 
of cardiac conditions. The social and psychological influences surrounding 
disease status remains largely unexplored. Yet anecdotally these factors are 
perceived to playa major role in the onset, severity and prognosis of chronic 
cardiac conditions. 

Funding: 
• Healthcare economics research is necessary to ensure that funding is being spent 

effectively, efficiently, and appropriately. 
• Cost benefit analysis on modalities of care was urged to determine value for 

money programmes. 
• Changing work practices and future skills mix should be predicted by close 

observation of medical , social and educational research. A strong link between 
such research and development, and work force plaruting is advocated. 
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Workshop 4 
Co-ordination and support for cardiovascular health services research 

Facilitator: Ms. Bernadette Kiberd, Cardiovascular Health Strategy Project Manager, 
Eastern Regional Health Authority 
Rapporteur: Ms. Rachel Flynn, Researcher, Department of Health and Children and 
Royal College of Surgeons 
Attendees: Ms. Carmel Brennan, Ms. Pauline Dempsey, Ms. Siobhitn Fitzpatrick. Prof. 
John Horgan, Ms. Christine Hughes, Ms. Wendy Keena, Ms. Marian Kiernan, Ms. 
Fionnuala O'Brien, Ms. Mary O'Rourke Keenan. Mr. Barry McGinn, and Ms. Noelle 
Miller. 

Feedback from workshop: 
Recommendation 10.1 of"Building Healthier Hearts" outlines the goal for research 
management in cardiovascular disease: to develop a cardiovascular surveillance system. 
To achieve this, two very important aspects have to be discussed and agreed upon. The 
first is how to support a national cardiovascular di sease health service research strategy 
and the second is how to co-ordinate the best delivery of this strategy. 

The term "Research" 
In order to examine how to support and co-ordinate cardiovascular health serv ice 
research the group felt that there are presently conflicting ideas in relation to what the 
term "research" actually means. Therefore the term research, in relation 10 health service 
research, needs to be explicitly defined. 

Support 
In order to support cardiovascular health service research, the following needs were 
outlined by the group: 

• Staff 
Research staff need 10 be adequately trained and well qualified in order to support 
cardiovascular health service research. Retaining well-qualified staff has proven 
difficult in the past; research staff have usually been employed on temporary, 
long-term contracts. Research careers should be recognised and a process for 
career development should be put in place. 

Research staff should network between all the relevant di sciplines i.e. 
departments of puhlic health, universities, clinical settings and pre hospital care. 
One member of the group felt that public health departments should be one of the 
key disciplines responsible for researchers. 

• Funds 
In order to support any strategy funding is essential. At present funding has been 
made available through the Health Research Board (HRB), Department of Health 
and Children (DoHC), health boards and clinical trials. In the furure funding 
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needs to be protected and should be a percentage of the funding allocated for 
cardiovascular health. Research has to show value for money, therefore a strict 
mechanism to choose which type of research to use, should be put in place. 

Coordinate 
In order to coordinate cardiovascular health service research the following were outlined: 

• Communication 
Communication is necessary between all stakeholders in order to support 
cardiovascular health service research. The group felt that there was a lack of 
communication between the DoHC and the health boards. Last year the DoHC 
issued a questionnaire asking the cardiovascular managers to make an inventory 
of cardiovascular research undertaken by the researcher in each board. Group 
members felt the feedback form the DoHC was vague and therefore linle action 
could be taken to improve research techniques. The group felt that the DoHC 
should provide direction with regards to the type of research to be carried out. 
Researchers should communicate amongst themselves and form a research 
network. It is also vital for cardiovascular managers and all the relevant 
stakeholders at board level to meet regularly and discuss the research agenda for 
each board. This currently happens in some of the boards. 

• A mechanism to agree priorities 
In order to coordinate cardiovascular health service research a mechanism to 
agree and prioritise research in relation to funding, needs to be developed. Ms. 
Kiberd mentioned the United Kingdom's National Health Service (NHS) 
Research and Developments programme, which has healt/1 technology 
assessments systems to devise research priorities. This approach was discussed 
and welcomed by the group. 

• Exchange information already available and coordinate and disseminate key 
messages from research. 
A mechanism to exchange information already available and coordinate and 
disseminate key messages from research is vital. The group welcomed the 
Advisory Forum 's proposed "Centre of Excellence" and this concept. The centre 
of excellence should act as a consultancy and co-ordinate national cardiovascular 
research projects. It should archive past research and past research tools. 

The group felt that a body of research has been carried out in this country and by having a 
centre to coordinate research future work could build on past research. It is vital to learn 
from completed or ongoing projects in Ireland and elsewhere. It is also vital to look at 
past research that had problems, the group felt "the lessons learned in research" should be 
made available. 

The title "Centre of Excellence" was discussed and some members of the group found it 
quite misleading and felt the name should be revised. Firstly the concept of it being a 
centre when in fact it is proposed to be a virtual centre and not an physical centre, and the 
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second is the concept of "excel lence" when if fact it should ident ify past problems in 
research. 

HIPE and CHAIR data should also be considered when carrying out research. There is a 
need for national guidance on core datasets for research. 

A mechanism for policy and practice change, based on findings, is needed as is a 
sophisticated process of quality assurance. The national hospital accreditation authority 
could support this. 

Closing address: 
Mr. Brian Brogan highlighted that the multidisciplinary and multisectoral discussions at 
the meeting added value and provided very useful insights in setting priorities moving 
forward. Cardiovascular research had not been discussed at these previous meetings and 
the outcomes from the workshops have given a strategic overview and formula to 
managing, prioritising and co-ordinating this topic in the future . 

The Health Promotion Unit would like to thank the chairs, speakers, facilitators, 
rapporteurs and all those who made a contribution to the meeting especially those who 
did so at very short notice. The enthusiasm and commitment given by so many people 
with very busy schedules was much appreciated and vital to the continued 
implementation of the Cardiovascular Health Strategy. 
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DA Y 2 - Friday 13th June 2003 

Keynote addresses: 

• Research for the Cardiovascular Health Strategy: setting the scene 
Prof. John Horgan, Consultant Cardiologist and member of the Advisory Forum 
on Cardiovascular Health 

Prof. Horgan acknowledged that this presentation was prepared by Dr. Emer Shelley, 
National Heart Health Advisor, Department of Health and Children. 

Presentation follows. 

}IIIII 
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• Research for health promotion and primary prevention 
Ms. Biddy O'Neill , Regional Health Promotion Manager, South Eastern Health 
Board and Health Promotion Advisor to the Department of Health and Children 

Presentation follows. 

What research methods should be 
used to evaluate effectiveness 

("'Qualitative and quantitative methods need 
to be integrated in health promotion 
research 

I i. Process and outcome evaluation 

,c Mortality rates CVD higher for men 

c.'*' rJlen 's reluctance to access primary care 
why? 

(·.Population to research as well as 
individual lifestyles needed for future 

,0 Research is needed if we are going to 
influence policy and policy makers for the 
future 

What do we mean by Effectiveness 
in Health Promotion 

(0'. Relationship between investment and 
health promotion? 

p'" Implementation of a health educa tion 
programme? 

,.. Opportunities for community partiCipation? 

(0 Ufestyle changes? 

Future challenges 

.... SLAN survey 2002 

('. Stress number one priority as requirement 
for better health 

"0. Need to explore the factors contributing to 
stress 

(0': Physical activity protectIve factor - CVD 

r-: Barriers in particular sub...groups 

Health Promotion Programmes have to be 
planned on a basis of thorough 
assessment of the evidence from 
epIdemiological , behavioral and social 
research which indicate linkages between 
the short term impact of interventIons and 
subsequent change In the determinants of 
health and in health outcome 
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• Researcb on services for patients witb acute coronary syndromes 
Dr. Peter Kearney, Consultant Cardiologist, Cork University Hospital and Chair, 
National Cardiovascular lnfonnation Systems (NCIS) Steering Committee 

Presentation follows. 

Acute coronary disease 
General observations 

Major source of mortality/morbidity 
Major sodetal and economiC impact 
Major source of acute hospital 
admissions 
Major consumer of hospital/primary 
care resources 

Existing sources of information relating to 
Acute Coronary Disease 

Umited to 
• lOcal rcgiStarS (l"1ANCH, r'iGH) 

• ccu = (CYS """'<th prolett) 
• O1AlR (ACS regiSter Plio!: SHB) · " 

Gear absence of structured national sources of 
infonnation 
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NCIS 
National Cardiovascular Information 

Systems 

System of national registers of 
• Arute coronary disease 
• Percutaneous cardiac intelVention 
• cardiac Surgery 
• E1ectrophy51ology/Device implantation 
• Paediatric cardiac Procedures 

Issues raised to date 

-. 
• .III'S. umple &Ue ho5plta!S -• ~VS;.ep9)dc(I~1) -• daU: sa Cauc:lKJ!iIeI'\'Ir:'e pannfng:leptC1tm101o;r) 
• Interfllce mI.h guidelInes. .... 
• 1)05t~ VS. c.1irllGlltydrr-"eIl diIUI OOUeClo'l 

"'" • Clilta (lIIIf'CUIn; v>.1I'IC!kal/~ SI<lff 

ACS - the information deficit 
Arute Coronary Disease a major cause of 
morbidity/mortality and drain on national 
resources 
Consistent lack of information concerning 
current rates of disease, management 
strategies, regional variations in rates and 
treatment, outcome 
CHAIR pilot providing useful guidance on 
structure and function of planned national 
register 
ACS regIster one component of a planned 
comprehensive cardiac registry 
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• Research on services for patients with chronic cardiac conditions 
Ms. Anne Gallagher, Nurses Cardiovascular Association 

Presentation follows. 

Research on services for Patients 
with chronic conditions 

Future challenges· 

CV strategy 

12· 13 June 2003 

Coronary Artery Disease 

Burden of Cardiovascular disease in Ireland is 
high, both in terms of mortality and morbidity , 
and in both men and women. 

Improved treatments, increasing numbers 
surviving and therefore requiring long-term 
cardiac care. 

Congenital Heart Disease 

• Defects present in 1 % of all live births 

• 500 - 600 born every year 

• 300 require surgery. 1 day okj • teenagers 

Groups to consider when planning 
services for chronic cardiac conditions 

• Coronery anery dlans. 

• C.rdoIIc fAIlure 
• Congenllli "-art OIlenl 

• Stroke tare 

• <:0 
• Ttan~n' 
• [M.DeI4'I 

• Arrhythm ... 

• IiyptrMn$tOn 

• H)lperllpoda_ 

• OtIlt' f.cto f1< 

• Equl' aa;eu ........ 
• MIlle Incl F ,mile 

• Mufll..etllfK 
• Soc .. , adv.nl~ 
• Co-mon.dlbel 

Card iovascular Strategy 

Substantial increase in cardiac: prevention and 
treatment services 

Access to intervention 

Cardiac Rehabilitation 

Heart Failure 

Heart Watch. Primary Care 

Heart Failu re 

• CriSiS in Ireland. currentty affects up to 
80.000 

• Estimated further 80.000 with impaired left 
ventricular fundion 

• IHF Council : strudured approach 

re-organization of existing resources 
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Fu rther researc h requirements in the 
area of Heart Fai lu re 

• Six guiding principles outlined by Council 
• Main emphasis on Hospital-based care 

initially, after emergency admission 

• GP and community care 
• Constant interface between hospital and 

primary care - shared care approach 
What data should be collected and 

communicated between the agencies? 

Current Progress 

... _______ -. AaI"'l'ftne"'lJot f~IO~~ 

Di111i1 0::.0111'0;110 1'1 (,nr;luoe ildm," 
suppgr1 ) 
C41rretlt ptO.!KtI 

Stroke burden: 
In 1997 8,584, acute stroke Patient admitted 

to hospital. 21 % mortality. 
30.000 people with residual disability 

I_~" ___ IHF I 

Recommend: link with relevant body 

Considerations for next stage 

• Mll'limum standards 
Benchmarking of aeM08S natJOnally 
S~k.hold.'" Seronce users 

Service proVIders 
Mul tJpIe Government DepiS 
Nalional Counols 
voluniary Groups 
Carers 

FllCiltatlOO Of communlCa\JOfl between all of above 
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• Co-ordination and support for cardiovascular health services research 
Ms. Bernadette Kiberd, Cardiovascular Health Strategy Project Manager, Eastern 
Regional Health Authority 

Ms. Kiberd acknowledged that Prof. Hannah McGee, member of Advisory Forum and 
National Cardiovascular Information Systems, prepared this presentation. 

Presentation follows. 
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Coordination or a ('\'1) IISI{ 
Sfnttt:gy 
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