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Over the past seven years, the strategic guidance for the improvement 
of heart health in Ireland has been provided by Building Healthier 
Hearts, The Report of the Cardiovascular Health Strategy Group, 1999. 
The ongoing implementation of the 211 recommendations in the 
report has contributed to a significant reduction in Irish mortality from 
cardiovascular disease.  

This report outlines the many achievements to date in implementing 
the strategy and I commend all involved in its implementation. The 
report also outlines what remains to be done. While heart disease is still 
a major killer, with improvements in prevention and treatment, we now 

have significant and increasing numbers of people living with heart disease. This has resulted in 
the need for more health promotion and additional services such as chronic disease management 
programmes for secondary prevention and heart failure. In recognition of this, the management 
of chronic disease was identified as one of the main priority drivers in the HSE Transformation 
Programme, launched in 2006.

The Audit clearly shows that the health services, working with other agencies, have contributed 
significantly to a dramatic improvement in heart health, through investment in health promotion, 
prehospital and primary care as well as hospital services.  The HSE will continue to work with the 
Department of Health & Children, the Irish Heart Foundation and other agencies to ensure that this 
progress continues.

The report builds on the two previous audits led by the Department of Health & Children, and I 
would like to acknowledge our colleagues in the Department for the commitment and support they 
have given to the work of implementing the cardiovascular strategy to date.  

The report is a very comprehensive one and required a significant commitment of expertise, time 
and energy to complete. I would like particularly to pay tribute to Dr. Siobhan Jennings, Ms. Wendy 
Walsh and Ms. Regina Black for bringing the report to fruition, along with the cross directorate 
Project Team who managed the process of the audit.

Dr. Pat Doorley 
National Director, Population Health Directorate, Health Service Executive

Foreword
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Cardiovascular disease is the main cause of death and permanent 
disability in Ireland and across Europe. In the 1990s with Ireland at the top 
of the league for premature mortality from heart disease, the Minister for 
Health and Children commissioned a group to outline a national strategy. 
This work, known as Building Healthier Hearts, was launched in 1999 and 
subsequently ring fenced funds were committed to its implementation 
from 2000 to 2005. The Health Service Executive agreed to audit the 
progress of the strategy at handover to the new administration. The 
purpose of this report is to identify the achievements to date and clarify 
the outstanding gaps.  

The report describes trends in cardiovascular health with an emphasis on the changes since the 
mid 1990s, outlines investment to date and sets out the current state of implementation of the 
recommendations and identifies the way forward. 

Much has been achieved since 2000. The epidemic of heart disease shows a declining trend with the 
pace of improvement accelerated since the mid 1990s. Ireland is no longer the worst in the EU for 
premature heart disease mortality.  Research in Ireland has shown that the decline in mortality is due 
to changes in risk factors as well as access to treatment. The report points to many improvements in 
access to diagnostic, treatment and preventative services for patients with coronary heart disease 
throughout the country.

However, many challenges remain. While the pattern of this major disease changes, Ireland 
continues to have a high prevalence of traditional risk factors for development of the disease 
and mounting concern regarding emerging risk factors of obesity, reduced physical activity and 
increasing prevalence of diabetes. Furthermore, as people survive an acute event and live with a 
chronic condition there is increasing need for further acute care, repeat procedures and ongoing 
disease management and heart failure care. Herein lies the challenge to empower the individual to 
manage his/her condition, promote robust primary care for this group of people while also achieving 
efficient use of hospital resources. 

I wish to acknowledge my colleagues on the Project Team, particularly Ms. Wendy Walsh and Ms. 
Regina Black for their dedication in bringing the report to fruition. I would also like to take the 
opportunity to thank clinicians, managers and their staff be they in the community, hospital, 
health promotion, public health or administrative setting, who have worked so hard to achieve the 
strategy’s goals. 

Dr. Siobhan Jennings, 
National Heart Health Lead, Population Health Directorate, Health Service Executive

Message from the Chairperson
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Introduction

Following the extensive work of the Cardiovascular Health Strategy group, Building Healthier Hearts (BHH) was 

launched by the Department of Health and Children (DOH&C) in November 1999. Ring fenced funding was 

identified as well as structures for implementation put in place at national and regional level which obtained 

until 2005. Since 1999 the Heart Health Task Force produced two progress reports.  Furthermore, the National 

Health Strategy, Quality and Fairness, was launched in 2001 and the reform of the health services, under the 

newly established Health Service Executive (HSE), got underway in 2005.

The HSE identified the need to audit the implementation of the national cardiovascular strategy in its Corporate 

Plan, 2005 - 2008. The terms of reference for the audit were to:

 

• Evaluate the extent to which the objectives and the actions of BHH were achieved following 6 years of its 

implementation

• Identify the outstanding gaps in reaching its objectives, and 

• Produce a report for the Chief Executive Officer on the status of implementation of the national 

cardiovascular strategy, with a view to developing an Action Plan in 2007.

The work, led by a Consultant in Public Health Medicine in tandem with a cross directorate Project Team within 

the HSE, consisted of a review of national and regional documents for the period, targeted questionnaires, 

quantitative data analysis, input from cardiovascular project managers, validation and consultation within the 

HSE. The work has concentrated on changes in the areas covered by the 211 recommendations of BHH to the 

end of 2005, though activity since 2005 has been noted in brief.

Changing Trends in Heart Disease

Study of the epidemiological trends shows: 

• A very welcome reduction (54%) in coronary heart disease (CHD) death rates since 1985 and in particular 

the accelerated pace of reduction in Ireland since the mid 1990’s compared with the EU average. Ireland no 

longer has the highest rate of premature mortality for CHD in the EU-15. 

• Forty eight percent of the mortality fall (1985 – 2000) is explained by a reduction in population risk factors 

and 44% is due to improved treatments, with beneficial effects being offset by increases in diabetes, obesity 

and physical activity. 

• In terms of treatment a two to four fold increase in prescribing of cardiovascular therapies in primary care 

has been observed along with increased throughput in hospitals particularly a two to three fold increase in 

interventional work. 

• The biggest improvement in risk factor reduction has been in smoking yet modest improvements in blood 

pressure and cholesterol have also contributed.

• With the decrease in death rates comes increased survival, with increased need for ongoing care.

• Remaining inequalities are seen in geographical areas (former Southern, Midlands and South Eastern Health 

Boards), in gender and in social class.

Executive Summary
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Level of Investment

An exercise in tracking the funding and human resources since 2000 was undertaken and revealed that up 

to 2005 almost €72 million was ring fenced for heart health programmes with three quarters of this going to 

targeted regional activity. Nationally,  €18 million was spent on programmes such as Heartwatch, Coronary 

Heart Attack Ireland Register (CHAIR) and National Cardiovascular Information System (NCIS), media campaigns 

(aimed at health promotion i.e. smoking cessation) and the initial implementation of the Sudden Cardiac Death 

(SCD) Task Force Report. The expenditure on new and increased technologies and drugs has not yet been 

costed.  

Over 820  additional cardiovascular posts were approved up to the end of 2005, but the number of posts filled 

and the current status of these posts has not been possible to capture in full as the exercise was significantly 

hampered by loss of corporate knowledge through staff changes and reconfiguration of posts. Workforce 

planning remains outstanding, as does the full implementation of the Joint Report on Consultant Cardiology 

Manpower.  

Health Promotion 

The most significant change since BHH in 1999 has been the ‘Smoke free at work’ initiative (the smoking ban). 

Other successes are a trebling of smoking cessation services and the establishment of a national ‘Quitline’, the 

influencing of curriculum development to promote health in Primary and post Primary schools, increases in 

staffing in many fields such as smoking, physical activity, nutrition and community focus. Funding has also 

been invested in research such as the Survey of Lifestyles, Attitude and Nutrition (SLÁN) surveys. Attention has 

been brought to bear on healthy procurement through initiating contracts for low salt bread as well as offering 

healthy choices in health care premises.

Areas which need to be tackled going forward are: a) supporting the implementation of an action plan targeting 

obesity and improving physical activity, b) resourcing the expansion of Health Promoting Schools programme 

and allied work, c) implementing the two Task Force reports on alcohol, d) addressing staffing deficits especially 

regarding key national coordinator posts, e) reviewing the post of Health Promoting Hospitals coordinator to be 

more strategic in contributing to the prevention of chronic diseases, f ) enhancing smoking cessation training 

and surveillance.  

Primary Care

In primary care successes noted are the organisation of secondary prevention nationally (Heartwatch) albeit 

with only 20% of General Practitioners initially and the structuring of care for patients with diabetes in some 

regions, which have demonstrated the improvement in interim outcome measures such as blood pressure and 

cholesterol. Other areas are: improved education and training opportunities across all disciplines and improved 

integration between primary care, health promotion, pre-hospital and hospital services. Finally, the increase in 

prescribing of evidenced based therapies for secondary prevention has been observed in a study of data from 

HSE Primary Care Reimbursement Services scheme (PCRS, formerly GMS Scheme).
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Key gaps remaining are: a) an expansion of secondary prevention to the eligible population countrywide as well 

as consideration of models to improve intractable lifestyle risk factors, b) a coordinated national approach to 

diabetes, hypertension and heart failure management, c) a review of models for delivery of primary prevention 

in primary care and d) a review of the need and supply of certain professional groups such as dieticians and 

public health nurses in heart health prevention and treatment.

 

Pre-hospital Care 

Pre-hospital care has seen improvements in automated external defibrillator availability (emergency ambulances, 

Dublin Fire Brigade, some General Practitioner’s (GP) surgeries and in the community), the setting up of a number 

of first response programmes in various settings, the introduction of legislation regarding drug administration 

by emergency medical technicians and advanced paramedics, the establishment and training of paramedic and 

advanced paramedic posts and the development of an electronic national patient care report form.

Outstanding areas remain in regard to: a) monitoring and improving response times, b) the extended 

development and implementation of pre-hospital thrombolysis, c) the reduction of control centers to four 

along with a national standardized computer aided dispatch system, d) increased resuscitation training and 

promoting early defibrillation as outlined in the Task Force on Sudden Cardiac Death Report 2006, e) education 

of the public on symptoms of acute myocardial infarction and how to contact the Emergency Medical services, 

f ) and roll out of the electronic National Patient Care Report form.

Hospital Care 

Hospital care has advanced with most hospitals (73%) delivering thrombolysis in the Emergency Department 

in 2005 and all hospitals having a dedicated cardiac investigation area with a sizable investigative throughput 

e.g. 21,600 new patients seen in clinics in 2005 and over 73,000 echocardiogram investigations performed. 

International guidelines for acute and chronic care of patients are in use in most hospitals e.g. 87% of hospitals 

use acute coronary syndrome guidelines.  A major increase has taken place in interventional cardiac diagnosis 

and treatment e.g. in 2005 over 23,000 angiograms were performed as well as over 6,800 angioplasties in the 

public and private sectors. Consequently, the rate of angioplasty in Ireland in 2005 was over 1,600 per million 

which compares well with the BHH target (1,200 per million) set for 2002.  Finally, the number of front line staff, 

nurses and cardiac technicians, have been increased considerably as well as increases in Consultant Cardiology 

manpower from 29 to 51 with a further 30 posts needed to complete the recommendations of the Joint Report 

on Consultant Cardiology Manpower.

Outstanding gaps are: a)  modernising of acute cardiac care, b) a system of rapid chest pain assessment 

countrywide building on the models developed in some regional centres in the past few years, c) further 

expansion of ambulatory care including cardiac investigation with a balance between hospital provision and 

GP direct access, d) heart failure programmes which include acute and chronic care, across primary and hospital 

services, e) a review of need for and supply of interventional cardiology including primary percutaneous 

coronary intervention and f ) addressing the remaining manpower needs.
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Cardiac Rehabilitation 

Cardiac rehabilitation (CR) services (Phase I, II and III) has seen considerable growth in Ireland since 1998. An 

increase in the provision of phase III in acute hospitals from 29% to 95% along with a threefold increase in 

staffing has resulted in at least a three fold increase in patients receiving a service.

Areas for attention are: a) expansion of Phase III in order to offer CR programmes to all eligible patients, including 

heart failure patients, noting that staffing and facilities are under pressure, b) Phase IV services need to be put in 

place in an integrated manner as a chronic disease management programme maximising patient empowerment 

and secondary prevention in primary care, c) training and grading of CR coordinators and d) support for audit 

and review through Cardiac Rehabilitation Information System (CRIS) data collection and analysis.

Surveillance, Audit and Research

The Surveillance, Audit and Research area has been improved in a number of areas: developments of the European 

Cardiology Audit and Registration Data Standards (CARDS) with Ireland taking the lead, SLÁN 2002 report on risk 

factor prevalence, the establishment of the CHAIR programme in all eight hospitals in Cork and Kerry.

Outstanding areas are: a) agreement on a national surveillance and clinical audit structure and function for 

heart care, b) improvement in current information systems as well as development of new systems in order 

to secure a Heart Registry (possibly virtual) to track improvements and ongoing challenges and to relate to 

international registries to promote best practice, c) establishing a quality of care focus and d) addressing the 

need for a personal identifier to achieve linkage of databases and maximise current resources.

Way Forward  

The thrust of this chapter is to celebrate the achievements of the past six years along with the hard work from 

all parties.  Secondly, there is a need to acknowledge the remaining areas for improvement as well as identify 

the continuing developments in a major condition affecting our health. 

In going forward, changes within heart health will take place in the context of transformation in the HSE and 

the DOH&C. The HSE transformation agenda has prioritized six programmes improving direct service provision, 

four of these will significantly impact the services to the patient with cardiovascular disease.  Programme 4 

specifically targets the prevention and management of chronic illness including cardiovascular disease, with 

Programme 1 targeting integration of services across all stages of the care journey.  Programmes 2 and 3 target 

configuration of primary, community and continuing care and hospital services, in order to deliver optimal and 

cost effective results. 

Secondly, the expert advisory environment will also be relevant in improving services for patients with 

cardiovascular disease.  The Expert Advisory Groups (EAG) provide a platform for health professionals and service 

users to actively participate in the health transformation programme by influencing and setting operational 

policy, strategy and quality standards.  To date relevant EAGs established include diabetes and the elderly. A 

cardiovascular EAG was announced in July 2007.
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Bearing in mind the transformed health services, steps which are now needed are outlined:

• It has been agreed, that within the HSE Transformation Programme, a Heart Health Action Plan for the next 

3-5 years, to address the main gaps identified in the Audit, will be developed and implemented.  This work 

will need an appropriately appointed Steering Group which is charged with reviewing the identified gaps 

for continuing relevance, structuring a plan to address these challenges as well anticipating what is coming 

over the horizon.

• As well as a Steering Group it is important that there is a clear governance structure within the HSE that 

ensures that heart health care developments are implemented across the directorates.  Furthermore, heart 

health project management needs to be restructured in light of current gaps, new HSE area structures and 

the assignment of a national lead.  

• It is important to ensure that there is an advisory/ consultative environment so that developments are 

informed by patient and professional perspectives.

• There is a need for good information both in terms of performance and surveillance.  While the cancer 

registry may not necessarily be the right fit for the cardiovascular programme, it is a model on which to 

develop our thinking.

• There is a need to work closely with the DOH&C in terms of the policy context for further developments in 

the cardiovascular health area including heart health and stroke care.
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1.1 Introduction
In 1998 a Cardiovascular Health Strategy Group was established by the Minister for Health 
and Children to develop a strategic approach to reduce avoidable death and illness caused 
by cardiovascular disease. The group engaged in widespread consultation and made 
recommendations on the development and implementation of an integrated strategy to 
improve cardiovascular health. The groups’ work culminated in the publication in 1999 of 
Building Healthier Hearts (BHH), the Report of the Cardiovascular Health Strategy Group.1

BHH identified 211 recommendations, which concluded in 4 key areas for action:

• Expand or put in place settings-based health promotion programmes 
• Establish a protocol for appropriate primary care
• Standardise care in the pre-hospital and hospital settings across health board regions, and
• Ensure an effective surveillance system.

Following its publication, an implementation structure was developed and initiated which included:

• A Ministerial Group chaired by the Minister for Health and Children
• A Joint Oireachtas Committee on Health and Children
• The Heart Health Task Force
• An Advisory Forum on Cardiovascular Health and associated working groups
• The National Cardiovascular Information Systems Steering Committee
• A Joint Working Group to Review Consultant Cardiology Manpower Requirements
• A National Steering Committee for the Initial Implementation Phase of a National 

Programme in General Practice for the Secondary Prevention of Cardiovascular Disease
• An Inter-divisional Working Group on Cardiovascular Health within the Department of 

Health and Children, and
• Regional cardiovascular committees / steering groups at former Health Board / Authority 

level.

Until 2005 this structure was responsible for delivery on the recommendations in the strategy. 
Two reports, produced by the Heart Health Task Force, Progress Report of Heart Health Task Force 
July 1999 – June 20012 and Ireland’s Changing Heart, Second Report on the Implementation of 
the Cardiovascular Health Strategy, July 1999 – September 20023 documented progress.  

In 2001, the National Health Strategy, Quality and Fairness: A Health System for You4 was produced 
which set out the blueprint for the development of health and social care services in Ireland.

In June 2003 the Irish Government announced a major change process for the reform of the 
health services. Following the enactment of the Health Act 2004,5 the Health Service Executive 
(HSE) was established on 1st January 2005 as the legal body responsible for the delivery of 
personal health and social services in Ireland. The HSE National Corporate Plan 2005 – 20086  
outlines the HSE agenda for the period, identifies its response to the National Health Strategy, 

Setting the Scene
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reflects the policy decisions of the HSE Board and takes cognisance of other national policies and 
priorities. It maps out the future direction for health and personal services which are delivered 
through the annual National Service Plan and associated business planning process.

Under the new structure, the implementation and monitoring of BHH comes under the 
governance of the Population Health Directorate.  A Consultant in Public Health Medicine 
was appointed National Heart Health Lead in October 2005 in order to continue to drive the 
implementation process under the reformed structure. 

In late 2006 a major change management programme was launched, namely the HSE 
Transformation Programme,7 which identified four drivers which will impinge on the further 
implementation of BHH:

• Patient Journey Processes  
• Primary, Community and Continuing Care Configuration Framework 
• Reconfiguration of Hospital Services, and 
• Chronic Illness Framework. 

1.2  Structure of the Audit
In line with the objectives and actions in the HSE’s National Corporate Plan 2005 - 2008 and 
National Service Plan, 2006,6,8 the Population Health Directorate of the HSE conducted an audit 
of BHH.

Corporate Objective 2: We will work to protect, promote and improve the health and well-
being of the population, based on identified need and with particular focus on measures to 
address social exclusion.

• Audit the current implementation of the Cardiovascular Strategy across the country. 
(Corporate Plan Action 2.2.4)

A cross directorate project team with representation from National Hospitals Office (NHO), 
Primary, Community and Continuing Care (PCCC), Corporate Planning and Control Processes 
(CPCP), Population Health was established under the chairmanship of Dr. Siobhan Jennings, 
Consultant in Public Health Medicine, National Heart Health Lead. Membership of the project 
team can be found in Appendix 1.

1.3  Terms of Reference
In its terms of reference the project team was asked to:

• Evaluate the extent to which the objectives and recommendations of BHH were achieved 
following 6 years of its implementation

•  Identify the outstanding gaps in reaching its objectives, and 
• Produce a report for the Chief Executive Officer on the status of implementation of the 

national cardiovascular strategy, with a view to developing an Action Plan in 2007.



ONE: setting the scene

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

16

1.4  Project Objectives 
In order to meet the requirements of the terms of reference the project team identified four 
project objectives:
1. Establish the epidemiological trends in mortality, morbidity and risk factor prevalence 

in Ireland since 1999, outlining differences across the country and compared with other 
European countries.

2. Establish to what extent the recommendations outlined in BHH have been achieved.
3. Identify current service provision against the service provision outlined in BHH in 1999. 
4. Clarify the remaining, ongoing and future challenges with regard to cardiovascular health, 

including areas of development since 1999.

1.5  Methodology
Data gathering, incorporating the collation and review of both quantitive and qualitative data, 
was achieved through the following methodology:

• Background documentation and literature review
 A search was undertaken of all relevant documents, reports, national and regional 

strategies, across all areas of the strategy’s interest. For reference purposes, a bibliography 
can be found after the appendices. 

•  Targeted questionnaires 
 Questionnaires were developed, piloted, amended and distributed to service providers to 

gather national information for the following sections of the report:
- Primary Care
-  Pre-hospital Care
-  Hospital Care
-  Cardiac Catheterisation Laboratories, and
-  Innovative practices across all six areas of the strategy.

 Provided by the Royal College of Surgeons Ireland (RCSI), a review of data from the Third 
National Survey of Cardiac Rehabilitation Service Provision in Ireland:  Progress on the 1999 
National Cardiovascular Health Strategy Recommendations (HSE) July 2006, was utilised. 

• Quantitative data analysis using relevant statistical data
 Statistical data for quantitive analysis was obtained from various sources, including: Hospital 

Inpatient Enquiry (HIPE), Public Health Information System (PHIS) Version 8, Heartwatch, 
Coronary Heart Attack Ireland Register (CHAIR), SLÁN, Pre-hospital Emergency Care Council 
(PHECC), HSE Primary Care Reimbursement Services (PCRS) formerly GMS Scheme and the 
Health Research Board (HRB). This is not an exhaustive list. 

• Input from Regional Project Managers / Coordinators 
 As part of the original organisational structure for the implementation of the strategy, 

Project Managers / Coordinators were appointed to each of the former Health Board areas 
and the Eastern Regional Health Authority (ERHA). With the restructuring of the health 
services this position has changed so that at April 2007 only 7 of the 11 people appointed 
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still had a remit for cardiovascular health improvement. The corporate knowledge of the 
strategy’s implementation from these individuals was essential to the audit process. The 
roles of some of these 7 people are no longer exclusive to cardiovascular services, with 
some Project Managers / Coordinators taking on additional roles and responsibilities for 
other services, e.g. palliative care and chronic illness. Three areas were identified where 
major gaps in corporate knowledge existed, that of the HSE West (former North West and 
Western Health Board areas) and also HSE Dublin North East (former Northern Area Health 
Board). As a consequence of this, difficulties were experienced in presenting a full and 
complete picture in some parts of the report. Where gaps in information exist a note to 
that effect is referenced.

•  Validation of findings
 Information was validated using the cross directorate Project Team, Directors of Public 

Health, a HSE senior management review and the DoH&C.

1.6 Identifying Targets from National Strategy Documents Relevant to Cardiovascular Disease
BHH also identified and brought forward relevant national health targets from previous 
strategies. Progress against these targets are detailed in their pertinent chapters throughout 
the report and are also summarised in Appendix 2.

References
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Key Points
• Life expectancy has increased since 1999 and improvements in cardiovascular health 

have contributed to this situation.
• Heart disease and stroke death rates have continued to decline in Ireland. Ireland is no 

longer in worst place for premature mortality from Coronary Heart Disease (CHD) in EU-
15 as was the case prior to Building Healthier Hearts (BHH).

• National cardiovascular mortality reduction targets, referred to in Building Healthier 
Hearts, have been reached and exceeded. 

• The pace of improvement for CHD is faster in Ireland compared with the EU-15 average.
• The decline in mortality from CHD has not been even across the regions in Ireland with 

former Southern Health Board (SHB) continuing to have higher rates than the country 
overall. Midland and South Eastern Health Board (SEHB) have emerged as causing 
concern since publication of Building Healthier Hearts. 

• Social class differences exist for CHD mortality.
• Reduction in death rates has heralded an era of increasing survival after an event, with 

attendant needs for ongoing care.
• Two to four fold increases have occurred in prescribing in primary care for cardiovascular 

conditions (2000-2005). This has been accompanied by a similar increase in costs.
• Increased workload is seen in the hospital sector with evidence of improved efficiencies.
• Two to three fold increases have taken place in angiography and angioplasty procedures 

with a more modest increase in CABG. Variation exists across the country. 
• There is some evidence of gender variation in treatments for CHD.
• The change in prevalence of risk factors for cardiovascular disease has been variable with 

improvements in smoking but disimprovement in obesity, physical activity and diabetes 
levels. Alcohol consumption has increased dramatically. 

• Blood pressure and cholesterol levels in the population have not been tracked during the 
past seven years but are expected later this year (SLÁN 2007).

2.1  Introduction
The purpose of this chapter is to outline the changing trends in the demography and epidemiology 
of cardiovascular disease and particularly to establish the difference between the period before 
the national cardiovascular strategy and recent statistics available in the 21st century.
         
In carrying out this work, data was used from a number of sources:  

• PHIS v 8 (mortality and hospital statistics analysed and presented by DoH&C)1

• 2004 HIPE (Hospital Inpatient Enquiry System) data to give the most up to date data as at 
end of 20062

• HSE Primary Care Reimbursement Services (PCRS) formerly GMS3 
• SLÁN reports4,5 
• Central Statistics Office6-8

• Eurostat9

• WHO health for all database10 

Cardiovascular Disease - the 
Changing Trends
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2.2  Health Status

2.2.1 Life Expectancy
Life expectancy (LE) has increased in Ireland both for LE at birth reflecting conditions in the first 
few years of life and LE at 65 years of age reflecting social and healthcare issues in older age. 

In the period 2001-2003, LE at birth in Ireland for male children was 75.1 years and for females 
was 80.3 years. There is still improvement to be achieved to reach the European Union 15 (EU-
15) average (2002) of 76 years for males and 82 years for females.

Life expectancy at 65 years, more pertinent in the era of chronic disease, has risen by 1.6 years in 
men and 1.4 years in women since 1999. The trend in improvement appears more marked since 
the late 1990s though a gap with our European neighbours still exists (Fig. 2.1 and 2.2).9  For the 
period 2001-2003, LE at age 65 years in Ireland was 15.4 years for men and 18.7 years for women 
compared with the EU-15 average of 16.5 years (male) and 20.3 years (female). 

Fig. 2.1: Life expectancy from age 65 for males in Ireland, UK, France, Sweden & EU-15 1990-
2004

Source: Eurostat

Fig 2.2: Life expectancy from age 65 for females in Ireland, UK, France, Sweden & EU-15 from 
1990-2004

Source: Eurostat
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Overall, Ireland still ranks joint lowest with Denmark in the EU-15 in regard to LE at 65 years 
for males, as was noted in 1997. However, ranking has improved for women moving to second 
lowest place behind Danish women.  

While LE reflects a number of conditions, coronary heart disease (CHD) accounted for 21.2% of 
deaths from 65 years onwards in 2003 and so is a significant contributor to reduction in LE.

2.3 Demography and Population Projections

2.3.1 Changes since the 1990’s
In the fifteen years up to 1996 the population of Ireland grew by 5.3% (182,682) compared with 
a growth of 15.1% (608,838) in the next 10 years. In Census 2006, the population of the country 
was 4,234,925 with the distribution across the four HSE areas set out in Fig. 2.3.  

Fig. 2.3: HSE area population, 1981 - 2006 

Source: Central Statistics Office (CSO)

The population aged 45 – 64 years totalled 928,868 (21.9%) in Census 2006 and those 65 years 
and over accounted for 11% (467,926).  There has been little change in the elderly population 
in Ireland over the last three censuses and Ireland has a smaller proportion of elderly compared 
with EU-15 average of 16.4%.

Census 2006 revealed that the population grew in each county with the greatest increases seen 
in the counties of Westmeath, Meath and Kildare (Appendix 3).  

People, describing themselves as non Irish, represented 10.1% (49,733) of the population on 
Census night in 2006. In 2002 the Travelling community comprised 0.6% of population.  
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Fig 2.4: Population pyramid for 2002 and projections for 2036

Source:  CSO “Population and Labour Force estimate 2006-2036” using M1F1 assumptions

 
2.3.2 Population Projections

Population projections up to 2036, carried out by the CSO, are detailed in Table 2.1 and Fig 2.4. 
The assumptions underpinning these calculations are outlined in CSO.7 

Table 2.1:  Population projections (in 000’s) for Ireland

Age 2006 2011 2016 2036

0-14 868.0 961.0 1,046.4 1,032.4

15-44 1,906.4 1,970.4 2,031.4 2,089.6

45-64 927.6 1,042.5 1,145.2 1,553.0

65+ 465.6 531.1 631.1 1,145.3

65-74 262.8 307.8 377.6 594.9

75-84 156.0 168.2 189.9 391.9

85+ 46.9 55.1 63.6 158.5

Total 4,167.7 4,504.9 4,854.2 5,820.3

Source:  CSO “Population and Labour Force estimate 2006-2036” using M1F1 assumptions
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These projections indicate that: 
• The population will approach five million in the next ten years (2016) and will exceed it by 2021
• The population will increase at all ages into the future 
• The change in the 45-64 age group is predicted to increase from 927,600 (22%) to 1.55 

million (27%) by 2036, and 
• The percentage of older persons (over 65 years) is estimated to increase from 465,000 

(11%) in 2006 to 1,145,000 (20%) in 2036.  

2.4 Mortality
In the 1990s, while coronary heart disease (CHD) mortality rates were declining, Ireland had the 
highest premature mortality rate for men and women in the  EU-15. In addition BHH noted that:

• Men die more often from CHD than women 
• Within Ireland geographical variation has been documented with significantly higher 

death rates in the former North Eastern Health Board (NEHB) and Southern Health Board 
(SHB) in the 1990s

• The trend in cerebrovascular disease is also declining but rates in Ireland are similar to EU 
average.

2.4.1 General Trends in CHD since Mid 1990s
In a time of increasing population in Ireland, the number of deaths annually from all causes 
declined from 32,608 in 1999 to 28,151 in 2004 - a reduction of 4,457 deaths in 2004 (latest 
available figures). Cardiovascular disease was a major contributor to this reduction with 2,772 
fewer cardiovascular deaths in 2004 compared with 1999.  

The decline in the proportion of deaths due to cardiovascular diseases is quite striking. In 1999, 
42% of all deaths were due to cardiovascular disease but in 2004 this had dropped to 37% of 
the total (Fig. 2.5 -2.6). Notably this figure was 51% in 1980. In the under 65 year age group the 
proportion of deaths from cardiovascular disease differs between men (28%) and women (15%) 
due to the later onset of disease in women. 

Fig 2.5: Principal cause of death at all ages, Ireland 1999

 
Source: CSO
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 Fig 2.6: Principal cause of death at all ages, Ireland 2004

Source: CSO

Within the cardiovascular group, the proportion of deaths due to CHD and stroke declined from 
22% (7,059 deaths) and 9% (2,807) in 1999 to 19% (5,417 deaths) and 7% (2,085 deaths) in 2004 
respectively. 
    
Figure 2.7 illustrates the decline in CHD age standardised mortality rate in Ireland compared to 
the EU-15 average.11  The percentage reduction was similar for men (57%) and for women (54%) 
for the period 1985 to 2004.   
 
Comparing CHD mortality in Ireland for the period, 1994-1998, prior to BHH with, the period 
afterwards, 1999-2003, it is clear that death rates have declined across all age groups though 
less marked above 75 years. The reduction in death rates is slightly higher in males compared 
with females  (Table 2.2).  

Fig 2.7: Age standardised CHD mortality rates per 100,000 for Males and Females in Ireland & 
EU-15 
 

Source: WHO HFA database & CSO
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Table 2.2: Changes in death rates between 1994-1998 and 1999-2003 from Coronary Heart 
Disease (CHD) and from all causes

Age group Male Female
<65 -30.3 -37.5

65-69 -31.1 -35.9
70-74 -30.8 -32.1
75-79 -23.5 -25.2

CHD, all ages -24.6 -23.0
All causes, all ages -11.9 -10.2

Source: PHIS V8

2.4.2 Trends in Ireland Compared with International Data
Premature mortality from CHD in Ireland has improved from its ranking at the top of EU15 to 
second highest behind of Finland for men and behind the UK for women. For mortality aged 65 
years and over Ireland’s ranking remains unchanged. (Fig 2.8 – 2.11)

Fig 2.8: Age standardised CHD rates for females in EU countries, 0-64 years for 1994 
(Ireland only), 1998 & 2002. Horizontal line represents EU-15 countries 2002 rate.
 

Source: WHO HFA database

Fig 2.9: Age standardised CHD rates for males in EU countries, 0-64 years for 1994 
(Ireland only), 1998 & 2002. Horizontal line represents EU-15 countries 2002 rate.

Source: WHO HFA database
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Fig 2.10  Age standardised CHD rates for males in EU countries, 65+ years for 1994 
(Ireland only), 1998 & 2002. Horizontal line represents EU-15 countries 2002 rate.

 

Source: WHO HFA database

Fig 2.11: Age standardised CHD rates for females in EU countries, 65+ years for 1994 
(Ireland only), 1998 & 2002. Horizontal line represents EU-15 countries 2002 rate.

Source: WHO HFA database

The pace of improvement has been faster in Ireland compared to EU average both for mortality 
under 65 years and mortality 65 years and over. Regression analysis of data for the period 1995 
– 2004 for CHD premature mortality (< 65 years) shows that the rate of decline was 4.4 per 100,000 
per annum in Ireland compared with 1.7 per 100,000 per annum in the EU15 for men and 1.3 per 
100,000 per annum in Ireland compared with 0.4 per 100,000 per annum in EU15 for women.  

In men and women 65 years and over the rate of decline in CHD mortality was three times faster 
in Ireland: 99 per 100,000 per annum in Irish males compared with 33 per 100,000 per annum in 
EU-15 and for women the rate was 50.3 per 100,000 per annum in Ireland compared with 17.6 
per 100,000 per annum in EU-15.
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2.4.3 CHD Trend within Ireland 
Within Ireland, improvement is seen across the country, though pace of improvement shows 
some variability and ‘hot’ spot areas remain. (Map 2.1 & Map 2.2)  
 
The former NEHB and the SHB Health Boards had significantly higher CHD mortality than the 
national average for all ages, both males and females in BHH (1991-1995 data). Most recent 
data for all age CHD mortality (1999-2003) shows that the rate for the former SHB still remains 
significantly higher than Ireland for both males and females. Notably, the former Midland HB, 
previously similar to national average, now has significantly higher rates for males. The rate in 
the SEHB has also disimproved with significantly higher rates for females. 

The pace of change is similar in the under and over 65 year age bands around the country with 
the exception of the former NEHB which has seen significantly greater percentage decline and 
the Mid Western Health Board (MWHB) significantly lower decline in women in the time periods 
studied (Table 2.3).

Counties with significantly high all age mortality rates for CHD are Cork, Tipperary NR, Wexford 
and Carlow.  

Targets for reduction in mortality, outlined in Building Healthier Hearts, have been met (Box 2.1).

Table 2.3: Percentage decline in CHD mortality in Ireland between the time periods 1994-
1998 and 1999-2003

Area Male mortality (all ages)
% decline

Female mortality (all ages) 
% decline

ERHA 25.4 23.9

MIDHB 19.9 22.5

MWHB 21.4 15.3*

NEHB 29.4 32.9**

NWHB 18.4 24.3

SEHB 27.9 19.7

SHB 24.4 21.8

WHB 25.0 23.1

Ireland 24.6 23.0

Source: PHIS v 8 with statistical analysis by Drs O’Hara and Bennett.
*  denotes significantly LOWER mortality reduction than national average 
** denotes significantly HIGHER mortality reduction than observed national average 



TWO: cardiovascular disease - the changing trends

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

29

Map 2.1: Age standardized CHD mortality by former health board for men, all ages, five year 
rates 1999-2003
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Map 2.2: Age standardized CHD mortality by former health board for women, all ages, five year 
rates 1999-2003
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Box 2.1: The status of cardiovascular targets from Building Healthier Hearts and earlier 
documents

Target Status

To reduce death rate from 
cardiovascular disease in the under-65 
age group by 30 per cent in the next 
ten years (Target set in 1994 in Shaping 
a Healthier Future.)11

The death rate from all cardiovascular 
disease rates (ICD-9 codes 390-459) has 
declined by 35.8% for the population in 
the under 65 years age group in the time 
period 1994 to 2003. The male and female 
percentage reductions are 36.7% and 33.8% 
respectively. 

This target has been achieved and 
exceeded ahead of the time frame.

To reduce the death rate from ischaemic 
heart disease and stroke in people 
aged 65 to 74 by at least 15 per cent to 
no more than 971 per 100, 000 in the 
year 2005 (from a baseline of 1142 per 
100,000 in 1995)12  

The death rate from ischaemic heart disease 
and stroke in people aged 65 to 74 years 
has declined by 54.1% in the period 1995 to 
2003 so that in 2004 the death rate in this 
group was 529 per 100 000.

This target has been achieved and 
exceeded ahead of the time frame.  

2.4.4  Social Class and CHD
Since BHH, two studies of the relationship between mortality and social class were undertaken. 
Balanda and Wilde, in studying mortality for the island of Ireland 1989-1998, showed that an 
occupational class gradient for coronary heart disease mortality existed in the Republic of Ireland 
with the rate in the lowest class being significantly higher (over 120%) than that in the highest  
occupational class (Fig. 2.12).13 Barry et al showed a social class gradient for CHD mortality and 
while the trend in the years observed (1981- 1996) appeared to indicate a reduction in the 
gradient there were very significant concerns that the ‘unknown socio-economic group’ had 
grown casting doubt on the decline in mortality gap.14  No later study is available to compare 
more recent trends, though the Institute of Public Health is currently studying this area. 

Fig 2.12: Annual directly standardised mortality rates (per 100,000) for IHD in working age 
males, by occupational class, Republic of Ireland (1989 - 1998) 

Source: Inequalities in Mortality 1989-1998. A preport on All Ireland Mortality Data (2001) by Balanda, K and Wilde J. Published by 

Institute of Public Health.13
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2.4.5  Acute Myocardial Infarction
Mortality trends for acute myocardial infarction (AMI) show a similar pattern to CHD overall with 
a marked reduction in the under 65 year age group (Fig 2.13).

Fig 2.13: Acute Myocardial Infarction age standardised mortality (Age <65) rate per 100,000 
for males and females
 

Source: PHIS v8 and CSO for 2003 and 2004

Across the country the pattern for men (all ages) indicated that four former Boards have 
significantly higher rates than the national average in the 1999-2003 period (former MidHB, 
NWHB, SHB and WHB). For women (all ages), the former SHB and SEHB remain significantly 
higher than the national average in the same time frame (Fig 2.14 – 2.15). The former ERHA (for 
both genders) and the MWHB (for females) exhibit significantly lower all age AMI mortality.  

Fig 2.14: Male all ages AMI standardised five year mortality rates for 1994-1998 & 1999-2003 
by health board

Source: PHIS v8 
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Fig 2.15: Female all ages AMI standardised five year mortality rates for 1994-1998 & 1999-
2003 by health board

 
Source: PHIS v8 

International comparison is possible using OECD database which uses a different analytical 
methodology to Health for All.15 Ireland ranks second highest for AMI mortality (all age, M&F) 
and while the percentage change is better than Finland there is considerable improvement 
required to reach the rates in other EU countries (Fig 2.16) 

Fig 2.16: AMI mortality in EU-15, 1998 & 2002, male & female, all ages

Source: OECD Health data 2006 (no data for Belgium & Denmark) 
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2.4.6  Cerebrovascular Disease 
Death rates from cerebrovascular disease have declined in Ireland and internationally over the 
past 30 years. In contrast to CHD, death rates in Ireland for stroke are close to the EU average 
(Fig 2.17). 

Fig 2.17: Cerebrovascular age standardised mortality rate (all ages) per 100,000 for males & 
females in Ireland & EU15

Source: WHO HFA database and CSO for 2003 and 2004 data for Ireland 

The mortality rate varies across the former Health Boards.  The former SEHB had significantly 
higher rates for females in both time frames (1994-1998 and 1999-2003).
 
This area is receiving further attention in the context of developing a national stroke strategy.
 

2.5  Hospital Discharges
Discharges with a diagnosis of cardiovascular disease accounted for 7.2% (n=71,224) of all 
discharges in 2003. Within the cardiovascular group, the number of CHD discharges was 24,012 
(33.7%) and stroke 10,410 (14.6%). 

While mortality from CHD is in decline, the workload of the health services has not diminished as 
increasing numbers of people survive with chronic disease. Consequently, there is an increasing 
hospital utilisation.

2.5.1  CHD Discharge Trends Since the 1990s
The numbers of discharges have increased sizeably over the time frame from 1998 to 2004 
(Tables 2.4 – 2.5). This highlights the increased workload in spite of success with mortality 
reduction. 
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Table 2.4: Discharges with a primary diagnosis of CHD 1998 and 2004

Gender Age Discharges Bed days Median  LOS In-Hospital
Mortality rate %

Male 1998

<55 2,858 20,324 5.0 0.9

55-64 3,386 27,266 6.0 2.2

65-74 3,430 31,222 7.0 6.2

75+ 2,026 20,766 7.0 13.8

Male 2004

<55 2,555 14,706 4.0 0.9

55-64 3,411 23,945 5.0 1.4

65-74 3,770 32,477 6.0 3.5

75+ 2,528 25,720 7.0 10.7

Female 1998

<55 751 5,620 6.0 1.1

55-64 1,226 9,880 6.0 2.6

65-74 2,034 18,035 7.0 5.8

75+ 2,198 23,090 7.0 15.0

Female 2004

<55 726 4,314 4.0 0.7

55-64 1,097 7,402 5.0 1.4

65-74 1,791 16,094 9.0 3.4

75+ 2,487 31,240 7.0 12.6

Total 1998 17,909 156,203 6.0 6.0

Total 2004 18,365 155,898 6.0 4.7

Source: HIPE, ICD-9 codes 410-414

Efficiencies have been achieved with an increase in the number of discharges in 2004 while 
utilising a lower number of bed days (except for 75+ age group) with a lower in-hospital 
mortality rate than in 1998.  Median length of stay (LOS) has not changed.

While the numbers have increased, the age adjusted rate of discharge for CHD has decreased 
slightly (2.7%). Going against the national trend are the geographical areas covered by the 
former MHB,NEHB, NWHB and SEHB which show significantly higher rates of hospitalisation, in 
most part, in line with  higher mortality rates. 

Areas with significantly lower CHD hospitalisation rates, however, include the former ERHA as 
expected with low mortality but also SHB with significantly higher mortality rates.  This is a 
cause of concern.

The male:female ratio for age standardised CHD discharge rates is 2.45:1 which is greater than 
the observed 2:1 ratio for death rates. 
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Table 2.5: Age standardised discharge rates per 100,000 for CHD by Health Board, 1998 & 2004 

Health

Board

Male Female Total

1998 2004 % Change 1998 2004 % Change 1998 2004 % Change

ERHA 728.6 729.0* 0.1 310.6 320.7 3.3 504.6 509.9* 1.0

MIDHB 938.6 908.0** -3.3 381.2 360.2** -5.5 659.9 633.2** -4.1

MWHB 864.9 768.8 -11.1 360.2 295.7* -17.9 610.7 525.7* -13.9

NEHB 905.9 1025.2** 13.2 411.9 407.0** -1.2 656.4 711.6** 8.4

NWHB 1004.5 986.5** -1.8 517.2 370.1** -28.4 763.1 678.1** -11.1

SEHB 827.3 847.0** 2.4 335.4 356.5** 6.3 578.5 597.0** 3.2

SHB 737.5 643.1* -12.8 313.4 267.1* -14.8 518.9 449.6* -13.4

WHB 663.1 735.8* 11.0 301.7 277.6* -8.0 485.8 506.2* 4.2

Ireland 799.9 793.3 -0.8 344.7 324.1 -6.0 565.7 550.6 -2.7

Source HIPE,  ICD-9-CM codes 410-414

*   denotes significantly LOWER  discharge rates than national average 

** denotes significantly HIGHER discharge rates than national average

2.5.2  Cerebrovascular Discharges
The numbers of discharges with a diagnosis of cerebrovascular disease have increased over the 
time frame from 1998 to 2004 (Table 2.6) though the rate of discharge has not changed.

In spite of increasing number of discharges and bed days utilised, the median length of stay 
(LOS) has remained the same overall. In–hospital mortality has declined.

Table 2.6: Discharges with a primary diagnosis of cerebrovascular disease 1998 and 2004 

Gender Age Discharges Bed days Median LOS In-Hospital Mortality rate %

Male 1998

 <55 630 7,533 5.0 8.4

55-64 806 11,371 7.0 9.6

65-74 1,462 20,124 8.0 9.8

 75+ 1,691 25,725 9.0 17.3

Male 2004

 <55 730 10,298 7.0 7.8

55-64 978 18,779 7.0 5.3

65-74 1,506 23,132 7.0 6.4

 75+ 1,955 36,384 9.0 14.1

Female 1998

 <55 519 6,244 6.0 7.1

55-64 533 7,308 7.0 11.3

65-74 1,152 16,981 9.0 11.8

 75+ 2,392 48,619 10.0 18.5

Female 2004

 <55 682 10,382 7.0 7.3

55-64 658 9,751 7.0 6.5

65-74 1,108 18,164 8.0 10.3

 75+ 2,538 57,860 10.0 16.4

Total 1998 9,185 143,905 8.0 13.5

Total 2004 10,155 184,750 8.0 10.9

Source: HIPE, ICD-9 codes 430-438
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2.6  Procedures and Interventions
The pattern for angiography, PTCA (angioplasty) and coronary artery bypass graft (CABG), 
shows increased rates of intervention nationally (50.1%, 142.4% and 10.6% respectively) from 
1998 to 2004. (Tables 2.7 – 2.12)

While all parts of the country exhibit increased procedure rates over the time period, geographical 
variation is still evident. The former SEHB stands out as having significantly lower rates of  
diagnostic and interventional procedures.  The former WHB and MWHB have significantly lower 
rates of interventions (PTCA and CABG). The former SHB has significantly lower angiography and 
angioplasty rates but notably has significantly higher CABG rates.  Conversely, the population 
of the former ERHA has significantly higher rates of angiography and angioplasty. (Summary 
table in Appendix 8)

Table 2.7:  Coronary arteriography 1998 and 2004, by age and sex

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

Males 1998 2,044 1,857 1,323 283 5,507

Males 2004 2,728 2,799 2,800 1,048 9,375

Females 1998 828 815 804 220 2,667

Females 2004 1,290 1,276 1,558 861 4,985

Totals 1998 2,872 2,672 2,127 503 8,174

Totals 2004 4,018 4,075 4,358 1,909 14,360

Source: HIPE

Table 2.8: Coronary arteriography by health board of residence, age-standardised discharge 
rates per 10,000 population, 1998 and 2004.

Health
Board

Male Female Total

1998 2004 % Change 1998 2004 % Change 1998 2004 % Change

ERHA 45.0 63.1** 40.3 21.1 32.9** 56.0 32.4 47.0** 45.2

MIDHB 30.6 48.2 57.2 13.0 24.4 87.7 21.9 36.3 65.6

MWHB 54.8 58.4** 6.6 21.1 25.8 22.4 38.1 42.0** 10.4

NEHB 27.7 44.4* 59.9 13.5 19.8* 46.6 20.6 32.0* 55.2

NWHB 26.1 53.2 103.9 11.9 27.0 126.6 19.1 40.2 110.1

SEHB 27.5 39.6* 44.1 11.8 20.1* 70.6 19.7 29.8* 51.4

SHB 27.7 37.8* 36.6 14.0 17.7* 26.4 20.8 27.6* 32.7

WHB 25.1 55.2 119.8 9.9 24.4 146.7 17.7 40.0 125.5

Ireland 35.6 52.3 46.9 16.2 25.8 58.7 25.8 38.7 50.1

Source: HIPE  
*   denotes significantly LOWER  procedure rates than national average 
** denotes significantly HIGHER procedure rates than national average
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Table 2.9: PTCAs carried out in hospitals reporting to HIPE, 1998 and 2004, by age and sex.  

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

Males 1998 400 386 261 71 1,118

Males 2004 775 948 955 386 3,064

Females 1998 64 100 149 47 360

Females 2004 146 277 419 302 1,144

Totals 1998 464 486 410 118 1,478

Totals 2004 921 1,225 1,374 688 4,208

Source: HIPE

Table 2.10: PTCA by health board of residence, age-standardised discharge rates per 10,000 
population, 1998 and 2004. 

Health 

Board

Male Female Total

1998 2004 % Change 1998 2004 % Change 1998 2004 % Change

ERHA 8.8 22.6** 158.0 3.1 8.3** 167.7 5.8 14.9** 158.3

MIDHB 9.1 18.4 101.5 2.4 6.0 149.8 5.8 12.3 111.2

MWHB 4.1 11.4* 176.5 0.9 2.7* 196.7 2.6 7.1* 177.0

NEHB 8.3 16.6 98.7 2.2 5.3 142.4 5.3 10.9 107.1

NWHB 5.6 18.2 226.1 2.0 4.9 140.3 3.8 11.6 204.2

SEHB 6.0 14.2* 135.3 1.3 4.7* 254.8 3.7 9.4* 153.7

SHB 7.3 12.5* 70.9 1.3 3.4* 163.1 4.3 7.9* 82.7

WHB 5.5 14.1* 154.9 1.9 4.8 148.9 3.8 9.5* 152.6

Ireland 7.3 17.2 136.5 2.1 5.7 169.3 4.7 11.3 142.4

Source: HIPE
*   denotes significantly LOWER  procedure rates than national average 
** denotes significantly HIGHER procedure rates than national average

 Table 2.11: CABGs carried out in hospitals reporting to HIPE, 1998 and 2004, by age & sex.  

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

Males 1998 195 279 262 47 783

Males 2004 149 350 428 135 1,062

Females 1998 35 73 104 22 234

Females 2004 27 52 105 67 251

Totals 1998 230 352 366 69 1,017

Totals 2004 176 402 533 202 1,313

Source: HIPE
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Table 2.12: CABG by health board of residence, age-standardised discharge rates per 10,000 
population, 1998 and 2004

Health 

Board

Male Female Total

1998 2004 % Change 1998 2004 % Change 1998 2004 % Change

ERHA 4.5 6.0 32.8 1.6 1.6** 1.9 3.0 3.7 23.7

MIDHB 4.3 6.0 37.5 0.6 1.2 93.5 2.5 3.6 43.7

MWHB 5.8 4.6* -19.9 2.1 1.0 -51.8 4.0 2.8* -29.4

NEHB 3.8 5.8 51.4 1.2 1.7 44.2 2.5 3.7 48.1

NWHB 3.8 4.3* 13.9 0.6 0.7* 20.1 2.3 2.5* 12.8

SEHB 4.8 5.1 6.6 0.9 0.9 2.2 2.8 3.0* 6.0

SHB 9.3 9.5** 1.8 2.0 1.3 -31.6 5.5 5.3** -3.7

WHB 2.9 4.2* 41.5 1.0 0.4* -56.4 2.0 2.3* 14.6

Ireland 5.1 6.0 17.4 1.4 1.3 -11.1 3.2 3.6 10.6

Source: HIPE
*   denotes significantly LOWER  procedure rates than national average 
** denotes significantly HIGHER  procedure rates than national average

 
Increasing numbers of discharges and procedures are observed with increasing age in line with 
the pattern of disease. Also increasing LOS in hospitalisations is noticed with increasing age.  

Gender differences are observed for  angioplasty and CABG rates but not for angiography. While 
the proportionate increase is similar for both genders there remains a three fold difference in 
angioplasty rates. For CABG,  surgery rates in women have declined compared with 1998. As a 
result males, in 2004, were 4.6 times more likely to receive surgery. 

BHH made a recommendation of achieving a rate of 1200 PTCA (angioplasty) per million by 
2002. The present position is outlined in chapter 7 using survey data to capture private as well 
as public sector activity. 

2.7  Prescribing Trends
Since the launch of BHH in 1999 a dedicated resource to develop Irish knowledge of 
cardiovascular and allied prescribing was established in the Department of Pharmacology and 
Therapeutics, St James’s Hospital.

Using data from the HSE Primary Care Reimbursement Services (PCRS), formerly GMS Scheme, 
it is possible to follow trends in cardiovascular prescribing frequency and costs of prescribing 
over time for 2000 and 2005.16,17 During 2001 there was a change in the reimbursement of 
medicines in that all those aged 70 years and over were entitled to free treatment. This has had 
an effect on the frequency and costs of cardiovascular therapy over time.

There has been a two to three-fold increase in the prescriptions for beta-blocking, renin-
angiotensin system and antihypertensive agents from 2000 to 2005, and over four-fold increase 
in serum lipid reducing agents. All of these are therapies used in the primary treatment of 
hypertension and hyperlipidaemia, and in the secondary prevention of coronary heart disease. 
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 Fig  2.18: Prescribing frequency of cardiovascular therapies in those under 70 years
 

Source: PCRS

Fig 2.19: Prescribing frequency of cardiovascular therapies in those 70 years and over

 
Source: PCRS

The cost of prescribing these therapies over time is shown in Figure 2.20. The total cost of 
prescribing cardiovascular disease therapies in the GMS scheme in 2000 was €46.6 million. By 
2005, this had risen to €162 million, amounting to 24% of total budget. This rise was driven, in 
part, to the introduction of all over 70 years olds to the scheme in July 2001. Also in 2005, 45% 
(€72.3 million) of the total cost of prescribing for cardiovascular therapies in the GMS scheme 
was for serum lipid reducing agents, and the majority for statin therapy.
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Fig 2.20: Cost of prescribing cardiovascular therapies in the GMS scheme

Source: PCRS

Amongst the population of over 70 year olds, 72% received any therapy for cardiovascular 
disease in 2004, making it the most commonly prescribed condition in this age group, and 
the highest costing medical condition to treat under the HSE-PCRS scheme. In those with 
established CHD, males are more likely to receive secondary preventive therapies. Geographical 
differences in prescribing rates also exist. (Table 2.13)  

Table 2.13: Adjusted odds ratio (95% confidence interval) for prescribing of secondary 
preventive therapies (2005) by former Health Boards and gender. 
  

Statin therapy Beta blocker therapy ACE inhibitor therapy

Males vs Females 1.24 (1.19,1.29) 1.24 (1.20,1.29) 1.21 (1.16,1.25)

ERHA 1.03 (0.99,1.08) 1.02 (0.98,1.06) 1.0 (0.96,1.04)

Midland 1.61 (1.47,1.76)** 1.01 (0.94,1.10) 1.15 (1.07,1.24)**

Mid Western 0.72 (0.68,0.78)* 0.86 (0.80,0.92)* 0.94 (0.88,1.00)

North Eastern 0.81 (0.76,0.87)* 0.83 (0.77,0.88)* 0.92 (0.86,0.98)*

North Western 0.92 (0.85,0.99)* 0.78 (0.73,0.83)* 0.83 (0.77,0.89)*

South Eastern 1.18 (1.10,1.25)** 1.03 (0.97,1.09) 1.36 (1.28,1.44)**

Southern 0.98 (0.93,1.03) 1.49 (1.41,1.58)** 0.98 (0.93,1.03)

Western 1.03 (0.97,1.10) 0.87 (0.82,0.92)* 0.91 (0.85,0.96)*

Source HSE-PCRS prescribing database; adjusted for age, gender and health board (HB)
*   denotes significantly LOWER  prescribing  rates than national average 
** denotes significantly HIGHER prescribing rates than national average 
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2.8  Trends in Risk Factor Prevalence
It is accepted that some of the major risk factors for CHD are improving while others are 
deteriorating. In addition, population risk factor reduction has contributed to 45% of the decline 
in CHD mortality  (see section 2.9).18   

2.8.1  Changes in Risk Factor Prevalence since the mid 1990s
Smoking rates in the population have declined from 32% in the 1998 SLÁN4 survey to 27% in 
2002 SLÁN5. Further the most recent survey from the Office for Tobacco Control, 200619 showed 
a smoking rate of 24%. (Fig. 2.21) 

Fig 2.21: All smokers; cigarette prevelance (as % of the population)
 

Source: Office of Tobacco Control

While the decline in smoking is observed in most age groups, an increase in 2005 has been 
noticed in 19–35 year old women described as light smokers. Smoking in 2002 in a number of 
childhood age groups shows a welcome reduction on 1998 data. The next SLÁN survey will be 
completed in 2007.

Internationally, Irish females are ranked joint fourth with Denmark (Fig.2.22) out of the EU-
15 countries for regular smoking with Irish males ranking twelfth. Furthermore, Ireland ranks 
highest for smoking related causes of death in EU-15.20  
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Fig 2.22: Percentage of female daily smokers over 15 years in EU countries
 

Source: WHO HFA database 

Levels of obesity are rising in Ireland. The SLÁN 1998 report showed a level of 10.2% in the 
population compared with 12.9% in SLÁN 2002 with higher rates in males. North Dublin (former 
Northern area) has the highest rates of obesity for men and women.

Rates of physical activity show a small but worrying drop in the proportion of the population 
taking any form of exercise from 1998 to 2002.5

The prevalence of diabetes, a risk factor for cardiovascular disease, is rising with the latest 
estimate running at 4.7% (diagnosed and undiagnosed) of the population in 2005.21 

Alcohol consumption, especially relevant to population blood pressure, has dramatically 
increased since 1990s with the number of litres of pure alcohol consumed having risen from 
5 to 8 litres per capita from 1971 to 1991 and then from 8 to 13.4 litres per capita in the fifteen 
year period, 1991 to 2006.20, 22

Fruit and vegetable consumption, a protective factor for cardiovascular disease and other 
diseases, is on the increase as shown in the SLÁN reports. Also fat consumption appears to be 
on the decline.20 (Fig 2.23) 

��������������

������������������

�������������

��������������

��������������

��������������

�����������������

���������������������

������������

�������������

��������������

�������������

������������

���������������

�� �� ��� ��� ��� ��� ��� ��

�
��

��
��

���
��

���
��
��
��

��
��

��
��

�

����������



TWO: cardiovascular disease - the changing trends

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

44

Fig 2.23: Percentage of total energy from fat: Ireland & EU-15 average (1980-2001)
 

Source: WHO HFA database 

2.9  Explaining the Decline in Mortality in Ireland, 1985-2000
Bennett et al conducted a study in 2006 to examine how much of the decline in CHD mortality 
could be attributed to “evidence based” medical and surgical treatments, and how much to 
changes in major cardiovascular risk factors.18 A previously validated IMPACT CHD mortality 
model was used to combine and analyse data on uptake and effectiveness of specific cardiology 
treatments and risk factor trends in Ireland. The main data sources were published trials and 
meta-analyses, official statistics, clinical audits, observational studies and national surveys.

Between 1985 and 2000, CHD mortality rates in Ireland fell by 47% in both men and women 
aged 25-84. (Fig.2.24) This resulted in 3,760 fewer deaths in 2000.  Some 44% of this mortality fall 
was attributed to treatments (including 18% secondary prevention, 9% heart failure treatments, 
4% initial treatments of AMI and 5% revascularisation). Approximately 48% of the mortality fall 
was attributable to population risk factor reductions (principally cholesterol and smoking, but 
also blood pressure). These beneficial effects were offset by increases in diabetes, obesity and 
physical inactivity which collectively contributed to approximately 500 more deaths.
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Fig 2.24: CHD mortality fall in Ireland 1985-2000 explained by a) treatments in CHD patients 
& b) population risk factors 
 

Source: Bennett K et al18

Approximately half the CHD mortality decline in Ireland between 1985 and 2000 was 
attributable to medical treatments and almost half to reductions in major risk factors, principally 
cholesterol and smoking. This emphasises the importance of a comprehensive strategy which 
actively promotes primary prevention, particularly for tobacco and diet, and which maximises 
population coverage of effective treatments, especially for secondary prevention and heart 
failure.
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Key Points
• During the years 2000 to 2005 €72 million was invested for the development of 

cardiovascular services in line with the recommendations of Building Healthier Hearts (BHH)
• The number of cardiologists or consultant physicians with an interest in cardiology rose 

from 29 to 51 during this period, giving a rate of one cardiologist per 83,000 population. 
• In total approval was given for an additional 820 posts to deliver on  the implementation 

of the recommendations of BHH

3.1  Introduction 
A substantial investment, in terms of funding and commitment, was put into making BHH 
happen. A major commitment, by all involved, resulted in significant improvements and 
development at all levels of the system in order to bring the recommendations to fruition.

3.2  Financial Investment
BHH was the first disease specific strategy to receive dedicated revenue funding.  Prior to 1999, 
funding for cardiovascular disease management was not based on a strategy or targets but 
was more generic in its distribution and utilisation.  Funding for health services, including 
cardiovascular health promotion, disease prevention and treatment was indicated in the letter 
of determination sent annually by the Department of Health and Children (DoH&C) to each of 
the former Health Boards. 

Following the publication of BHH in 1999 the Irish Government gave a commitment to funding 
the strategy, in part, by an increased taxation on tobacco.  In 2001, the Advisory Forum on 
Cardiovascular Health identified the principles of a funding framework for the Strategy, 
including:

• Plans by Health Boards / Authority should ensure development of priority service areas, 
in accordance with the Strategy’s recommendations

• Some funding should be made available for innovation projects
• Co-operation between boards for development of services should be encouraged, 

especially for services not required to be provided by each board, and
• Funding decisions should promote equality and accountability1.

To the end of December 2005, the Government had allocated almost €72 million (Table 3.1) 
towards the implementation of BHH. This funding comprised of €54 million (Table 3.2) allocated 
to the former Health Boards and almost €18 million (Table 3.3) allocated to national initiatives 
(Appendix 7). The health boards identified regional and local level initiatives in order to address 
the needs of their populations and to complement national programmes. 

Notably, since 2006 with the establishment of the Health Service Executive (HSE) funding for 
the health services is now by direct vote from the Department of Finance.

Level of Investment
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Table 3.1: Total cardiovascular development funding per annum allocated to BHH 2000 – 
2005

Year € Amount

2000 15.64m

2001 19.24m

2002 13.12m

2003 11.55m

2004 7.37m

2005 4.94m

Total 71.86m

Source: Survey of former Health Boards funding 2006, by R Black 

No dedicated development funding for cardiovascular services was allocated in the 2006 vote.  
Following the Strategic, Planning, Reform Implementation (SPRI) bidding process in 2006, an 
allocation of €1.68 million was made towards initiatives in cardiovascular healthcare, most of 
which was non recurrent. 

The Second Progress Report, 2003, noted that the National Development Plan (NDP) also 
provided additional funding for capital projects undertaken as part of the implementation of 
the cardiovascular strategy and the development of cardiology services.1 

3.2.1  Regional Distribution of Funding 
During the five years, 2000 to 2005, a total of €54 million was allocated to the former Health 
Board areas for the implementation of BHH. The majority of this funding was allocated during the 
early years of the strategy, when boards were advised that as far as possible, basic infrastructure 
(staff and equipment) should be put in place. The dedicated regional funding reduced to a total 
of approximately €6 million for the years 2004 – 2005 combined.  

Table 3.2: Breakdown of cardiovascular development funding 2000-2005 per former Health 
Board 

Former 

Health

Board Area

2000 2001 2002 2003 2004 2005 Total % of Funding

Allocated 

per HB

% of Pop

Served 

per HB**

ERHA* 3.23 3.81 2.80 3.60 2.27 0.61 16.32 30.15 35.77

MHB 1.27 1.60 0.65 0.70 0.30 0.25 4.77 8.81 5.75

MWHB 1.27 1.40 1.35 0.77 0.10 0.29 5.18 9.57 8.66

NEHB 1.27 2.40 1.10 0.19 0.05 0.10 5.11 9.44 8.80

NWHB 1.27 1.55 0.55 0.80 0.20 0.25 4.62 8.54 5.65

SEHB 1.27 1.60 1.30 0.00 0.00 0.14 4.31 7.96 10.81

SHB 1.27 2.80 1.57 1.30 1.15 0.25 8.34 15.41 14.81

WHB 1.50 1.54 1.00 1.28 0.11 0.05 5.48 10.12 9.70

Total 12.35 16.70 10.32 8.64 4.18 1.94 54.13 100% 100

Source: Survey of former HB’s, 2006 by R. Black.
* ERHA includes: SWAHB, ECAHB, NAHB and the Dublin Academic Teaching Hospitals.
** CSO data 2002.
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3.2.2  National Initiatives 
For the period 2000 to 2005, almost €18 million was allocated for national cardiovascular 
initiatives, such as the development of the Heartwatch programme, media campaigns (aimed 
at health promotion i.e. smoking cessation), Nicotine Replacement Therapy (NRT), National 
Cardiovascular Information System review (NCIS), including the Coronary Heart Attack Ireland 
Register (CHAIR) initiative and the initiation of the implementation of the Sudden Cardiac Death 
(SCD) Report (Table 3.3). Up to 2004, national initiatives were prioritised by DoH&C following 
consultation with the Advisory Forum.

At the end of 2005, the role of monitoring the implementation of BHH moved from the DOH&C 
to the HSE, along with the balance of the recurring cardiovascular budget held i.e. €1.4 million.  
This budget included a commitment to purchase a national ‘Lazer System for Extraction of 
Cardiac Pacemaker and Implantable Cardiac Defibrillator Leads’ to be sited at St. James’s 
Hospital, funding for NCIS as well as a commitment to SCD Report implementation. 

Table 3.3: Funding for national initiatives per annum (2000 – 2005)*

Year Amount

2000 3.29m

2001 2.54m

2002 2.80m

2003 2.91m

2004 3.19m

2005 3.00m** 

Total 17.73m

Source: 2000 – 2003 HPU of DOH&C; 2004 % 2005 ERHA 
* See Appendix 7 for more detailed information.
** €3m allocation for the Heartwatch programme went into core in 2005  

3.3  Cost Pressures 
A major cost factor in the delivery of cardiology services over the past 6 years has been the 
significant increase in the cost of consumables used in delivering high technology services, 
for example drug eluting stents and other implantable cardiology devices.  These increasing 
costs were not built into the development funding allocations year on year and were, in the 
main, borne by individual boards / organisations within their budgets in the former structure 
and now by the HSE. As national information is not available, further analysis is required on the 
ongoing cost of delivering high technology treatments.  This is also true of costs incurred with 
prescribing drugs such as statins.

Key Gaps Identified for Further Action

G3.1 Managing Costs Pressures

   •  The national cost of delivering high technology cardiac treatments has not been
      planned for and projected forward.

     •  The national cost of cardiovascular prescribing has not been planned for and
           projected forward. 
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3.4  Human Resource Investment

3.4.1  Additional Posts Invested  
In order to study the additional human resource investment, as a result of funding for BHH, the 
following exercises were conducted:

a) The Second Progress Report was studied and identified that 770 additional cardiovascular 
posts were funded during 2000 – 2002, across the 6 areas of the strategy, i.e. health 
promotion, primary care, pre-hospital services, hospital services, cardiac rehabilitation and 
audit / surveillance / research.1 These posts included those assigned to the DoH&C and 
certain national initiatives such as the CHAIR project.

b) Collated national data from 2003 to end 2005 was sought from the DoH&C, but was not 
readily available.  Consequently, an exercise was undertaken to gather this data, with the 
Cardiovascular Project Managers around the country. It was identified that from 2003 to 
2005 approximately 52 additional whole time equivilant (WTE) cardiovascular posts were 
funded. Caution must be exercised in interpreting this data as either no data or incomplete 
data were available from the former North West and Western Health Boards as the project 
managers posts were vacant in these areas. 

Having established that approximately 820 additional cardiovascular posts were approved and 
funded as a result of the resourcing of BHH a further exercise was undertaken to establish the 
number of approved posts which were filled and retained at the end of 2005. It was estimated 
that of these posts between 75 - 95% remained filled at the end of 2005, across the spectrum for 
cardiovascular health.  The areas of least loss of posts were hospital and cardiac rehabilitation 
and greatest loss were primary care, health promotion and project management infrastructure.  
The reasons for the unfilled / unretained posts were local decisions in some areas to suppress 
certain posts, recruitment difficulties in the early days of the strategy and also, some posts that 
became vacant as a result of natural wastage over the past few years have remained unfilled 
due to employment ceiling constraints in local areas. 

This is the overall picture up to the end of 2005, individual chapters have further detail.  

Table 3.4: Total number of additional WTE posts approved by strategy area as of end 2005

Strategy Area New WTE posts

approved to 

end of 2002*

New WTE posts 

approved 2003

to end 2005**

Total new WTE 

posts approved

2000 to end 2005

Total % of 

WTEs approved

per Area of BHH

Health Promotion 139 2.5 141.5 17.22

Primary Care and 

Pre-Hospital Care

113 3 116 14.12

Hospitals 328 43.33 371.33 45.18

Cardiac Rehabilitation 109 3 112 13.63

Audit/ Research/

Project Management/DoH&C

81 0 81 9.86

Totals 770 51.83 821.83 100

Source: HPU DOH&C and Survey of Former HB’s 2006 by R Black
* Ireland’s Changing Heart, Second Report on Implementation of the Cardiovascular Health Strategy, March 2003. 
**Full information on WTE posts in the former NWHB was not available for the audit and there were some gaps in the information 
provided by the former WHB.  
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3.5  Manpower Planning and Issues Arising
In auditing the human resources element of the strategy, it is important to recognise and 
highlight specific cohorts of manpower that have achieved significant progress and those who 
have experienced difficulties in progressing recommendations.

Difficulties were experienced in recruiting certain disciplines of staff, particularly physiotherapists, 
cardiac technicians, radiographers, and particular grades of nursing staff, rehabilitation staff, 
dieticians, health promotion officers and practice nurses.

The second progress report of the Heart Health Task Force requested the Advisory Forum on 
Cardiovascular Health supported by the Department of Health and Children to prepare a report 
on workforce planning for the continued implementation of BHH. Whilst work was undertaken 
with various professional bodies and discussed at the Advisory Forum, such a report was not 
published.

It should be noted that key gaps for further action, arising from areas identified in this section, 
are addressed in later chapters in this report.

3.5.2  Consultant Cardiology Manpower
The Advisory Forum on Cardiovascular Health, established in 1999, as part of the structure 
to support the implementation of BHH considered that a high priority should be assigned to 
the expansion of hospital consultant cardiology services in line with the recommendations in 
the strategy. The Forum recommended that a group be established to prepare a plan for the 
orderly development of consultant–staffed cardiology services. The Department of Health and 
Children subsequently established a Joint Working Group to Review Consultant Cardiology 
Requirements in 2001. 

Membership included representation from the Advisory Forum on Cardiovascular Health, 
Comhairle na nOspidéal, Department of Health and Children and the Eastern Regional Health 
Authority. An interim report was submitted to the Department of Health and Children in May 
2001, with a final report published in April 2004.2

In January 2001 at the time of its establishment, the Joint Working Group identified that there 
were 29 posts of Consultant Cardiologist / Consultant Physician with an interest in cardiology in 
the public health system in Ireland. 

The interim report recommended:
- a ratio of 1 consultant cardiologist and general physician per 75,000 population
- move away from single handed consultants (except in exceptional circumstances) and 

the development of a two or more consultant led unit
- the interim appointment of an additional 25 consultant posts
- a reduction in the dependence on Dublin hospitals and the move to regional self 

sufficiency
- certain specialist areas of expertise and additional consultant staffing are best centralised 

in a small number of units, and
- introduction of audit.

The Second progress report on BHH outlined the position in 2002 with 46 Consultant 
Cardiologists or Consultant Physicians with an interest in Cardiology in post throughout the 
country, giving a ratio of 1 per 85,000 population.1 
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The final report of the Joint Working to Review Consultant Cardiology Requirements in 2004 
recognised the need for two types of Cardiologist:

- Consultant Cardiologist (additional training in one or more sub-specialty areas and 
appointed to supra-regional / regional cardiology centres with cardiac catheterization 
laboratories on site.)

- Consultant Cardiologist / General Physician (responsibility for the management of 
patients presenting with cardiovascular disease – particularly diagnostic, primary and 
secondary prevention of CHD)

The report outlined a structured service model with supra-regional centres, regional centres 
and acute general hospitals providing three levels of specialism. The report recommended 4 
supra-regional cardiology centres:

- North Dublin (Mater / Beaumont) hospitals
- South Dublin (St. James’s / St. Vincent’s / AMNCH) hospitals 
- Cork (Cork University Hospital)
- Galway (University College Hospital, Galway)

and 5 regional cardiology centres: Sligo Regional Hospital; Mid-Western Regional Hospital, 
Limerick; Waterford Regional Hospital; Our Lady of Lourdes Hospital, Drogheda and Tullamore 
General Hospital.

It recommended a further 27 additional posts in Phase II giving a total complement of 81 posts 
and a ratio of 1 per 48,000 population. 

Table 3.5: Joint Working Group’s Recommendations – Overall combination of Phase I and 
Phase II development

Health Service Region

& Population 

(2002 census)

Consultant

Posts

(January

2001)

Additional Posts

Recommended

Total Posts

Recommended

Current 

Consultant

Establishment 

(Jan2007)

Remaining 

posts to be 

approved

Phase 1 Phase 2

East Coast Area (333,488) 4 1 2 7 5 2

Northern Area (486,349) 8 2 5 15 11 4

South Western Area 

(581,603)

5 4 5 14 9 5

Midland (225,363) 1 2 1 4 4 0

Mid-West (339,591) 2 2 2 6 3 3

North-East (344,965) 1 3 1 5 2 3

North-West (221,574) 1 2 0 3 2 1

South-East (423,616) 1 4 1 6 3 3

Southern (580,365) 4 3 6 13 8 5

Western (380,297) 2 2 4 8 4 4

Total (3,917,203) 29 25 27 81 51 30

Source: Consultants Appointment Unit, Office of the CEO – March 2007. 
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In 2006 the situation, as reported by the Consultants Appointment Unit, Office of the CEO is as 
follows:

• The number of cardiologists or consultant physicians with an interest in cardiology has 
risen to 51 giving a rate of one cardiologist per 83,000 population. 

• The deficit to reach the recommended number in the report is 30 consultant cardiologists. 
• There are at least 10 acute hospitals awaiting the approval of recommended posts to the 

position of consultant cardiologist or physician with an interest in cardiology.  

In addition, BHH recommended (REC R8.36, 8.37) that there should be one paediatric cardiologist 
per million population and a cardiologist with a specialisation in Grown Up Congenital Heart 
Disease. At the time of writing the report there are 5 consultant paediatric cardiologists 
in Ireland based in Our Lady’s Hospital for Sick Children Crumlin, Dublin, completing BHH 
recommendations. Notably, the Joint Working Group report in 2004 further recommended a 
ratio of 1 per 0.5 million population. 

The remit of BHH did not include cardiac surgery, which had been addressed previously.  

3.5.3  Cardiac Technicians 
One of the areas identified in BHH, as requiring urgent investment, was non-invasive diagnostic 
testing. (REC R8.43) The implementation of BHH saw a dramatic increase in non-invasive 
cardiac services. With the increase in services the demand for cardiac technicians increased 
exponentially, resulting in difficulties in staffing levels in a significant number of hospitals 
across the country. 

In an effort to address deficits in manpower, in the early days of the strategy student technicians 
were recruited in several hospitals and trained through ‘in-house’ training programmes. Also, 
during implementation of BHH the academic qualification for cardiac technicians changed from 
that of a part-time certificate course where the student also worked in a cardiology department 
while in training lasting 2 years, to a full-time 4-year degree course at the Dublin Institute of 
Technology. The Society of Cardiac Technicians in Ireland (ISCT) supported the development of 
the degree course.  

In the short term the change in training appeared to have exacerbated the problems for the 
services. Recruitment from abroad was a common approach to bridging the deficits. Several 
cohorts of graduates have now come into the system. 

3.5.4  Nursing
Nursing has changed considerably since the publication of BHH in 1999. The developing role 
of the Clinical Nurse Specialist (CNS) for areas such as chest pain, heart failure and cardiac 
rehabilitation has been a welcome development. The introduction of Higher Diploma Critical 
Care Course, ACLS training and the imminent training for nurse prescribing has also been 
introduced nationwide.  BHH recommended that nursing staffing levels should be examined as 
a matter of urgency, and that appropriate steps should be taken to acquire and retain the skilled 
nursing staff necessary for a modern cardiology service. (REC R8.42) 
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In considering the impact of the strategy on nursing, it is difficult to extract specific information 
relevant to cardiology services other than the numbers identified in the progress reports and 
surveys conducted as part of the audit methodology.

What is known is that approximately an additional 178 nursing posts were put into the system to 
support cardiovascular services in the community and hospital setting. Nursing levels in Coronary 
Care Units (CCUs) are further discussed in chapter 7 and Public Health Nursing in chapter 5.

Key Gaps Identified for Further Action

G3.2 Manpower Planning

A national manpower plan for cardiology services is still outstanding.

3.6  Conclusion
During the six years, 2000 – 2005, cardiovascular health received a concerted approach 
nationally to development with the publication of Building Healthier Hearts and the dedication 
of yearly ring fenced funding.

In tracking the level of investment (in terms of finance and WTEs) since the launch of the strategy, 
the audit is incomplete. Quantifying exact numbers and matching associated funding to WTEs 
has proven to be extremely difficult arising from a number of issues, including loss of corporate 
knowledge through staff changes and reconfiguration of posts. While the DoH&C as part of 
their former role monitored implementation of the strategy, the tracking via service plans was 
and remains the responsibility of the delivery system i.e. the former boards and now the HSE.  
The HSE National Employment Monitoring Unit (NEMU) will assist going forward in identifying 
exact numbers of staff and grades employed in the HSE.

The Population Health Directorate has been tasked with ensuring that a strategic focus is 
maintained during the ongoing implementation of BHH. Responsibility for the operational 
implementation of BHH applies across all pillars. An overarching governance structure to 
support this process has yet to be established.
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Health Promotion
Key Successes

• Smoking ban ‘Smoke free at work’ implemented in 2004.
• Other anti-smoking successes are smoking cessation services trebled countrywide, excise 

duty on tobacco increased, national Quitline in place.
• The tracking of risk factors for cardiovascular disease in a systematic way.
• Increases in staff in many areas as a result of BHH dedicated funding.
• Advances in primary and secondary school curriculum development in regard to 

promotion of health.
• Healthy procurement as a policy with procurement of low salt bread within HSE (Eastern 

area).

4.1  Introduction
Health promotion was confirmed in the Cardiovascular Health Strategy - Building Healthier 
Hearts (BHH) as ‘the activities of government and other organisations and individuals to enable 
people to increase control over and to improve their health’ reflecting the Ottawa Charter (WHO, 
1986).1 The Ottawa Charter for health promotion sets out five complementary arenas for action 
in order to achieve and sustain health:

• Build healthy public policy
• Create supportive environments
• Strengthen community action
• Develop personal skills, and
• Reorient health services.

BHH recognised that these activities require a specialist workforce of health promotion staff, 
the commitment of the wider workforce of health promoters in the healthcare sector, and the 
engagement of other influential sectors. BHH identified 58 health promotion recommendations 
in order to achieve this.

4.2  Structures for Health Promotion Pre and Post Reform
A Principal Officer responsible for Health Promotion Unit (HPU) within the Department of 
Health and Children (DoH&C) was tasked with the implementation and monitoring of BHH in 
1999. Staffing within the DoH&C for Heart Health consisted of an Assistant Principal, supported 
by a small team of executive and clerical staff and external advisors in relation to heart 
health, nutrition and alcohol. The national coordinator for smoking identified in the strategy 
recommendations (REC R5.1 and R5.27) was not appointed. 

Following the reform of the health services, the policy formulation role for heart health remains 
with the DoH&C, as well as a key role in linking with other government departments in related 
areas, for example in the development of a policy on men’s health. As of the end of 2006 there 
is no advisor for heart health within the DoH&C.

The executive function transferred to the HSE’s Population Health Directorate on 1st April 2006. 
Under the HSE, health promotion is led by an Assistant National Director, Population Health.
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In the voluntary sector the Irish Heart Foundation (IHF) and the Irish Cancer Society (ICS) have a 
key advocacy and information role in health promotion. The ICS, funded under BHH, facilitated 
the establishment of the National Smokers Quitline and continues to manage the training of 
call centre staff and the contract with the call center (this arrangement is subject to review in 
2007, see section 4.6). The Irish Heart Foundation (IHF) has initiated a range of programmes 
including promoting physical activity and improving healthy choices in the catering industry as 
outlined in later sections.

BHH noted that the IHF budget for health promotion was £0.33 million in 1998, and the IHF 
confirms that their commitment to and expenditure on HP has doubled. This increase in funding 
has come from sources other than the BHH strategy. Indirect support has been provided by HSE 
staff supporting IHF projects and programmes. 

4.3  Health Promotion Staffing
In 1999, there were 68 staff employed in health promotion by the eight former Health Boards. 
As a result of BHH investment, in the region of an additional 141.5 posts were approved for 
health promotion services.  At the end of 2005, 111 (78%) people were identified as in post (see 
chapter 3 for details, note information does not include full figures for the former North West 
& Western Health Board areas). Considerable workload difficulties have been experienced by 
the Health Promotion sub-Directorate as a result of the transfer of executive functions from the 
DoH&C, with no additional staffing. In December 2006 the DoH&C adjusted the HSE ceiling to 
allow for the transfer of posts to support functions which have transferred. Four administrative 
posts have been approved for health promotion within population health and it is expected 
that these posts will be filled in the near future. 

It was envisaged that key national coordinators would transfer to HSE in parallel with the transfer 
of key functions. With the exception of the national breastfeeding coordinator, this has not 
happened. A key consideration for the HSE is the appointment of the national coordinators.

Key Gaps Identified for Further Action

G4.1  Resourcing Health Promotion

•    The identification of areas of need and the subsequent appointment of key national 
coordinator posts to support heart health (national coordinator for health promotion 
in the Workplace - see section 4.5.2,  national coordinator for community development- 
section 4.5.4)

4.4  Research in Support of the Strategy
BHH recommended that the health impact of policy and planning decisions by local authorities 
and government departments should be assessed, using agreed criteria (REC R5.4, 5.5, 5.6). 
The national structures for health impact assessment (HIA) have not been implemented, and 
developments in relation to HIA have been slow though one significant piece of work regionally 
has been ‘Traffic and Transport, A Health Impact Assessment of traffic and transport in 
Ballyfermot’ in Dublin in 2004.2 The HSE is currently working with the Departments of Health in 
both Republic of Ireland and Northern Ireland on a joint HIA framework for compilation by the 
end of 2007. The Institute for Public Health currently provides support, guidance and training 
to organisations and individuals.   
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Significant work has been undertaken on the risk factor prevalence in Ireland through the 
National Health and Lifestyle Surveys (HBSC and SLÁN) in 1998, repeated in 2002.3 These 
surveys of children and adults were undertaken by National University of Ireland, Galway 
and provide a detailed overview of health-related behaviour, including the heart health risk 
factors of smoking, alcohol, diet and exercise, and physical measurements. Results included a 
4% reduction in reported smoking, an increase in ‘binge’ drinking, and an increase in rates of 
overweight and obesity. The HBSC data are currently being prepared for publication and the 
next SLÁN report will be available at the end of 2007. Further information on these surveys are 
to be found in chapters 2 and 9.

BHH recommended that the evaluation of health promotion projects be distilled into a set 
of guidelines for good practice (REC R5.8).  The task of producing a framework is now part of 
the 2007 Level 1 business plan for the HSE. Also, the evaluation of community development 
projects is a key performance indicator for health promotion.

4.5  Work in Settings

4.5.1  Schools
The school is a key setting for health promotion and prevention of heart disease. BHH underlined 
this by recommending work on curriculum input for heart disease risk factors (REC R5.9) and 
quality standards for such work (REC R5.10).

Social, Personal and Health Education (SPHE) implementation in primary schools began in 1999, 
and is supported both by the Primary Curriculum Support Programme (PCSP) and by health 
promotion specialists locally. 

In the post-primary sector, the Department of Education and Science (DoES) has published 
their Junior Cycle curriculum as well as guidelines and materials for coverage of social, personal 
and health education.4 Progress on the Senior Cycle curriculum is also well-advanced. A 
partnership arrangement between the DoES and the DoH&C at national and former regional 
levels has enabled integrated support and training to be provided to post-primary schools to 
deliver on the curriculum. The DoH&C remained involved with SPHE at an inter-departmental 
level during this period while HSE Health Promotion Managers are key stakeholders in the SPHE 
Management Committee and HSE staff at local level continued to support the implementation 
of SPHE by teachers.

Recognising that the schools’ setting has scope to influence health through policies and practices 
beyond the curriculum, the concept of the Health-Promoting School has been introduced 
throughout Europe and beyond. At national level, a model for the Health-Promoting School 
(both primary and post-primary) in Ireland has been developed and published. The proposed 
model has been submitted for consideration by the joint departmental group for approval and 
implementation. 

This model will also address the objectives in BHH (REC R5.10) for monitoring the quality of 
activities undertaken by staff in the school setting.



FOUR: health promotion

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

61

Key Gaps Identified for Further Action

G4.2  Promoting Health in Schools

•    Investment in the implementation of the Health-Promoting School model. 
•     Further funding of school-based approaches to tackling the determinants of 
      cardiovascular disease (CVD), e.g. by providing supportive environments for physical 
      activity and healthy eating.  

4.5.2  Workplace 
The Cardiovascular Health Strategy Group endorsed the recommendations of the Health 
Promotion in the Workplace Committee, HPU, Department of Health and Children.  One of the 
initial impacts of the strategy was the appointment by the former Health Boards of workplace 
coordinators, and there are now eight remaining in post across the country.  Generally their work 
is split between coordination of staff health initiatives in the health services, and stimulation 
of health promotion policy development in the small business sector.  Many coordinators 
have undertaken surveys of the health needs of staff, and used these in planning policy and 
information work.

At national level, the workplace setting is important for both the Irish Cancer Society, and the 
Irish Heart Foundation, who continue to provide catering audits and to support the ‘Happy 
Heart at Work’ scheme, with over 350,000 employees in 650 companies.

In 2006, the HSE undertook a commitment to develop a new Health in the Workplace Strategy, 
and have also supported the work of the Health and Safety Authority. The proposal to appoint 
a national coordinator for this area remains under consideration.

At local level, considerable project work on staff health is also undertaken by Health-Promoting 
Hospital (HPH) coordinators, often in collaboration with HP and Public Health departments.  

4.5.3  Health Promoting Hospitals (HPH)
The WHO Health Promoting Hospital (HPH) concept and movement founded in the early 1990s 
is primarily about organisational change. It recognises that health promotion interventions 
in health service organisations need not only to address change in individuals but also the 
underlying norms, rules and cultures within the organisation. HPH is not simply about doing or 
having health promotion activities within the organisation, it is about affecting decision-making 
so that organisational changes in both services and structures reflect a health development 
perspective.

The development of Standards for Health Promotion in Hospitals is a key resource to support 
and assist members of the Health Promoting Hospitals Network.5  These standards will facilitate 
and enable hospitals to develop their practices to reflect the international standards. HPH 
commissioned a study of the linkages between the Irish Health Services Accreditation Board 
(IHSAB), Acute Care Accreditation (ACAS) standards and the WHO Health Promoting Hospitals 
(HPH) standards, and that report has recently been published.6  
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Although BHH strategy-related funding allowed for the recruitment of additional coordinators 
around the country, the strategy itself does not set out a distinctive role for HPH coordinators 
in addressing heart disease. 

The HPH Network established two initiatives under the strategy – the National Hospital Survey 
20037 and the HPH Pilot Co-Ordination Project 2005.8  The first study set out to describe and 
quantify health promotion programmes for hospital staff and patients. Their survey found 
Irish hospitals were ‘beginning to take health promotion seriously’. A wide range of activities 
were in evidence, for example the development of breastfeeding and tobacco management 
policies, education on healthy food choices and the promotion of physical activity. However 
there was considerable variation between hospitals in their priorities and structures and further 
financial support was needed. The report notes that the WHO Standards, which had also been 
published in 2003, had the potential to standardise approaches and provide further support 
to the development of health promotion. The survey indicates that as much of this work is the 
operational responsibility of the coordinator, there is little opportunity for the coordinator to 
build a more strategic / policy platform.

The second report, in September 2005, sought to compare hospitals with or without a 
coordinator, in achieving health promotion goals.  The study found that the appointment of 
coordinators generated a significant growth in health promotion activity (particularly for staff) 
but that their impact was mediated by the formal relationships established within hospital and 
regional structures. One action from the project was to provide a strategic model for the HPH 
coordinators job specification and job description.

Over the 10 years since its launch in 1997, the HPH Network has continued to expand its remit 
and coverage and progress its vision in partnership with other agencies such as the National 
Heart Alliance. The Network now has over 100 hospitals and healthcare institutions as members 
including 87% of the larger (Band1) hospitals. Work continues in support of the Baby Friendly 
Hospital initiative and the Smoke-Free Hospital initiative, including the addition of psychiatric 
hospitals. HPH has also taken on the implementation of national healthy catering guidelines 
for hospitals, and is a partner in the initiative to reduce alcohol-related problems through the 
hospital setting.

Over the course of 2006/7, the HPH Network has been in transition to becoming part of the 
Population Health Directorate. During 2007, the Network will be re-configured to be an integral 
part of the Population Health programmes function, with a commitment to forging and 
maintaining strong links with the National Hospitals Office. 

Work will also continue with the Health Promotion Agency for Northern Ireland, with a view to 
consolidating working arrangements on an All-Ireland basis.

Key Gaps Identified for Further Action

G4.3   Health Promotion in Hospitals

•  Agree with National Hospitals Office on more strategically-focused roles for HPH
   coordinators with relevant training and support 
•  Identify the contribution HPH can make to the prevention of chronic diseases 
   including CVD and related diseases
•  Increase participation of smaller hospitals in health promotion
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4.5.4  Community and Voluntary Activity
All HP departments around the country are involved in work with community and voluntary 
groups. The bulk of this work is driven by the perceived needs of the community and therefore 
may or may not correspond with the views of healthcare staff. However there is generally scope 
for negotiation to include some focus on community-based action to reduce the prevalence of 
risk factors for heart disease. Examples could include the development and promotion of local 
walks, food co-ops to provide cheaper and accessible fruit and vegetables, or training people 
living in deprived areas to provide peer support to others to give up smoking.

Recommendation R5.14 of BHH noted that a network should be formed of community 
development projects with a health promotion component. Although many HP departments 
now have coordinators for such projects, and have received funding from DoH&C, no network 
has been established. The post of national coordinator, which was indicated in the National HP 
Strategy, has yet to be recruited.

Two other national initiatives of interest are:
• the development of a national training programme in community development and 

health, based on successful work in Northern Ireland and Scotland. The programme will 
be rolled out through Health Promotion Departments from a centre in the Mid-West.

• the plan for Population Health to undertake a systematic review of community 
development work in an Irish context. 

Key Gaps Identified for Further Action

G4.4  Community Development 

• Disseminate results of systematic review of community development in Ireland. 
• Establish a network of community development projects with a health promotion
  component.

4.6  Smoking
The major success story arising from BHH is the implementation of a ban on smoking in the 
workplace. The “Smoke-Free at Work” initiative came into law on 29th March 2004.9 Ninety five 
percent of workplaces inspected as part of the National Tobacco Control Inspection Programme 
were compliant with Section 47 (smoke-free workplace provision) of the Public Health (Tobacco) 
Acts, 2002 and 2004. One effect of the total workplace smoking ban was a significant reduction 
in air pollution in pubs and an improvement in respiratory health in barmen. A study to examine 
the impact of this legislation on air quality in pubs and on respiratory health effects in bar 
workers in Dublin, carried out by the Research Institute for Tobacco Free Society team (RIFTFS) 
in 2005 found an 83% reduction in particulate levels and an 80.2% reduction benzene levels in 
the bars surveyed; the study also found a 79% reduction in exhaled breath carbon monoxide; 
and an 81% reduction in salivary cotinine in barmen tested. There were statistically significant 
improvements in measured pulmonary function tests (PFTs) and significant reductions in self 
reported symptoms and exposure levels in volunteer non-smoking barmen after the ban.  The 
study’s conclusion was that a total workplace smoking ban results in a significant reduction in 
air pollution in pubs and an improvement in respiratory health in barmen.10  
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Under BHH, smoking cessation services trebled between 2000 and 2004, with 50 smoking 
cessation officers providing support to smokers wishing to quit, as well as training health 
professionals in this area. In 2001, the Minister for Health and Children made nicotine 
replacement therapy available to all medical card-holders who smoke.

These successes are in large part the result of advocacy by members of the National Smoking 
Cessation Action Plan Group consisting of representatives from the Health Boards, Irish Health 
Promoting Hospitals Network, the Office of Tobacco Control, the Irish Cancer Society, the Irish 
Heart Foundation, ASH Ireland, the Irish College of General Practitioners, the Dental Health 
Foundation, the Irish Pharmaceutical Union, and the Health and Safety Authority.  

The Office of Tobacco Control (OTC) is the statutory body set up to implement and manage the 
Government’s tobacco control policy as outlined in the report Towards a Tobacco Free Society, 
published in 2000.11 In its Annual Report, 2006, the OTC recorded the following among its 
achievements: 
 

- Research published in Smoke-Free Workplaces in Ireland: A One-Year Review showed 
that the workplace legislation continues to enjoy tremendous public support. A survey 
of attitudes found that a year after its introduction 93% of people, including 80% of 
smokers, think the law was a good idea.  98% of those surveyed believe that workplaces 
are now healthier because of the smoke-free law

- During 2005 there were 35,042 inspections carried out under the National Tobacco 
Control Inspection Programme, which is coordinated by the Office in cooperation with 
the HSE. Environmental Health Officers found that 95% of workplaces inspected were 
compliant with Section 47 of the Public Health (Tobacco) Acts, 2002 and 2004 

- In November 2005 Ireland became the 101st country to ratify the WHO’s Framework 
Convention on Tobacco Control, and

- The Office continued to monitor monthly smoking prevalence and behaviour.

Other significant highlights with regard to the fight against smoking include:
- In the December 2006 Budget the Minister for Finance announced an increase in excise 

duty of 50 cent per packet of 20 cigarettes.
- from 31st May 2007, it is illegal to sell cigarettes in packs of less than 20, and 

BHH recommended protocols for investigation of tobacco sales to minors (REC R5.21).  Research 
into young people’s smoking found that 16% of 12-17 year-olds smoke (14% of girls and 17% of 
boys). Of young adults aged 18-24, half were smoking more than they were three years earlier. 

A 2004 study, ‘Behaviour and Attitudes’, for the DOH&C found that almost 7,000 smokers who 
contacted the National Smokers Quitline had quit. Of those who quit, 39% said that the Smoke-
Free at Work legislation had a significant or important bearing on their decision. 55% reported 
that it was an important aspect in terms of ‘staying off’ cigarettes. 

Since the end of 2005 responsibility for the funding of the National Smokers Quitline and ongoing 
liaison with the ICS has passed to the HSE. In addition, the HSE has taken over responsibility for 
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the development, management and evaluation of a public awareness campaigns related to 
smoking. New creative approaches have been developed. These include a particular focus on 
young women who smoke and new creative ways to advertise the National Smokers Quitline. 
It is intended that the national campaigns will be strongly underpinned by a robust research 
function. A tendering process will shortly commence to invite tenders for the provision of the 
National Smokers Quitline service.

The Population Health Directorate has a commitment to facilitate the production of a National 
Tobacco Control Framework, in partnership with the DOH&C and the OTC, which will help to 
address the difficulties of a patchy smoking cessation service  across the country, with different 
monitoring systems.  The Framework will be issued for consultation during 2007.

Key Gaps Identified for Further Action

G4.5  Tobacco Control

•  Finalise and implement a Tobacco Control framework within the HSE 
•  Publish guidelines on the provision of smoking cessation services, training of
   providers, standardize data surveillance systems 
•  A review of the contractual arrangements for the National Smokers Quitline to be
   undertaken

4.7  Obesity and Nutrition
Although the DoH&C retains responsibility for inter-departmental and policy work, much of the 
responsibility for nutrition has transferred to the HSE, particularly in light of the implementation 
of objectives indicated by the Obesity Task Force report.12

A group has been established within the HSE, facilitated by the Population Health Directorate 
to plan the strategic work flowing from the Obesity Report. This will include proposals for the 
deployment of additional staff, and plans for public education.

Health promotion work in this area is led primarily by community dietitians and physical activity 
coordinators in all of the former Health Board regions. Work programmes for dietitians continue 
to reflect a mix of HP work and clinical 1:1 work with patients and families. There continues to 
be a growing demand for clinical support for primary care, and in some areas this has been met 
by separating the two roles. The Obesity Task Force report lends support to programmes based 
more on changing the ‘obesogenic’ environment which drives up population levels, and away 
from exclusively individual high-risk targeting. 

The HSE is now the link body with the Food Safety Authority of Ireland, the Food Safety 
Promotions Board / Safe Food (FSPB), Irish Universities Nutrition Alliance (IUNA) and University 
College Dublin (UCD) to progress research in relation to obesity and nutrition. The FSPB has 
recently taken a more prominent role in relation to the promotion of healthy eating (REC R5.31) 
generally, while Population Health has undertaken more specialist work such as producing 
guidelines on the provision of salt in health service catering (REC R5.35), the development 
of a nutrition programme for preschools and production of specialist health education 
information.
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Some progress with regard to salt reduction has been achieved. Measures taken in the last 
number of years in the health sector include:

• Procurement of 10% lower salt bread in 2005 in the former HSE – Eastern region – a 
matter of 500,000 loaves eaten by patients and staff each year

• Discussion with HSE procurement led to a) exploring the expansion nationally of the 
procurement of 10% reduction in salt in bread as outlined above and b) to find other 
ways to use procurement to reduce salt in food available to patients and staff

• A position paper on salt , prepared for Director of Population Health, HSE (Sept 2006) 
proposed promoting a healthy procurement policy within the Health Services Executive 
and later influencing the larger public sector to adopt similar purchasing policies for the 
benefit of staff and clients. This latter aspect has the potential to benefit the population at 
large, in the long run, as a result of the influence on the retail environment.

Key Gaps Identified for Further Action

G4.6  Tackling Obesity and Improving Nutrition

•  Publication of action plan for the HSE to respond to its role in tackling obesity
•  Advancing healthy procurement within the HSE and influencing other public sector 
   bodies to do the same 

4.8  Physical Activity
The importance of physical activity for the health services and for Health Promotion has been 
set out in the former Health Boards’ Strategy for Physical Activity, 199713 and in each of the 
national Health Promotion strategies in 199514 and 2000.15 BHH supported existing strategic 
objectives in relation to physical activity and the funding which followed allowed most former 
Health Boards to employ a physical activity coordinator. The former Mid Western Health Board 
(MWHB) utilized its funding to set up a partnership with the University of Limerick, to research 
and evaluate the promotion of physical activity in key settings.

Much of the work in 2006 /7 will re-orient to support work on the reduction of obesity levels in 
the population. However, there will also be a need to provide additional support to Local Sports 
Partnerships, who in many cases have taken over operational responsibility for key health-
promoting programmes such as ‘Go for Life’.

Also the Irish Heart Foundation continues to promote physical activity through:  a) Happy Heart 
Lifestyle Challenge (involving about 80 companies), b) Slí na Sláinte (with 150 routes throughout 
the country) and c) Action for Life (with almost 6,000 primary teachers trained).

In the transfer of responsibilities from the DoH&C to the HSE in 2006, the HSE committed itself to 
two pieces of work:   a) the production of an action plan based upon the 1997 Physical Activity 
Strategy for Health Boards, and  b) the development of the GP Exercise Referral programme 
nationally.
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A key issue in the roll out of the GP Exercise Referral programme nationally is the appointment 
of HSE coordinators to provide the essential programme management and partnership 
development between the ICGP and ILAM. Significant difficulties have been experienced in 
accessing WTE approval and funding to fill these posts.

Key Gaps Identified for Further Action

G4.7  Improving Physical Activity

•  Develop and implement a physical activity action plan as part of a new Health
   Promotion Strategy
•  Progress the development of GP exercise referral programmes, to include discussions 
   with the Institute for Leisure and Amenity Management 

4.9  Alcohol
BHH endorsed the 1996 National Alcohol Policy and in particular recommended that  
advertisements for alcohol, containers of alcoholic drink and off-licence premises should carry 
a written warning about the effects of excess alcohol on health (REC R5.50).

Ireland’s Changing Heart, the Second Progress Report, acknowledged the achievements over 
the four years to 2003, in running the campaign ‘Less is More’, commissioning a range of research 
projects, and supporting the training programme for bar staff on Responsible Serving (RSA).

Since the publication of the two reports by the Strategic Task Force on Alcohol in 200216 and 
2004,17 there has been little significant implementation of the recommendations.  Planning 
responsibility has transferred to the HSE, and an Implementation Group has been established.  
Funding has been provided for a range of community mobilisation projects including funding 
to support a youth café providing an alcohol free environment for young people and funding 
to produce alcohol awareness publications in four languages spoken by new communities in 
Cork.  Funding transferred from DoH&C to the HSE also provides a contribution to Responsible 
Server (RSA) training; to work with the GAA on their alcohol programme; and to continue with 
mass media campaigns.

In addition to the HSE Implementation Group, two further groups have been established: a sub-
group of the Social Partnership ‘Towards 2016’, addressing key alcohol-related objectives; and a 
joint DoH&C / HSE group addressing broader issues of alcohol policy.

Key Gaps Identified for Further Action

G4.8   Addressing Alcohol

•  The full implementation of the two task force reports on alcohol

4.10  Targeting Disadvantage, Poverty and Health Inequalities
A report from the Institute of Public Health in 2001 confirmed a significant class gradient in 
mortality from heart disease and stroke.18 
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The reduction in health inequalities has been a key policy priority for the past ten years. BHH 
identified ‘disadvantaged’ as a priority population group and recommended that initiatives be 
developed including the promotion of healthy eating. It noted the variations in young people’s 
health related to gender and class.

The DoH&C provided recurring funding to each former Health Board to undertake an agreed 
community development project.  Each Health Board undertook one or more projects, which 
have now been mainstreamed. The Population Health Directorate has recently approved a 
project proposal to develop a strong approach to health inequalities. The next phase in this 
project is to engage with key Directorates across the HSE and with external partners.

Key Gaps Identified for Further Action

G4.9  Addressing Inequalities

•  Engage with key stakeholders on health inequalities project proposal 

4.11 Evidence-based Practice and Evaluation
As already outlined in chapter 2, Bennett et al examined the decrease in coronary heart disease 
mortality rates in Ireland between 1985 and 2000 and found that mortality rates in those aged 
25-84 had fallen by 47%.19 Of this decrease, just under half was attributable to treatment effects, 
and slightly more was attributable to favourable risk factor trends (e.g. lower cholesterol, 
reduced smoking). Smoking rates are continuing to drop, so further improvement may be seen, 
although other risk factors (e.g. obesity) are moving in the opposite direction.

There is good evidence that – at best – lifestyle approaches to heart disease prevention are 
not particularly cost-effective. There is a strong lobby, which asserts that such approaches are 
inappropriate and poor value for money. A good example of this body of advocacy is Dennis 
Raphael’s report ‘Social justice is good for your heart’.20 Raphael’s report argues persuasively 
that social exclusion - involving material deprivation, lack of participation in common societal 
activities, and exclusion from decision-making and civic participation - is the process that 
explains how low income causes cardiovascular disease.

The Public Health Alliance of Ireland (PHAI) Report ‘Health in Ireland – an unequal state’ (2004) 
set out many of the generic policy measures which could address the determinants of disease 
and mortality.21  Earlier reviews have outlined the scope for interventions which blend structural 
measures (such as access or policy changes) and health promotion programmes. ‘Social Inclusion’ 
is beginning to be a key driver of government policy, and it remains to be seen how this will 
impact on anti-poverty strategies.  Health promotion programmes across Ireland have begun to 
take a more focused community-development approach, and in some cases adopted a positive-
discrimination approach to disadvantaged communities e.g. in providing smoking cessation 
support.22 There is now recognition that we can expect only limited return from community-
based prevention projects which are driven by professional concerns. Effective heart-health 
activities need to build on community interests and conform to the best principles of health 
promotion practice (e.g. empowerment, participation, critical dialogue and mutual respect).
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The creation of a post of health promotion functional manager with national responsibility 
for research and development will assist the process of gathering evidence and translating it 
into practice. The location of this post within the HSE, and the supportive framework of Health 
Intelligence, will help to stimulate an organisational culture of evidence-based policy and 
practice.

4.12  Conclusion
The Ottawa Charter with its balance between healthy policy, community support and individual 
approaches remain as true today as they were twenty years ago.   Furthermore, the need for 
balance between efforts to treat illness and promote health are underpinned by the IMPACT 
study in Ireland by Bennett et al.  

This chapter describes the many initiatives in the field of health promotion as well as outlining 
the ongoing challenges.  Notably targets outlined in BHH show varying degrees of change since 
the mid 1990s when these targets were first set out (Box 1).

Chief among the successes is the ban on smoking in the workplace with resultant improvement 
in the health of bar staff.23 Yet almost a quarter of the adult population in Ireland are smokers 
– herein lies a major ongoing challenge. 

Two significant challenges in Twenty First Century Ireland is fighting the increasing epidemic of 
obesity and tackling the increasing problem of alcohol abuse. Intersectoral working as well as 
healthy HSE policies will demand attention of senior management in the HSE, DOH&C and other 
bodies.  Supporting communities and individuals to make healthy choices will be a challenge 
at all levels.  

New structures are in place at senior management level for health promotion as a key function 
of the Population Health Directorate. These include an Assistant National Director of Population 
Health for Health Promotion, a Health Promotion Development Manager, four Health Promotion 
Functional Managers with area responsibility and four Health Promotion Functional Managers 
for Health Promotion Research, Health Promotion National Programmes, Health Promotion 
Policy and Strategy and Health Promotion Communication, Social Marketing and Advocacy. 
This structure presents an opportunity to develop consistent, evidenced based policies, 
strategies, programmes and approaches to health promotion including a specific focus on the 
heart health. An underlying principal and commitment of health promotion is addressing the 
key determinants of health and health inequalities.

While progress has been made on some fronts, significant work remains to ensure the gaps 
identified in this audit are addressed. The HSE Transformation Programme requires a significant 
contribution from health promotion to ensure the success of all programmes. This will require 
investment in identified health promotion areas. The Health Promotion senior management 
team is currently exploring its contribution to the Transformation Programme including 
addressing the determinants of heart health and many of the chronic disease states included 
in the programme. 
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Box 4.1: The status of cardiovascular targets from Building Healthier Hearts and earlier 
documents

Target Status

A reduction in the percentage of cigarette 
smokers in the population by at least 1% 
per annum so that more than 80% of the 
population aged 15 years and over are 
non- smokers by the year 2000.14&24

SLÁN reported smoking level 27% in 2002

This target has not been achieved

To educate and motivate Irish people to 
eat a wide variety of foods in line with 
current recommendations as illustrated in 
the Food Pyramid.14

2002 SLÁN reported 69% consume >3 
recommended daily portions Fruit&Veg; 
from 62% in 1998

This target has shown improvement

To encourage a reduction in total fat 
intake (to no more than 35 per cent of 
energy as fat) by the year 2005 and to 
attain an appropriate balance of fats.14

2002 SLÁN reported 17% compliance with 
‘<4 items from top shelf of food pyramid 
per day’; from 14% in 1998. Fried foods 
consumed >4 times per week reduced from 
11.8% in 1998 to 9.9% in 2002.

This target has shown improvement (see 
Fig 2.23 in chapter 2)

The achievement of a moderate reduction 
of 10% in the percentage of people 
who are overweight and a reduction of 
10 % in the percentage of people who 
are obese by the year 2005. (This target 
was set understanding the difficulties 
associated with reducing overweight and 
maintaining a healthy weight).14

In 2002 SLÁN, 42% men and 27% women 
overweight (from 40% in men, 25% in 
women 1998).

In 2002, 14% men and 12% women obese 
(from 11% and 9% respectively 1998)

This target has shown disimprovement

To encourage the achievement and 
maintenance of a healthy weight through 
healthy eating and regular exercise.14

As above

A 30% increase in the proportion of the 
population aged 15 years and over who 
engage in an accumulated thirty minutes 
of light physical exercise most days of the 
week, by the year 2000; A 20% increase 
in the population aged 15 years and over 
who engage in moderate exercise for at 
least twenty minutes, three times a week, 
by the year 2000.14 & 24

In 2002, 22% adults participated in mild 
exercise (4+times per wk lasting 20mins) 
compared with 25% in 1998.

In 2002, 32% adults participated in moderate 
exercise (3+times per wk lasting 20mins) 
compared with 31% in 1998.

In 2002, 11% adults participated in strenuous 
exercise (3+times per wk) compared with 
10% in 1998.

This target has shown disimprovement
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Target Status

To achieve a situation where 75% of 
the population in the 35-64 age group 
will have a blood pressure of less than 
140/90 mm Hg by the year 2005.14

Self-report (SLÁN) in 2002 73.3% 
respondents said they had normal/low BP 
(67.3% in 1998).

This target has shown improvement

To achieve a reduction in mean serum 
cholesterol in the 35-64 year age group 
from a present level of 5.6 mmol/1 by the 
year 2005.14

Data from 1998 only. Await Sept 2007 data 

To promote moderation in alcohol 
consumption and reduce the risks 
to physical, mental and family health 
associated with alcohol misuse.14, 24 & 25

Increase in sales of alcohol.  See  chapter 2

This target has shown disimprovement

To reduce substantially over the next ten 
years the proportion of those who exceed 
the recommended sensible limits for 
alcohol consumption.14, 24

In 2002 the % consuming >recommended 
units, was 30% in men (from 27% in 1998) 
and 22% in women( from 21% in 1998). 

This target has shown disimprovement
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Primary Care
Key Successes

• Improved management of risk factors and improved quality of care to patients with heart 
disease as demonstrated through the evaluations of Heartwatch and diabetes structured 
care programmes.

• Improved education and training opportunities across all disciplines in primary care.
• Better integration of services between primary care and health promotion, hospital 

based diagnostic services and pre-hospital care.

5.1  Introduction
Building Healthier Hearts (BHH) recommended adoption of the European Society of Cardiology 
(ESC) priorities for prevention in clinical practice, with the highest priority being given to 
those with established coronary heart disease (CHD) or other atherosclerotic vascular disease 
(secondary prevention), followed by those identified as being at high risk (high risk primary 
prevention) (REC R6.7). 

The strategy made 55 recommendations, for the development of primary care services and 
highlighted the key role for primary care professionals in the primary and secondary prevention 
of heart disease.1 Such recommendations include:

Secondary and tertiary prevention:
• Developing a structured approach to secondary prevention (REC R 6.21 – 24, 6.47) 
• Structured and supported care of chronic cardiovascular conditions (REC R6.48 – 49), and   
• Protocol development for acute care of patients with acute coronary syndrome and 

stroke. Developing the role of the GP in integrated pre-hospital care   (REC R6.51-52).

Primary prevention:
• Developing the role of the public health nurse in health promotion and disease 

prevention (REC R 6.1- 6.3)
• Adopting a structured approach in primary care, in general practice for risk assessment 

and disease prevention in those identified as being at high risk. (REC R 6.8 – 6.18). Similar 
attention be given to programmes of care for patients with diabetes as to patients with 
known CHD (REC R 6.25 – 26) 

• Co-ordination of health promotion and community based programmes to maximise 
benefits to patients and population (REC R 6.4)

• Developing and delivering education and training for all disciplines within the primary 
care setting (REC R 6.27 –28, 6.33 – 6.43), and

• Structured approach to risk assessment if undertaken in environments such as 
occupational health schemes, pharmacies and mobile clinics (REC R 6.19 – 20).

Primary care is the key setting for the delivery of services to ensure the primary and secondary 
prevention of cardiovascular disease.2
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5.2  Secondary Prevention 
The aims of secondary prevention are the early detection and prompt treatment of disease, 
which in turn will prevent recurrence of the disease in those who already have an established 
condition. 

5.2.1  Heartwatch 
A structured programme of care for patients with established coronary heart disease was 
established in 2003 and delivered in the primary care setting. Known as Heartwatch, it involved 
twenty percent of the country’s General Practitioners, and aimed to reduce morbidity and 
mortality among the cohort of patients enrolled in the programme.  It adopted a multidisciplinary 
approach with GPs, practice nurses, and health promotion staff working in partnership with the 
patient to achieve the optimum outcome.3

The programme established a strategic national approach to the implementation of 
internationally recognised cardiovascular guidelines as agreed between key stakeholders the 
Department of Health and Children (DoH&C), the HSE (formerly the Health Boards), the Irish 
College of General Practitioners (ICGP), and the Irish Heart Foundation (IHF).  The governance 
and quality assurance aspects of the programme are overseen by a national steering committee 
of the main partners.  

The inclusion criteria for patients in the initial phase of the programme was all patients with a 
history of either proven myocardial infarction (MI), or a cardiac intervention (coronary artery 
bypass graft or percutaneous transluminal coronary angioplasty). Patients with diabetes are 
also included from the Midland area.

Structural changes were put in place i.e. payment structure for GPs, employment of specialist 
nurse and GP facilitators to support the implementation at regional level, provision of or access 
to cardiac diagnostic equipment such as ambulatory blood pressure monitoring (ABP) and 
electrocardiograms (ECGs) to assist in early diagnosis and treatment of patients in the primary 
care setting. In some areas GP direct access to hospital based cardiac diagnostics was developed. 
This service provided improved integration between hospital and primary care services. 

The Irish College of General Practitioners (ICGP) and HSE staff mounted an education programme 
for GPs and practice nurses with a particular emphasis on improving lifestyle behaviour and 
risk factor reduction. The IHF facilitated the development and design of patient information 
material. 

An Independent National Data Centre (INDC) was established to collect and analyse patient 
data returned by General Practitioners in the programme, 90% of whom were computerised. By 
2005 in excess of 12,800 patients were enrolled in the programme delivered by 470 GPs across 
the country.  By the end of 2006 the number of patients enrolled had risen to 14,044.

Registration details demonstrated that a) three quarters of patients are male (76%), b) less than 
one-fifth are aged less than 55 years (14%), and almost three-quarters of patients (71%) had a 
GMS medical card.

Heartwatch has been the subject of a number of reviews.3,4 The most recent report, using the 
data up to December 2005, concentrated on clinical outcomes and demonstrated that: 
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• There were significant improvements from the baseline values for most of the risk factors, 
such as BP, total cholesterol and smoking for cohorts of patients at one and two years into 
the programme (Fig 5.1)

• The prevalence of smoking dropped from 13.7% to 10.1%
• There were little or no improvements for body mass index (BMI), waist circumference, 

fasting glucose and exercise levels from baseline
• There were significant improvements in prescribing of preventive therapies such as 

7% increase in ACE inhibitors, 4% increase in beta-blockers and 11% increase in statin 
therapy over two years. Also noticed was a reduction in the variation between GPs in 
prescribing these therapies 

• GMS patients in the Heartwatch programme were almost three times more likely to 
receive statin therapy than all GMS patients with CHD, and  

• There was additional identification of new cases of diabetes with improved prescribing of 
evidenced based treatments for this group of patients.

Further epidemiological modelling and a cost effectiveness analysis were carried out with 
favourable results. 

Fig 5.1: The percentage of patients outside of target4 at baseline one and two years into the 
Heartwatch programme

5.2.2 Prescribing Trends in Secondary Prevention 
While the Heartwatch programme was initiated in 20% of practices, trends in prescribing of 
secondary prevention therapies for cardiovascular disease have been steadily changing over 
time. Chapter 2 (section 2.7) outlines the increases in prescribing from 2000 – 2005 nationally 
in a number of medications for high-risk primary prevention and secondary prevention of CHD.  
Specifically in regard to secondary prevention (for those with established CHD) a study was 
undertaken using data from the HSE-Primary Care Reimbursement Services scheme (PCRS, 
formerly GMS Scheme), covering approximately 31% of the total population.6  The data covered 
the GMS population of the former ERHA.  
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Patients were identified as having received a prescription for any nitrate therapy with or without 
aspirin as a marker for coronary heart disease (CHD). No diagnostic data were available. The 
study showed:

• A significant increase in prescribing of secondary preventive therapies for CHD over time 
(Figure 5.2 and 5.3) 

• Similar prescribing trends for males and females, but females with CHD consistently 
received 3 - 6% less preventative therapy than their male counterparts   

• Scope for improvement as prescribing of secondary preventive therapies should be 
achieved in up to 80% of individuals (taking contraindications into consideration).

Fig 5.2: Prescribing of secondary preventative therapies (ERHA only) over time in males

Source: Dr. K. Bennett, Department of Pharmacology and Therapeutics, TCD.6

Fig 5.3: Prescribing of secondary preventative therapies (ERHA only) over time in females

Note: BB = beta-blocker drugs, CCB = calcium channel blocking drugs, ACE=ACE inhibitors
Source: Dr. K. Bennett, Department of Pharmacology and Therapeutics, TCD.6
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Key Gaps Identified for Further Action

G5.1 Secondary Prevention

•  There is a need to expand structured secondary prevention nationally to cover all 
   patients with established heart disease, in the context of  advances in chronic disease
   management, development of primary care teams and the need for appropriate
   governance. 
•  In expanding secondary prevention further consideration is needed on how best to 
   improve individual life styles such as body weight and physical activity.

 
5.2.3 Guidelines 

Guidelines on the ‘Management of patients with established Heart Disease in Primary Care’ are 
currently being developed by the Practice Nurse Facilitators in conjunction with the ICGP based 
on European Society of Cardiology guidelines. 5

5.3  Care of Acute Cardiovascular Disorders

5.3.1 Protocols for Acute Coronary Syndromes
Recommendation R6.51 called for a national protocol to be agreed for the acute care of patients 
with suspected acute coronary syndrome or stroke and updated annually. They should be 
adapted for local use, with the roles of the practitioners involved clearly outlined.   

Chapter 6 discusses the management of pre-hospital acute cardiac care e.g. defibrillation for 
cardiac arrest and reperfusion therapies for AMI, in more detail. (REC6.52)

5.4  Care of Chronic Cardiovascular Disorders
BHH made several recommendations concerning the care of patients following an acute 
event which would require on-going management of their disease and recommended the 
development of guidelines for these patients. (REC R6.48, 49)  The development of shared care 
and facilities for chest pain assessment, diagnostics and treatments are further discussed in 
chapter 7.

5.4.1  Heart Failure Initiatives
As the elderly population of Ireland grows and with increasing survival after an acute coronary 
event the prevalence of heart failure has increased and will continue to increase exponentially. 
Current estimates suggest that up to 2% of the adult population have heart failure.7 The aim 
of heart failure care is to improve quality of life while also reducing admission / readmission to 
hospital as well as length of stay. 

No national protocol for heart failure care between hospitals and general practice has been 
agreed and implemented (REC R6.49). In some places innovative approaches to improving care 
have been tested.  Twenty-two hospitals (out of 37) have heart failure services delivered on an 
outpatient basis. Further information on the interactions between hospital and community is 
not available and this area needs further scrutiny. Chapter 7 provides additional details on the 
number of heart failure programmes in Ireland that are hospital led. 



FIVE: primary care

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

79

5.5  Primary Prevention 
The strategy identified that most people who develop cardiovascular disease have only 
moderately raised risk factors. General advice on the maintenance of heart health and on the 
reduction of risk can be given to the whole population. Health professionals in primary care 
services can contribute to primary prevention through their involvement in health promotion 
programmes and through the provision of personalised advice on healthy lifestyles to clients. 
Some examples of local community primary prevention initiatives include: 

• Supermarket nutrition tours
• Playground markings
• Nurse led risk assessment clinics in shops / barbers / shopping centres, and
• Smoking cessation forums.

5.5.1  General Practice   
The strategy identified that general practitioners and practice nurses are involved in primary 
prevention through opportunistic enquiry about risk behaviours, measurement of risk factors 
and the provision of lifestyle advice to patients. The strategy recommended a combination 
of opportunistic and systematic risk assessment, with a very structured approach to the 
management of those identified as being at high risk. It recommended that a pilot project 
should be undertaken to implement a high-risk strategy for cardiovascular disease in general 
practice in Ireland. While there is a substantial volume of opportunistic risk factor measurement, 
much of this work has not been evaluated for elimination and management of risk, particularly 
for blood pressure and cholesterol. To date, there has been no nationally structured primary 
prevention strategy developed as laid out in the recommendations of BHH (REC R6.10).

Significant increases in prescribing have been noted in section 5.2.2 and also chapter 2, section 
2.7.

5.5.2  Public Health Nursing 
The strategy recommended that 2 Public Health Nurse whole time equivalents per 100,000 
population should be appointed to work at least half time in a disease prevention and health 
promotion role as members of the former Health Boards’ health promotion departments (REC 
R6.2). Whilst over 112 new staff of various disciplines were appointed to health promotion 
departments, this particular recommendation was not achieved with regard to the appointment 
of PHNs. Only one former health board appointed PHNs to its HP department. A further 2 Health 
Boards appointed a number of designated cardiovascular Public Health Nurses to the generic 
PHN service. Where PHNs have designated cardiovascular roles and provide specific services, the 
potential for integration of services can be seen. Examples include PHNs working in partnership 
with cardiac rehabilitation services in the acute hospitals, co-facilitating the establishment of 
Cardiac Support Groups as part of Phase IV Cardiac Rehabilitation Programmes; working with 
primary care health professionals to deliver ‘Lifestyle Clinics’; and participating in First Responder 
Programmes in order to reduce time to response for sudden cardiac collapse.  Also, considerable 
training was undertaken by public health nurses around the country. (Appendix 9).

BHH has brought about a greater awareness of the importance of promoting behavioural and 
lifestyle changes to achieve improved heart health status of the population. Opportunities exist 
to further develop the role of the PHN in the community in the context of primary care teams 
and chronic disease management programmes. 
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5.5.3  Health Promotion
The development and impact of health promotion services are set out fully in chapter 4.  It is 
important to acknowledge the impact of health promotion in the delivery of cardiovascular 
disease prevention services within the primary care arena. (REC R6.27 – 47)

5.5.4  Nutrition Service 
In Ireland at the present time 39% of adults are overweight and 18% are obese.8   The Task Force 
on Obesity identified that in 2005 about 2,000 premature deaths in Ireland were attributable 
to obesity.  

The development and implementation of community based nutrition services was significantly 
resourced through the strategy. The strategy recommended 1 clinical community dietician per 
100,000 population, to support CV disease risk reduction initiatives in general practice, including 
training, patient counseling and health promotion, which would equate to approximately 42.5 
WTE appointments. (REC R6.18) As at the end of 2005, 36.4 WTEs (excluding the former West 
and North West) were in post, the majority of whom have a 50 - 60% clinical focus. 

Community dieticians provide a) training in nutrition promotion to other health care 
professionals and also b) deliver a clinical dietetic service. Community dieticians provide support 
to the Heartwatch programme, diabetes structured care programmes, the development and 
implementation of healthy nutrition policy in schools, community food and health projects, 
weight management programmes and target those on low incomes or disadvantaged groups 
through specific community based projects. 

Key Gaps Identified for Further Action

G5.2 Multidisciplinary Teams

•  The need for appropriate staff such as public health nursing, dietetics and health
   promotion should be considered in implementing the  multidisciplinary approach to
   promoting health and treating patients with cardiovascular disease. 

G5.3 Training

•  The identification of key standards, assessment and accreditation processes to support
   sustainability of training in cardiovascular health promotion and disease prevention.   

5.6 Diabetes
Research studies have shown the link between diabetes and heart disease.9 The risk of death 
from cardiovascular disease is three times higher in males with diabetes compared to those 
without diabetes. Diabetes erases any protective female advantage with regard to cardiovascular 
disease. The risk of developing heart disease is two to three times higher in people with diabetes. 
Research has also found that people with diabetes, without a previous history of acute myocardial 
infarction (AMI), had as high a risk of AMI as non-diabetic people with a previous AMI.10,11  It is 
therefore a legitimate aim of any cardiovascular secondary prevention programme to target this 
high-risk group. 
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A number of areas have developed and delivered programmes of structured / shared care for 
people with diabetes, following the development of a model in the Midlands. Each of these 
appears to have the main elements of a best practice diabetes model for structured / shared 
care programmes for example dietetics, ophthalmology, chiropody, clinical nurse specialists, 
etc. In spite of these activities no national programme for diabetic care exists.   These best 
practice models should be built upon to realise an agreed programme of care within the overall 
development of primary care teams. 

The Diabetes Service Development Group produced a document with recommendations for 
improving diabetes care in 2002.12 In 2006, the national Diabetes Working Group established by 
the Department of Health and Children produced ‘Diabetes: Prevention & Model for Patient Care’13 
which sets out a model of care for people with diabetes in Ireland. Chronic disease management, 
including heart disease and diabetes has been highlighted as a priority area for the HSE to address 
in 2007. In late 2006 an Expert Advisory Group (EAG) for Diabetes was established. The work of this 
group will intrinsically link to the ongoing work on the prevention and treatment of cardiovascular 
disease. 

5.7  Integration with Other Services 
There are many excellent examples of integrated initiatives that have grown out of the 
implementation of BHH. By its very nature primary care services are closely aligned to pre-
hospital services especially in the provision of emergency care. Chapter 6 describes these 
linkages in more detail.

The integration of hospital and primary care services is vital to the provision of quality care 
to patients with chronic disease. Patients with cardiovascular disease have benefited from 
enhanced primary care and increased access to secondary care. Within the new HSE structure 
further developments will be delivered through accelerated developments of primary care 
teams and networks. 

The strategy recommended the development of national protocols for shared care of patients 
with cardiovascular disease (REC R6.22, R6.49, R6.51). Protocols to ensure GP direct access 
to diagnostics have been developed in some areas and other protocol driven initiatives are 
planned. Additional information on integration with hospital services is detailed in chapter 7.

Key Gaps Identified for Further Action

G5.4 Developing Integrated Care

There is a need to ensure the development of national protocols for shared care of 
patients with cardiovascular disease within the context of chronic disease management. 
•  Specifically a national protocol for heart failure care needs to be agreed and implemented.
•  A coordinated national approach to the management of diabetes in the context of
   transforming chronic disease management is required.
•  Targeting high risk primary prevention is outstanding, especially improving blood
   pressure care.
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5.8  Training and Education on Health Behaviours
Extensive programmes of training were provided to health care professionals to facilitate 
them in their delivery of cardiovascular services in primary care. These ongoing programmes, 
include:

• Risk factor management for PHNs, practice nurses and GPs – through the Heartwatch and 
other programmes

• Cardiopulmonary resuscitation - Basic Life Support (BLS) and automated external 
defibrillator (AED) training

• Diabetes education 
• Brief intervention training and smoking cessation 
• Healthy eating and alcohol use
• Physical activity, and 
• Stress management.

While training has been provided as described above, there is a need to identify standards for 
the training and education of health care professionals in health promotion and prevention of 
cardiovascular disease.  These standards should reference best practice and should support the 
sustainability of such training.  Systems should be developed for the provision of assessment 
and accreditation of training to build upon and improve key skills.

5.9  Other Environments
BHH discussed the fact that risk assessment was conducted in environments other than primary 
care and hospital services such as occupational health schemes, pharmacies and mobile units. 
(REC R6.19-20) It advised that those who measured cardiovascular disease risk factors should 
be licensed and subject to a code of practice. No processes were put in place to measure the 
impact of these recommendations.

Anecdotally, it is known that risk factors such as blood pressure (BP), cholesterol and smoking 
continue to be measured in these environments. BP checks are commonly available via self 
check machines in pharmacies, shopping centres etc. In pharmacies, BP monitoring does not 
require a licence however all professional activities carried out in pharmacies are subject to 
the Pharmaceutical Society of Ireland (PSI) Code of Ethics. Where cholesterol testing on site is 
provided, there is an onus on pharmacies to register with the PSI for the purpose of carrying out 
these tests. Such registration is then subject to inspection by PSI to assess premises / facilities 
suitability. Cholesterol self test kits are available to buy nationwide.

5.10  Local Cardiovascular Developments 
A sizeable body of work was undertaken within the former health boards.  This includes 
initiatives focused on:

• Gender e.g. Men’s Health Initiative in the North East
•  Improving first response 
• Children’s physical activity in playgrounds
• Pharmacy contribution to smoking cessation 
• Audit of clinical activity, and
• Other research and evaluation projects.
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Appendix 6 lists these initiatives from which there is a need to extract lessons for national 
implementation.    

Key Gaps Identified for Further Action

G.5.5 Learning from Initiatives Around the Country

•  There is a need to identify local projects with lessons for national implementation.

 
5.11 Conclusion

This chapter has highlighted the many successes that have been achieved in meeting 
the recommendations in the primary care section of BHH and the remaining gaps. Some 
recommendations overlap with other areas of the strategy such as hospital and health 
promotion and should be cross-referenced when reading each chapter. In the immediate future 
and within the context of the HSE structures and national policy, i.e. the Primary Care Strategy 
and the current framework for change (primary care teams / networks) consideration as to the 
implementation of programmes currently in place is required. 

The successes are identified in the summary box at the start of the chapter. In general however, 
what is most striking is that only a small number of initiatives have been developed into national 
programmes, in spite of significant innovation locally.  In particular, areas that remain outstanding 
include a countrywide programme for secondary prevention and a structured approach to 
primary prevention and risk assessment. Agreement and delivery of such programmes will be 
in the context of a new GP contract and the establishment of an Expert Advisory Group (EAG) 
for Diabetes and its recommendations as well as other chronic disease initiatives. 

The HSE, in its Transformation Programme, is deliberating on the best future management of 
all chronic diseases, including cardiovascular disease. Diabetes and heart failure services in 
particular will need to be considered and developed in this context. Supported patient self 
management is at the heart of a chronic disease initiative to be piloted in the next year, known 
as Chronic Disease Management Support programme.

With the establishment of primary care teams and networks, the roles of all health professionals 
in the management of cardiovascular health and disease will evolve. In the context of 
community intervention, providing diagnostic facilities, developing integrated care journeys, 
the implementation of a model for chronic illness care and responsiveness are all issues for 
improvement. 
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Key Successes
• All emergency ambulances in Ireland in the statutory services (HSE Ambulance and 

Dublin Fire Brigade) are now equipped with an automated external defibrillator (AED).
• Since 1998, there has been a significant increase in the number of AEDs placed in 

community with a significant number of General Practitioners now having access to an AED.
• First response programmes have been initiated throughout Ireland in a variety of 

settings.
• The publication of the Report of the Task Force on Sudden Cardiac Death and its 75 

recommendations. 
• Legislation has been enacted to enable emergency medical technicians (EMTs) and 

advanced paramedics to administer aspirin and other specific cardiac medications.
• Establishment of paramedic and advanced paramedic grade and associated training 

programmes for pre-hospital personnel.
• Development of an electronic national patient care report form.

6.1  Introduction
Building Healthier Hearts (BHH) identified that of those patients dying from fatal coronary 
artery disease, at least 50% will be dead within two hours of the onset of symptoms’.1,2,3  With 
this knowledge in mind BHH examined five main areas within pre-hospital care and made 18 
recommendations concerned with improving response times and access to emergency services 
in order to improve the level of care and attain more satisfactory outcomes.  These areas were:  

• Early access to emergency medical services (REC R7.1-R7.6)
• Early cardiopulmonary resuscitation (CPR) (REC R7.7 – R7.10)
• Early defibrillation (REC R7.11 – R7.13)
• Advanced cardiac life support and pre-hospital thrombolysis (REC R7.14 –R7.15 /R7.17- 

R7.18), and
• Audit (REC R7.16, R7.3).

In line with recommendation R7.1, a major catalyst for change began on 10 May 2000 when 
the National Ambulance Advisory Council was replaced on a statutory basis by the Pre-Hospital 
Emergency Care Council (PHECC). The Council is an independent statutory agency with 
responsibilities for developing professional and performance standards for ambulance services 
and personnel.  Clearer standards for pre-hospital care were identified as a requirement in the 
strategy. The Council was tasked with developing training standards for pre-hospital care in 
areas such as advanced and paramedic training for ambulance personnel.  As part of its work 
plan the Council has developed and adopted a set of Clinical Practice Guidelines (CPG) for 
Emergency Medical Technicians (EMT), Paramedics and Advanced Paramedics. 

In March 2006, the publication of the Report of the Task Force on Sudden Cardiac Death  
recognised that progress had been achieved with regard to pre-hospital care and emergency 
medical services (EMS) since the publication of BHH. It set out further recommendations to 
build on the achievements, particularly concerning reducing the time to response.

Pre-hospital Care
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6.2  Reducing Time to Response
The national cardiovascular strategy made its recommendations based on improving the links 
in the ‘chain of survival’ for patients with out-of-hospital cardiac arrest.  

Research in Ireland on patients with suspected acute myocardial infarction (AMI) has shown that 
valuable time may be lost before a decision is made to call an ambulance.  In a comparable study, 
in 1994 the delay in symptom onset to arrival at hospital was noted as 3 hours 15 minutes for 
those who had previously suffered an MI and nearly 4 hours for those who had not suffered a 
previous event. In 2003 very little had changed with 3 hours and 3 hours 45 minutes respectively 
recorded.  In other countries education campaigns to raise public awareness have resulted in 
earlier ‘call for help’ to emergency medical services.  Although recommended, this has never 
been implemented in Ireland. The Report of the Task Force on Sudden Cardiac Death also made 
recommendations concerning an education campaign to recognise the need for help and how 
to call the emergency services.

6.2.1  Access to Emergency Medical Services 
Ambulance response times are vital and overall in 1997, 87% of calls were responded to within 
20 minutes. Some areas reported less than 60% of calls responded to within this timeframe and 
some areas were not routinely recording response times at all. Recommendation 7.4 called for 
up-to-date information on responses times by the emergency services. The HSE in their monthly 
performance monitoring of the 2006 National Service Plan identified an activity / performance 
indicator for response times. (Table 6.1) The indicator does not differentiate cardiac response 
times from other ambulance call outs. The time to treatment of patients with acute sustained 
chest pain and the reasons for the delays in accessing care must be identified. This baseline 
information should be used for establishing targets for response times and for times to reaching 
coronary care. 

Table 6.1: Number and Percentage of emergency ambulance calls responded to within pre-
determined time bands (performance indicators for ambulance response times)

Activity/Indicator (AM6) 2006 Q1 2006 Q2 2006 Q3 2006 Q4

Time periods

N= 47,125 N= 48,528   N =47,976  N= 49,221

% < 8 Minutes 27.61% 29% 27% 25.28%

% < 14 Minutes 55% 55% 55% 51.39%

% < 19 Minutes 67.90% 69% 69% 65.40%

% < 26Minutes 79.78% 82% 82% 77.52%

Source: HSE Quarterly Performance Monitoring Report, Quarter 4, 2006

The Report of the Task Force on Sudden Cardiac Death recommended the following targets:
• After contacting the healthcare system (ambulance service, GP services or Emergency 

Department) patients with suspected AMI should:
- Have access to a defibrillator within 10 minutes



SIX: pre-hospital care

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

88

- Be offered aspirin within 20 minutes (if appropriate)
- Have completed assessment of suitability for reperfusion therapy within 30 minutes, and
- Have access to thrombolysis (if appropriate) within 60 minutes.

The challenge will be ensuring these targets are achieved and sustained.

Spatial analysis undertaken by PHECC highlighted geographical areas where there are 
difficulties in meeting a 25 minute ambulance response time.  As it is well documented that 
an early response to sudden collapse is intrinsically linked to a person’s chance of survival, 
response times of these durations are inadequate for the immediate management of a sudden 
cardiac collapse.  

Key Gaps Identified for Further Action

IMPROVING TIME TO TREATMENT

G6.1 Public Education Campaigns

•  In order to reduce the time from symptom onset to calling for help, a programme to 
   educate the public on the symptoms of AMI is still outstanding. 
•  A national education programme on when and how to contact the EMS is still required. 

G6.2 Response Times

•  Establish robust information systems to monitor response times to cardiac calls and 
   report on an ongoing basis. 
•  Those ambulances not reaching identified target times should be supported to do so.

  
6.2.2  Early CPR

The most important predictors of survival after cardiac arrest are whether the arrest was 
witnessed, the time of collapse to defibrillation and the initial cardiac rhythm identified by 
emergency staff. Increasingly research is suggesting the prompt commencement of CPR, its 
continuation and its quality of delivery effects outcomes. 

The appointment of resuscitation training officers in both the hospital and community 
settings was recommended. (REC R8.1) With regional variations, the majority of the acute 
hospitals have complied in full with this recommendation (see chapter 7). In the community 
4 Community Resuscitation Officers were appointed in 2 of the former Health Board areas. In 
addition temporary Regional Training / First Responder Coordinators were initially appointed 
in 3 ambulance service areas. As of the end of 2006, due to operational service pressures in the 
ambulance service one remains in post, in the HSE South. The demand for BLS training in the 
community has significantly outweighed the resources allocated to this area. Outside of the 
hospital environment the fact that BLS training is not fully supported is a matter of concern.

The strategy recommended a review and expansion of community CPR training programmes, as well 
as exploring the potential to link community CPR training schemes with first responder defibrillation 
schemes. It is acknowledged that work in this area is in progress, and is being undertaken as part of 
the implementation of the Report of the Task Force on Sudden Cardiac Death.
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The Irish Heart Foundation (IHF) is an international training organisation (ITO) of the American 
Heart Association (AHA) for training and trainer courses in Ireland. A significant amount of 
CPR / BLS training has been delivered to health professionals, voluntary organisations and the 
general public since the advent of the strategy through various delivery modes, for example 
through cardiac rehabilitation programmes, first responder programmes,  hospital based health 
professionals, public mass training days, private organisations, etc. 

The Sudden Cardiac Death Report recognised that priority groups should be identified and 
resources allocated accordingly. Other than EMS, the following were identified for priority BLS 
/ AED training:

• Health care professionals
• Family members of those who have suffered a non-fatal cardiac event or at high risk of 

sudden cardiac death
• Occupational first aid certification
• First responder programmes linked to the EMS, and
• Young persons in primary and secondary schools.

6.2.3  Reducing Time to Defibrillation
BHH outlined the need for AED and identified the role they would play in improving the ‘chain 
of survival’.  All emergency ambulances in the statutory services (HSE and Dublin Fire Brigade) 
are now equipped with an AED. (REC R7.11)

Strategy funding has supported the provision of AEDs to several hundred general practices and 
other key strategic locations. There is no central register to accurately record numbers or actual 
locations of all AEDs in Ireland.

Since the publication of the strategy there has been a substantial increase in awareness and 
demand for access to out-of-hospital defibrillation. A significant amount of work has commenced 
on meeting this demand. Many varied and effective initiatives have been developed. (Box 6.1)

Box 6.1: Examples of Out-of-Hospital Defibrillation Initiatives

•  Community First Responder Programmes (e.g. Wicklow, Clonmel, Roscommon, Baltimore)

•  GP Practice Groups and Community AED Groups (e.g. North East)

•  GP Led First Responders (e.g. North West Immediate Care Programme; Cork and Kerry) 

•  Public access / site specific (e.g. Dublin Airport, Croke Park, Blanchardstown Shopping Centre) 

•  Uniformed First Response (e.g. Garda in Kilkenny and Sligo Fire Service) 

Whilst commendable, programmes have been introduced sporadically and in an uncoordinated 
fashion across the country. The expectation that having an AED will ‘always’ save a life needs to 
be carefully managed. The evidence base to support the future development of structured and 
coordinated first response programmes is clearly outlined in the Report of the Task Force on 
Sudden Cardiac Death. 
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The Task Force Report also identified that to meet the European Society of Cardiology (ESC) Task 
Force recommendation that out-of-hospital defibrillation should be delivered within 5 minutes 
of receipt of the EMS call would be very challenging in the Irish setting and that alternative early 
defibrillation strategies would therefore be required. 

6.2.4  Advanced cardiac life support
The strategy identified that some patients with cardiac arrest require further medical support 
in addition to BLS, for example ECG monitoring and arrhythmia recognition and treatment; 
establishment and maintenance of intravenous access and emergency treatment of patients 
with cardiac and respiratory arrest. 

Legislation has now been enacted to enable EMTs, paramedics and advanced paramedics to 
administer aspirin and specific cardiac medications. (REC R 7.14) 

In Ireland, ACLS is usually provided for hospital-based personnel. The national strategy called for 
ACLS training and equipment to be provided to General Practitioners. (REC R7.15) This has been 
implemented in a sporadic fashion in various geographical locations and mainly dependent 
upon the interest and enthusiasm of individual General Practitioners. A more coordinated 
approach was called for and based on the lessons learnt from two pre-hospital projects in the 
North West of Ireland,12,13 the Medical Emergency Responders: Integration and Training Project 
(MERIT) was developed.

6.2.5  MERIT Project
The MERIT project was established within the Centre for Immediate Care Services, University 
College Dublin in December 2004, with support from PHECC and the DOH&C. The first phase of 
the project focused on 3 former Health Board areas:

• HSE-North West (Sligo, Donegal, Leitrim and West Cavan) 
• HSE-Mid West (Clare, Limerick and Tipperary North), and 
• HSE-East Coast (from Ringsend in the north to Carnew in the south, and from the 

east coast of Wicklow to the borders of West Wicklow and Carlow. Kildare and also 
incorporates the Dundrum, Rathfarnham and Sandyford areas of South Dublin).

In late 2006 / early 2007 the MERIT project expanded into 3 other HSE areas:
• HSE-West (Galway, Roscommon and Sligo) 
• HSE-South (Cork and Kerry)
• HSE-South East (Waterford, Wexford, Carlow, Kilkenny, and Tipperary South)

Funding was also made available from HSE Dublin Mid Leinster (former South Western Area 
Health Board) to facilitate MERIT in this area.

The project’s aims include:- 
• Establishing structures to train, equip, monitor and integrate General Practitioners into 

delivery of agreed aspects of pre-hospital emergency care 
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• Exploring the establishment of liaison structures between General Practitioners, 
ambulance services and GP co-operatives in these regions 

• Facilitating the provision of 150 additional defibrillators for use by General Practitioners 
within their current practice settings 

• Exploring the development of functional links between the PHECC, the healthcare 
professions and pre-hospital emergency care delivery 

• Exploring the potential for establishment of a PHECC NQEMT (healthcare professionals) 
register 

• Developing a model for national roll-out of integrated pre-hospital emergency care 
structures, based on experience in the three pilot regions, and 

• Establishing systems in the three areas aimed at the provision of specific forms of 
advanced care by small groups of trained and well-supported doctors, working in close 
co-operation with the ambulance services. 

Training is a fundamental component of successful emergency care and emphasises teamwork 
between GPs and ambulance services. Training / operational standards are based on the ILCOR 
2005 guidelines. Defibrillators and resuscitation equipment are distributed within the MERIT 
framework following completion of: 

• Certified Basic Life Support training, and 
• Immediate Care Cardiac and Trauma Courses 

In the longer term, the MERIT project will:
• Explore the potential in the area to implement pre-hospital thrombolysis and closer 

collaboration with the ambulance services in specified emergencies
• Explore ways in which MERIT might extend to areas with specific needs such as the 

Dingle Pre-Hospital Emergency Care Project
• Explore the original established protocols
• Collaborate with Advanced Paramedic Training Programme
• Collaborate with co-operatives such as CareDoc, and
•  Test and roll-out protocols.

As of October 2006, a total of 32 defibrillators were provided to GP’s in HSE-East Coast, 32 
defibrillators provided to GP’s in HSE-Mid West and 18 units in HSE-North West. One thrombolysis 
course was held in HSE-West, in Clifden, Co Galway.

Separate to the MERIT programme it is also note worthy that a 100 AEDs were given to GPs in 
HSE Dublin North East.  
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Key Gaps Identified for Further Action

IMPROVING CHAIN OF SURVIVAL

G6.3 CPR/ BLS Training

•  The coordination and development of CPR / BLS training programmes should be
   undertaken by the HSE to ensure the most efficient and effective use of resources.
•  There is an immediate need to establish and implement community based BLS training 
   to all primary, community and continuing care staff.

G6.4 Defibrillation Strategies

•  Early defibrillation strategies should be developed and implemented as outlined in the
   Report of the Task Force on Sudden Cardiac Death.

G6.5 Implement Sudden Cardiac Death Recommendations

•  In line with the recommendations set out in the Report of the Task Force on Sudden 
   Cardiac Death, training in ACLS should be supported.
•  Implement MERIT in the remaining geographical areas not yet covered.
•  Once national geographical coverage obtained, evaluation of the programme should 
   be undertaken prior to further investment and full implementation.

6.2.6  Reperfusion Therapies and Pre-hospital Thrombolysis 
As outlined in the Report of the Task Force on Sudden Cardiac Death, reperfusion therapies 
are interventions developed within the last two decades which have the potential to re-
open obstructed coronary arteries; they include drug therapies (thrombolysis) and balloon 
catheters (percutaneous coronary intervention [PCI]). Thrombolysis is the administration of a 
clot-dissolving drug to break down a clot, restore the patency of the coronary artery and allow 
arterial blood flow to resume to the heart muscle.

The cardiovascular strategy discussed the benefits of pre-hospital thrombolysis and based 
on the Donegal feasibility study (REC R7.12) recommended its use for patients who live at a 
distance from an acute hospital. Other than the North West of the country and East Galway / 
West Midlands there has been little progress in implementing this recommendation. 

With the expansion in the provision of cardiac catheterisation laboratories, primary PCI is 
available in some areas, although limited access still remains, particularly in rural areas. Chapter 
7 provides more detailed information. The benefits of early PCI when delivered within 90 
minutes of symptom onset, is the treatment of choice. However there are some areas of the 
country that cannot reach this target due, for example, to geographical distances to a cardiac 
catheterisation laboratory. When thrombolysis can be delivered early (within a maximum of 
three hours) its benefits and side effects are equivalent to those of early PCI, but without many 
of the complexities of providing a PCI service. The Sudden Cardiac Death Report identified that 
approximately one quarter of patients who receive early thrombolysis would also benefit from 
or require PCI within 24 hours. 14
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In order to meet the diverse geographical challenges in Ireland, there is a need to develop a 
coherent policy on the delivery of revascularisation in the pre-hospital setting. The adoption of 
such a policy would have resource implications for the pre-hospital services, such as equipping 
all cardiac ambulances with 12 lead ECG capabilities, additional training, and the development 
of Emergency Department support.

Key Gaps Identified for Further Action

G6.6 Policy for Early Reperfusion and Pre-Hospital Thrombolysis 

•  A policy for the early reperfusion and administration of pre-hospital thrombolysis should 
   be developed, adopted and implemented. 
•  The implications for delivering on the policy would need further consideration.

6.3  Reorganisation of Operational Control Centres
In 1993 there were 22 Operational Control Centres.15 By July 2005 this figure was reduced to 14. 
The Ambulance Service Communications Review Report, 2005 recommended a four Control 
Centre configuration, arguing that this was a more suitable structure for: 16

• Management / responsibility in accordance with the HSE regional area structure
• Least impact in relation to redeployment of staff
• Potential for the integration of GP Cooperatives, and
• Provision of a regional based Patient Transport Service. 

In order to improve response times, the cardiovascular strategy identified that prioritised 
dispatching to identify true emergencies and deal with them on the basis of clinical need 
was required. The review also recommended a need to establish a standardised computer 
aided dispatch system to facilitate future integration and provide adequate backup support 
between Control Centres. ‘The Ambulance Service requires highly resilient and reliable mobile 
communication infrastructure, with extensive geographical coverage, that can meet their mission 
critical service demands’. (REC R7.2)

6.4  Changing Role of Ambulance Personnel
Since the establishment of PHECC, the changing role and function of ambulance personnel has 
been expedited. In 1995 the first EMT course commenced. As of the end of 2005, there were 
1,958 names on the PHECC database who successfully met the requirements of the 1995 EMT 
Standard. (Table 6.2)

Table 6.2: Numbers of staff who reached the EMT Standard 1995 - 2005

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 Total

EMT 18 86 124 257 156 360 229 349 80 140 159 1,958

Source: PHECC

With the commencement of the PHECC Register in 2006, of the 1,958 staff identified in Table 
6.2, 51 are now registered as EMTs with minimal requirements for additional training and 
Continuous Professional development, with the remaining opting for significant additional 
training as Paramedics or Advanced Paramedic. The categories of staff on the PHECC register 
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are outlined in Table 6.3. Ongoing recruitment to the statutory ambulance service will be at 
Paramedic level for pre-hospital emergency care. The service also requires other operational 
staff at different grades which will not be targeted at pre-hospital emergency care but which 
may have a BLS training requirement e.g. patient transport staff who will transport and care for 
patients in the arena of inter-hospital transfers, discharged patients and routine admissions. 

Table 6.3: Categories of staff on PHECC register as of 2006

2006 Numbers

Advanced Paramedic (AP) 50

Paramedic (P) 1,177

Emergency Medical Technician (EMT) 51

Total 1,281

Source: PHECC

6.5  Clinical Audit and Information Systems
PHECC’s Building Capacity Project began in 2001 whereby PHECC has sponsored a process to 
support and facilitate greater understanding across the ambulance service of the benefits of 
clinical record keeping, collection and collation of data and clinical audit using a ‘ground up’ 
approach. (REC R7.3) In February 2005 a National Patient Care Report (PCR) with agreed data 
items and definitions was published and implemented in 5 HSE areas and Dublin Fire Brigade. 
In 2006 an electronic version (the ePCR) has been trialled to facilitate data collection and 
reporting.

Key Gaps Identified for Further Action

DEVELOPING THE AMBULANCE SECTOR

G6.7:  Control Centres

•  There is an urgent requirement to expedite the reduction of operational control centres 
   to the recommended number of four.

G6.8:  Standardised Computer Aided Dispatch

•  A national standardised computer aided dispatch system should be implemented.

G6.9:  National Patient Care Report

•  The roll out of the electronic National Patient Care Report (ePCR) form should be 
   facilitated as soon as possible. 

6.6  Conclusion
The establishment of PHECC was the catalyst in developing the professional standards which 
has improved the way pre-hospital care in Ireland is delivered. Significant advancements have 
been achieved and progress should continue at an advanced pace with the reorganisation of 
the statutory Ambulance Services under the HSE reform process. Auxiliary and voluntary service 
providers have been engaged by PHECC and are stepwise beginning to implement PHECCs 
competency Standards, Clinical Practice Guidelines and PCR.
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With regard to the role of general practice in the delivery of acute pre-hospital cardiac care, the 
MERIT project has developed a coordinated standardised approach. There is now a requirement 
to review the delivery of services in a more integrated fashion within the National Hospitals 
Office (NHO) and Primary, Comunity and Continuing Care (PCCC) framework, particularly under 
the auspices of the recommendations outlined in the Report of the Task Force on Sudden 
Cardiac Death. The majority of the recommendations from the pre-hospital care section in the 
cardiovascular strategy have been fully or partially addressed. With the publication of the Report 
of the Task Force on Sudden Cardiac Death, additional requirements have been identified and 
have superseded the cardiovascular strategy report outstanding recommendations. 

There is now a requirement to progress with the full implementation of the Report of the Task 
Force on Sudden Cardiac Death. This should ensure that the few outstanding recommendations 
from BHH i.e. restructuring of control centres, patient education, response times and pre-
hospital thrombolysis, are met in full.
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Hospital Care
Key Successes

• The vast majority of hospitals now undertake thrombolysis in Emergency Department 
(ED), thus decreasing time to treatment.

• All hospitals now have a dedicated cardiac investigation area and show major increases in 
important cardiac tests. For example, more than 73,000 ECHO cardiograms were carried 
out in Irish hospitals in 2005 and 21,600 new patients were seen in clinics.

• Fifteen hospitals have direct access to diagnostics for GPs.
• Increase in front line staffing of nurses, consultants and technicians.
• The vast majority of hospitals use accepted guidelines for acute and chronic care of 

patients.
• Major increase in interventional diagnosis and treatment e.g. in 2005 over 23,000 

angiograms were performed as well as over 6,800 angioplasties.

7.1 Introduction
Building Healthier Hearts (BHH) laid out the future of hospital services in diagnosing, treating and 
preventing acute and chronic cardiac disease. It recognised that major changes were required 
to meet the challenges into the Twenty First Century. As well as a high prevalence of disease, 
the other challenges were outlined as:  a) an ageing population, b) increasing survival after an 
acute event resulting in repeat episodes of care and follow up and c) the increased need for 
chronic care services such as heart failure management. 

BHH identified 45 recommendations to address the areas of:

• Survival and treatment of acute events (REC R8.1 – R8.6)
• Secondary prevention and heart failure care (REC R8.7 – R8.11)
• Risk factor management (REC R8.12 & R.13)
• Coronary care facilities and staffing (REC R8.14 – R8.17)
• Cardiac investigation services (REC R8.18 – R8.21)
• Interventional cardiology (REC R8.22 – R8.30)
• Quality, audit, equity of access and communication (REC R8.31 – R8.35 / R8.44 & R.45)
• Human resources (REC R8.36 – R8.43) 

To enable a more accurate analysis of progress under the strategy for hospital services, data 
were collected from a number of sources:

• HIPE data covering all public hospitals were perused over the years using PHIS Version 8.1

• Activity data from all hospitals with cardiac catheterisation laboratory facilities, both 
public (n=37) and private (n= 4), for 2004 and 2005 was collected following an invitation 
to participate in the survey, and

• All public hospitals offering acute adult care with an ED were asked to return data on 
cardiac facilities and activity for 2000 and 2005.  
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It should be noted that the data are presented in the format of hospital networks to reflect current 
HSE structure but occasional reference is also made to the former structure of the Health Boards. 
It is useful to note that chapter 3 outlines the full resource investment profile across all areas of 
the Cardiovascular Strategy and it may be of value to read in conjunction with this chapter.

7.2 Acute Cardiac Care       
BHH made a number of recommendations aimed at improving care of patients with acute 
cardiac symptoms. 

In 2005, twenty three (62.2%) hospitals in the country had a dedicated Coronary Care Unit (CCU), 
the remainder sharing the facility with Intensive Therapy Unit (ITU). The spread of dedicated 
CCUs across the country is shown in Table 7.1 with the least concentration of hospitals with a 
dedicated CCU in HSE West Area. Comparative data are not available for 2000.   

Twenty seven hospitals (73%) undertake thrombolysis in the ED as a policy and a further seven 
have fast track policies to CCU. This finding is similar to CCU 20032 and is a major improvement 
on 1994 study when 2% of hospitals undertook thrombolysis in ED as routine practice3.  
Thrombolysis in ED is undertaken less often in HSE Dublin North East. All hospitals offering acute 
care have a 24-hour ED service or direct access to CCU in small rural units. (REC 8.16)  Data from 
CCU 2003,2 The audit of treatment of acute coronary syndrome, is in chapter 9 (section 9.5.2).      

Table 7.1: Acute cardiac care in HSE networks  

HSE Area Hospital Networks N Hospitals with

dedicated CCU

Thrombolysis in 

ED

HSE Dublin Mid Leinster
Dublin - South 4 2 (50%) 4 (100%)

Dublin - Midland 5 4 (80%) 3 (60%)

HSE Dublin North East
Dublin – North 3 3 (100%) 3 (100%)

North Eastern 5 2(40%) 1 (20%)

HSE South
South Eastern 4 4 (75%) 4 (100%)

Southern 6 3 (50%) 4 (67%)

HSE West
Mid western 4 1 (25%) 2 (50%)

West/North Western 6 4 (67%) 6 (100%)

Total 37 23 (62.2%) 27 (73%)

Source: Survey of Cardiac Facilities 2006

7.2.1 Rapid Access Chest Pain Service  
BHH requested that Health Boards examine the facilities 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 (REC R8.17). As well as the care of acutely ill patients 
with chest pain, 10 hospitals (27%) identified that they offer a rapid assessment service to GP 
referred patients within 72 hours in 2006. Otherwise most hospitals assess chest pain in ED, 
with a number of hospitals developing robust structured assessment and follow up.  
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Key Gaps Identified for Further Action

G7.1:  Modernising Coronary Care

There is a need to modernise acute cardiac care; in particular to review the best practice 
in the provision of mixed CCU/ITU units. 

G7.2:  Chest Pain Assessment

A system of chest pain assessment is needed countrywide to improve detection of those 
with acute illness and reduce inappropriate admission.  A number of excellent models 
already exist in centres around Ireland on which to base future developments. 

7.3 Non Invasive Cardiac Investigations 
BHH placed a lot of emphasis on improving facilities and staffing for cardiac investigation, both 
invasive and non-invasive.

In 2005 all hospitals had a dedicated cardiac investigation area. A number of hospitals 
commented on increasing pressure and inadequate facilities as the service developed and 
grew since the late 1990s.   

Almost all hospitals (36), currently offer the main cardiac investigations (exercise stress testing, 
24 hour blood pressure (BP) monitoring, echocardiogram (ECHO), electrocardiogram (ECG), 
Holter monitoring) with one hospital yet to have an ECHO service. (REC R8.18 – 8.21) Twenty 
two hospitals (59.5%) offer transoesophageal echocardiograms (TOE) distributed across the 
four HSE areas. Many hospitals have set up pacemaker follow up clinics and a small number 
used new forms of investigations (i.e. dobutamine stress tests, myoview and CT angiograms).  

In 2005, the total number of cardiac investigations carried out were: exercise stress test 
34,513 (36 hospitals); 24 hour BP monitor 24,002 (34 hospitals); 24 hour ECG monitor 31,089 
(34 hospitals); ECHO 73,734 (35 hospitals); TOE 2,188 (22 hospitals). No national information is 
available on waiting times for these individual investigations. 

A number of hospitals provided data for both 2000 and 2005. Analysis of this data shows that 
there has been a sizeable increase in all non-invasive cardiac investigations in the 6 years – 
specifically 42% increase in exercise stress testing, 59% increase in ECHO tests, increase in 24 
hour BP and Holter monitoring by 75% and 63% respectively.  It has not been possible to study 
variation across the country as data were not available from all hospitals.  Also it is important to 
remember that in some areas GPs may have a cardiac investigation services in-house, such as 
24 hour BP monitoring.

At the end of 2005 fifteen hospitals (40.5%) offered GP direct access to diagnostic testing.  

7.3.1 Outpatient and Ambulatory Cardiology Services
Where there is a concern about heart disease, following referral from general practice most 
patients are seen in the outpatient setting. It is therefore relevant to look at the capacity and 
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reorganisation of cardiac ambulatory services. In studying throughput it is noted that the 
number of new out patient referrals increased by 40% from 15,448 in 2000 to 21,610 in 2005 for 
the sixteen hospitals providing data for both time frames, 2000 and 2005.

Further, an emerging structure for care of patients with heart failure (HF) is noticed with twenty 
two hospitals (59.5%) stating they have initiated HF clinics. (Table 7.2) An unpublished survey 
in 2004 showed a similar number of hospitals had an outpatient HF service with 40% primarily 
nurse led (Dr. K. McDonald, personal communication).

A minority of hospitals currently offer risk factor / health promotion clinics.  35 hospitals (95%) 
offer Cardiac Rehabilitation Phase III, please see chapter 8.  

Key Gaps Identified for Further Action

G7.3:  Ambulatory Care

•  Further development of cardiac investigation facilities is needed. This work should 
   strive to achieve a balance between hospital provision, GP direct access and improving
   GP / community provision. 
•  Ambulatory care improvements are important in the context of national outpatients
   review and other recommendations in this chapter.  

 
Table 7.2: Ambulatory clinics by HSE hospital networks, 2006

HSE Area Hospital Networks No. of

hosps

Hospitals 

with heart 

failure clinics

Hospitals with

risk factor +/- health

promotion clinics

HSE Dublin Mid Leinster
Dublin - South 4 2 (50%) 3 (75%)

Dublin - Midland 5 4 (80%) 3 (60%)

HSE Dublin North East
Dublin -North 3 2 (67%) 0 (0%)

North Eastern 5 5 (100%) 3 (75%)

HSE South
South Eastern 4 3 (75%) 0 (0%)

Southern 6 1 (17%) 0 (0%)

HSE West
Mid western 4 2 (50%) 2 (50%)

West/North Western 6 3 (50%) 2 (33%)

Total 37 22 (59.5%) 13 (35.1%)

Source: Survey of Cardiac Facilities 2006

Key Gaps Identified for Further Action

G7.4:  Heart failure

•  The need for heart failure care will increase with increasing survival and aging of the
   population. Development in this area of care should ensure a systematic and integrated
   approach across general practice and hospital care while also maximising patient self
   management.
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7.4 Interventional Services            
Since the mid 1990s there has been a major change in treatment of established heart disease 
with interventional cardiology diagnostic and treatment procedures becoming more common 
and cardiac surgery less dominant. This service change is studied below. It is recommended 
that the epidemiological work presented in chapter 2 is also considered whilst reading this 
section.

7.4.1 Cardiac Catheterisation Laboratory Facilities 
In 2001, there were twelve cardiac catheterisation laboratories (CCL) in ten hospitals in Ireland, 
in the public (n=7) and in the private sector (n=3).4 By 2005, this figure had grown to eighteen 
laboratories in 14 hospitals, two of which are mobile / modular units. Consequently, the position 
in the public sector is that there are 10 laboratories in 8 hospitals with a further two part-time 
units in Sligo (modular) and in Tullamore (mobile) in 2006. In the private sector there are 6 
labs in four hospitals in Dublin, Cork and Galway with further developments coming on stream 
shortly.  The number of CCLs in the public sector varies across the HSE areas. (Table 7.3)

All hospitals report that they have day case beds for angiography with a total of 57 beds in the 
public system. Some hospitals report that these beds are not a protected resource, being used 
during ED pressures. Few hospitals report dedicated day beds for angioplasty as set out in BHH. 
(REC R8.23)

Table 7.3: Cardiac Catheter Lab (CCL) provision in Ireland in 2001 and 2005

2001 2005 

Area Hospital No. of CCLs No. of CCLs

Public Sector Hospital Network

Dublin South Dublin SJH 2 2

SVUH 1 1

Dublin Mid Leinster AMNCH 1 1

Tullamore 0 Mobile unit

Dublin  North Dublin  Mater 1 2*

Beaumont 1 1

North Eastern 0 0

South Eastern 0 0

Southern Cork CUH 1 1

Mid western Limerick MWRH 1 1

West/North western Galway 0 1

Sligo 0 Modular unit
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2001 2005 

Area Hospital No. of CCLs No. of CCLs

Private sector

Dublin Blackrock Clinic 1 2

Mater private 2 2

Cork Bons Secours 1 1

Galway Galway clinic 0 1

TOTAL

12 16   + 
modular/

mobile 
units (2)

Source: Survey of Cardiac Catheter Laboratory Provision 2006.
* Second Lab not full size

7.4.2 Angiography and Angioplasty Activity
In 2001, the number of diagnostic (angiograms) and treatment (angioplasties) procedures in 
the public and private sectors across the country was documented in the Review of Cardiology 
Laboratory Service in Eastern Region.4 

Both diagnostic and treatment procedures, which are carried out in cardiac catheterisation 
laboratories have risen in the period 2001 to 2005 (Table 7.4).  Overall, the number of angiograms 
has increased by 45% and angioplasty by 87%. In 2005, the majority of angiography (67%) and 
angioplasty (69%) procedures were carried out in the public sector.    

BHH recommended targeting the increase in angioplasty rate to 1,200 per million by 2002 (REC 
R8.25). Using data collected for the Review of Cardiology Laboratory Service in Eastern Region, 
the angioplasty rate across the country for private and public provision in 2001 was circa 960 
per million. In 2005 using aggregate data collected for this review the rate had risen by 67.7% 
to 1,610 per million. 

BHH made no recommendation beyond 2002 though there was a prediction that the European 
average would be 2,000 per million in the year 2010.  A national agreement on a new target in 
this area is needed which takes into consideration the impact of the need for repeat procedures, 
increasing number of people over 65 years of age and a growing population. 

In spite of an expansion in the diagnostic and revascularisation service, variation exists across 
the country, which needs to be addressed (see chapter 2 also).
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Table 7.4: Cardiac Catheter Laboratory activity in public¥ and private provision and rate per 
million.   

HSE Area Hospital 

Networks**

Angiograms 

in 2001*

Angiograms 

in 2005

Angioplasty 

in 2001*

Angioplasty 

in 2005

HSE Dublin Mid Leinster
Dublin – South 3416 4857 908 1581

Dublin – Midland 1200 1519 157 323

HSE Dublin North East
Dublin –North 3580 3752 916 1305

North Eastern 0 0 0 0

HSE South
South Eastern 0 0 0 0

Southern See below* 1795 See below* 680

HSE West

Mid western See below* 1094 See below* 200

West/North 

Western

See below* 2323 See below* 597

Total 12,076 15,340 2792 4686

Private hospitals 3677 7,534 862 2133

Grand Total 15,753 22,874 3654 6819

Rate per million 4340 5402 936.9 1610

Source: Survey of Cardiac Catheter Laboratory Provision 2006
* Aggregate data for hospitals outside Eastern region, 2001 showed 3881 angiograms and 811    
   angioplasties carried out4

** Activity is hospital and NOT population based
¥   Data for 2 hospitals is provisional  

Primary percutaneous coronary intervention (PCI), which is the emergency procedure to remove 
a clot in the coronary artery during a heart attack, is provided in the 8 interventional hospitals 
in the public sector within normal working hours and between elective procedures already 
scheduled.  An out of hours service is provided in certain circumstances but no formal service is 
in place. No countrywide feasibility survey has been undertaken as recommended (REC R8.27) 
and no national agreement in place, though individual hospitals / areas have attempted to 
review the challenges and study options for provision of primary PCI.

7.4.3  Pacemaker, Implantable Defibrillators and Electro-physiology (EP) activity
BHHs recommended the development of appropriate regional and tertiary services in the areas 
of permanent pacemakers, implantable defibrillators and electrophysiology investigation and 
treatment. 

The survey of cardiac catheterisation laboratories set out the provision of permanent 
pacemakers, implantable defibrillators and electrophysiology (EP) work in both public and 
private facilities in 2005. (Table 7.5) The majority of this work was done in the public sector 
in 2005 (87.6% of permanent pacemakers, 77.8% of implantable defibrillators and 62.9% of 
electrophysiology activity). The rate of insertion of permanent pacemakers and implantable 
defibrillators in Ireland in 2005 was 426.2 per million and 124.1 per million respectively. No 
targets have been set nationally or internationally. Ireland ranks second lowest for permanent 
pacemaker and second highest for implantable defibrillators procurement within 13 European 
countries (Dr. David Cunningham, personal communication). (REC 8.29)
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HIPE data show that 1,268 pacemakers were inserted in the public sector in 2004 (latest available 
data) compared with 868 in 1998 – an increase of 46%. Similarly, for implantable defibrillators 
the figures were 6 in 1998 and 266 in 2004. 

Table 7.5: Permanent pacemaker activity, day case beds and other interventional activity* in 
hospitals in HSE areas, 2005  

HSE Area Hospital Networks Permanent 

pacemaker 2005

Implantable 

defibrillator 2005

EP*** 

2005

Day case 

beds

HSE Dublin 

Mid Leinster

Dublin - South 471 99 134 9

Dublin - Midland 82 5 0 10

HSE Dublin North East Dublin –North East 458 134 80 20

North Eastern 0 0 0 0

HSE South South Eastern 79 0 0 0

Southern 165 102 270 3

HSE West Mid Western 109 20 0 4

West/North Western 187 29 0 11

Total Total 1551 389 484 57

Private hospitals 252 136 285 33

GRAND TOTAL 1803 525 769 90

Rate per million 426.2 124.1

Source: Survey of Cardiac Catheter Laboratory Provision 2006
* Activity is not population based    
* *Includes Waterford and South Infirmary, Cork
*** Diagnostic and interventional EP procedures       

7.4.4 Cardiac Catheterisation Laboratory Capacity and Development Plans
Planning for interventional services has received attention in a number of the former Health 
Boards during the life term of the strategy.  The status of these reviews and the extent of 
implementation of such capital projects needs to be reviewed in line with HSE National Planning 
Unit.    

The Review of Cardiology Catheter Service in the Eastern Region, 2001 noted that ‘a range of all 
procedures in a CCL of between 2,000 and 2,500 per annum is appropriate’.4  Four hospitals were 
above 2,500 procedures per laboratory in 2005.

An important observation is that 6 of the 8 hospitals are structured with one laboratory only. 
This is a significant constraint on provision of primary angioplasty and Electrophysiology.  
Furthermore, single laboratories do not make most efficient use of staff.   

It is not clear yet as to the role of new investigations such as CT angiography and in particular 
what effect they will have in the configuration of cardiac catheterisation laboratories in the 
future. 
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7.4.5 Expertise
BHH made a number of recommendations ensuring subspecialty expertise. In regard to volume 
BHH recommended a minimum of 100 angioplasty procedures per Cardiologist per year (REC 
R8.28). No national information source exists at present to report on this recommendation, 
though interrogation of HIPE at individual hospital level may provide this information.  

In most regional centres ECHO expertise is available. However, in HSE South and parts of HSE 
West, dedicated expertise is required. (REC R8.19)  Pacing expertise is available in the major 
centres but not in regional hospitals (REC R8.30).

Key Gaps Identified for Further Action

G7.5:  Interventional cardiology

A review of interventional cardiology services around the country, in the context of 
previous reviews, is now needed in order to:
a.  Tackle inequity of access (see chapter 2)
b.  Discuss the need for a further angioplasty target for Ireland
c.  Agree on provision of primary angioplasty
d.  Agree on EP provision
e.  Set out capital and revenue requirements of these developments
f.  Set out the information requirements to support quality assurance and audit, 
    surveillance and planning.

 7.5  Manpower
BHH made a number of recommendations about ensuring adequate staffing in the hospital 
setting (REC R8.1, R8.15, R8.20, R8.26).  Difficulties were encountered in studying the area of 
adequate staffing due to lack of agreed targets along with paucity of relevant data such as 
accurate number of CCU beds and number of ACLS trained staff by hospital.  Consequently, 
staffing levels are presented here by analysing the number of patients discharged with Acute 
Myocardial Infarction (AMI) as an indicator using HIPE data.  This is experimental and should be 
viewed accordingly. 

One important group are nurses. In a staffing review for chapter 3, data collected from most 
former Health Boards (excluding NWHB) showed that 113.33 additional WTEs posts were added 
to the existing nursing complement in the hospital sector as of end of 2005.

Specifically looking at CCU nursing, Table 7.6 shows the total CCU nursing staff per 1,000 AMI 
patients using HIPE data. Notably, Dublin South and South East networks appear to have 
significantly lower rates of CCU nursing provision than the country as a whole, when analysed 
against volume (per 1,000 AMI patients), whereas significantly higher rates are observed in the 
West and North Western network.  



SEVEN: hospital care

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

107

Table  7.6: Total CCU nursing staff per 1000 AMI patients 

HSE Area Hospital Networks N of hosps Rate of nurses per 1000 
AMI patients (95% CI)1

HSE Dublin Mid Leinster Dublin - South 4 86.7 (69.2,108.4)*

Dublin - Midland 5 152.2 (123.2,188.8)

HSE Dublin North East Dublin -North 3 132.0 (103.7,167.7)

North Eastern 5 158.6 (122.9,201.4)

HSE South South Eastern 4 63.7 (45.5,86.6)*

Southern 5 98.8 (77.5,125.4)

HSE West Mid western 4 146.6 (112.9,190.6)

West/North Western 6 166.0 (140.1,195.9)**

Total Total 36^ 124.6

Source: Survey of Cardiac Catheter Laboratory Provision 2006

1 Primary diagnosis ICD 410 only
* Significantly LOWER than national average
** Significantly HIGHER than national average
^ No HIPE (AMI) data for one hospital

Another group ensuring improved care for patients with acute care are the resuscitation training 
officers (RTOs). There were 41.4 WTE hospital based RTOs in 2006, up from 9 WTEs in 2000. Thirty 
four hospitals (92%) have an RTO (or part of WTE) as recommended in BHH.

While variation exists across the country for RTOs and cardiac technician staff, only the Dublin 
North hospital network appears to have a level significantly higher than the national average 
for cardiac technicians (Table 7.7).  

Circa 14 posts (5%) of the total hospital allocation from the cardiovascular strategy were 
never filled. The reasons given were either employment ceiling or inability to recruit a suitable 
candidate.



SEVEN: hospital care

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

108

Table 7.7: Cardiac technicians and Resuscitation Training Officers (RTO)  per 1,000 AMI 
patients 

HSE Area Hospital Networks N of 

hosp

Cardiac Technicians 

(WTE) per 1000 AMI 

patientsa (95% CI)

RTOs (WTEs)

per 1000 AMI 

patients 

(95% CI)

HSE Dublin Mid Leinster
Dublin - South 4   32.4      (21.9,46.3)  4.3    (1.2,10.9)

Dublin - Midland 5   45.9      (30.3,67.0)  8.6    (2.8,20.1)

HSE Dublin North East

Dublin -North 3   62.1      
(42.6,87.6)**

12.6   (5.1,26.0)

North Eastern 5   25.1      (12.6,45.0) 13.2   (4.8,28.7)

HSE South
South Eastern 4   43.2      (28.5,63.1) 7.2     (2.3,16.8)

Southern 5   33.1      (21.2,49.0) 6.8     (2.2,15.9)

HSE West

Mid Western 4   43.5      (25.8,68.7) 9.7     (2.6,24.7)

West/North 
Western

6   34.3      (23.0,49.4) 8.4     (3.4,17.4)

Total Totalb 36 39.02 8.21

Source: Survey of Cardiac Catheter Laboratory Provision 2006

a Primary diagnosis ICD 410 only
b No HIPE (AMI) data for one hosp. 
* Significantly LOWER than national average
** Significantly HIGHER than national average

7.5.1  Cardiology Manpower 
BHH made a number of recommendations in regard to cardiology manpower (REC R8.36 – 
R8.40). The Joint Working Group to Review Consultant Cardiology Requirements was requested 
to report on an orderly plan for the development of consultant–led services.5 This body 
recommended that the cardiology manpower of 29 in 2001 should be increased to 81 giving 
a rate of 1 Consultant Cardiologist per 48,000 population. This area is covered in more detail in 
chapter 3. In 2006 the situation, as reported by the Consultant’s Appointment Unit, Office of the 
CEO (formerly known as Comhairle na N-Ospideal) is as follows:

• The number of Cardiologists or Consultant Physicians with an interest in Cardiology has 
risen to 51, giving a rate of one Cardiologist per 83,000 population. 

• The deficit to reach the recommended number in the report is 30 Consultant 
Cardiologists. 

• There are at least 10 acute hospitals awaiting the approval of recommended posts to the 
position of Consultant Cardiologist or Physician with an interest in Cardiology.  
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Key Gaps Identified for Further Action

G7.6:  Manpower

Areas which need to be addressed:

a.  The appointment of 30 additional Consultant Cardiology posts is outstanding and 
     urgent especially as all acute hospitals accepting cardiac patients do not have an 
     appropriately trained physician as set out in the Report of the Joint Working Group. 
b.  Resuscitation training in three hospitals without such facilities as well as emerging 
     needs in other hospitals
c.  Variation in CCU nursing and cardiac technicians 

7.6  Guidelines
Many recommendations in BHH cover the need for protocols and guidelines (REC R8.6,7,8/ R8.10 
/R8.13). In the hospital survey, the vast majority of hospitals reported that they use accepted 
guidelines in key clinical areas. Thirty two hospitals (86.5%) use acute coronary syndrome (ACS) 
guidelines – almost all stating European Society of Cardiology (ESC) as the source of guideline. 
Twenty nine (78.4%) utilised heart failure (HF) guidelines in 2006, a similar number to that 
found in a survey in 2004. (Dr. K. McDonald, personal communication) Many hospitals reported 
guidelines in place for secondary prevention and atrial fibrillation.

Thirty one hospitals (83.8%) reported that at least one audit of cardiology services was carried 
out in the hospital in the previous two years. The most common audit was of ‘door to needle’ 
time for thrombolysis (n=19). Other audits included heart failure, review of angioplasty care 
and secondary preventive care / cardiac rehabilitation.

In 2006 five hospitals signed up to undertake the Acute Myocardial Infarction (AMI) improvement 
programme using the Institute for Healthcare Improvement model.3 Further details are found 
in chapter 9.

7.7 Information Systems
During the six years since the launch of BHH, the DoH&C charged a steering group, the National 
Cardiovascular Information Systems (NCIS) with setting out a systematic plan for cardiovascular 
information communication technology (ICT) development. 

During the deliberations of NCIS at national level, the former South Eastern and North Eastern 
Health Boards independently took separate approaches to developing ICT systems to capture 
cardiology data within their region. In addition, individual hospitals either purchased a system 
or upgraded the main hospital data collection system. 

Information systems, including summary results from CCU 2003, are discussed fully in chapter 9.
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Key Gaps Identified for Further Action

G7.7:  Information Systems 

•   A systematic approach to facilitate the collection and use of patient based data   
    for surveillance, audit and research is overdue

7.8  Conclusion
Considerable achievements have been documented in this chapter with increases in 
investigations, procedures and evidenced based treatments.  However, there are challenges 
in provision of cardiology manpower, and in inequity of access to some services as outlined in 
chapter 2.

Having funded very important services to diagnose and treat patients with heart disease - a 
major source of mortality and morbidity - it is now important to push ahead and continue 
to modernise this service in the context of the HSE Transformation Programme. Ireland has 
a population with high prevalence of risk factors for heart disease and so there is a need to 
seek out unmet need by ensuring our ability to detect and treat heart disease in an integrated 
manner. There are now new decisions to be made and challenges to be addressed.  There is a 
need to: a) improve the effectiveness and efficiency of investigation and treatment of patients 
with chest pain, b) maximise the quality of life for heart failure patients while reducing hospital 
admissions, c) improve diagnostic services, integrated across primary care and hospital sector 
and d) agree the level and complexity of interventional services needed for the population.    

Acknowledgement

We wish to acknowledge the contribution of the following individuals in the production of this 
chapter:
Dr Siobhan Jennings, Dr Kathleen Bennett, Dr Tom O Hara, Dr Anne Sheahan, Ms Marian Kiernan, 
Ms Martine Delaney, Ms Sophie Charles, Ms Mairead Gleeson and Ms Fionnuala O’Brien

References

1 Public Health Information System (PHIS), Version 8.11, 2005. Information Management Unit, Department of Health and 
Children.

2 Doyle F et al. CCU 2003, National Survey of the presentation and management of Acute Myocardial Infarction (AMI) and other 
acute coronary Syndromes (ACS) in Irish hospitals. RCSI, 2004. 

3 Mc Gee HM, Browne C, Horgan JH. Presentation and management of acute myocardial infarction in Irish hospitals: a national 
census. Dublin: The Council on Acute Coronary Care of the Irish Heart Foundation, 1996.

4 A Review of Cardiology Catheter Laboratory Services in the Eastern Region, 2003.  Eastern Regional Health Authority. Dublin.



EIGHT:  Cardiac Rehabilitation



EIGHT: cardiac rehabilitation

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

112

Cardiac Rehabilitation
Key Successes

• Since 1998, acute hospitals offering Phase III cardiac rehabilitation have increased from 
29% to 95%.

• The number of staffing hours per week committed to cardiac rehabilitation has increased 
from a mean of 46 hours in 1998 to 135 hours in 2005.

• There has been an increase of at least 250% in activity for new patient referrals to Phase III 
during the period 1998 – 2005.

8.1  Introduction
The World Health Organization defined cardiac rehabilitation as the sum of activities required 
to influence favorably the underlying cause of the disease, as well as to ensure patients the best 
possible physical, mental and social conditions, so that they may, by their own efforts preserve 
or resume when lost, as normal a place in the community.1

Building Healthier Hearts (BHH) identified ten recommendations and three implementation 
measures for cardiac rehabilitation.2 In summary, these recommendations called for a cardiac 
rehabilitation service in all hospitals that treat patients with heart disease, which would be 
multi-disciplinary, exercise based and involve family members. (REC R9.1 – R9.10)

This chapter utilises the data provided by the Royal College of Surgeons Ireland (RCSI), from 
the Third National Survey of Cardiac Rehabilitation Service Provision in Ireland: Progress on the 
1999 National Cardiovascular Health Strategy Recommendations (HSE) July 2006.3 

8.2  Phases of Cardiac Rehabilitation
The phases of Cardiac Rehabilitation (CR) can be described as follows:

• Phase I refers to the acute treatment of patients admitted to hospital with a cardiac event 
and the in-hospital stage of recovery.

• Phase II is the early (first 4-8 weeks) period of discharge from hospital and is a period of 
convalescence for the patient.

• Phase III typically involves a 4-12 week outpatient programme incorporating exercise 
and education classes and is usually commenced between the fourth and eight week 
post-discharge, depending upon the amount of cardiac damage and the availability of a 
programme.

• Phase IV refers to the period of long-term maintenance and typically involves community 
based exercise sessions.

8.3  Development of Cardiac Rehabilitation Services
Recommendation 9.1 proposed that every hospital that treats patients with heart disease 
should provide a cardiac rehabilitation service. Since the advent of the national strategy, the 
growth in cardiac rehabilitation services has been dramatic. In 1999 when BHH was launched 
only 12 (30%) out of 40 acute hospitals, admitting cardiac patients, provided outpatient cardiac 
rehabilitation services 4(In 1999 there were 40 hospitals admitting cardiac patients, in 2006 
this has fallen to 37 hospitals). Six programmes were available in the former Eastern Health 
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Board, two in the former South Eastern Health Board, with one each in four other former Health 
Boards. No cardiac rehabilitation services were provided in the former Southern Health Board 
or the former Mid-Western Health Board.

The Third National Survey of Cardiac Rehabilitation Service Provision in Ireland3 reported that 37 
cardiac rehabilitation programmes had been established by end of 2005. (Table 8.1 and Fig. 8.1) 

Table 8.1: Number of hospitals delivering phases of Cardiac Rehabilitation

Phases of Cardiac Rehabilitation Number of hospitals

Phase I 37 hospitals (100%)

Phase II 36 hospitals (97%)

Phase III 35 hospitals (95%)

Phase IV 16 hospitals (43%)

Source: The Third National Survey of Cardiac Rehabilitation Service Provision in Ireland3

Figure 8.1: Development of Cardiac Rehabilitation Centres 1998 to 2005

Source: The Third National Survey of Cardiac Rehabilitation, 2006, RCSI 3

Two acute hospitals (one in HSE South, one in HSE West) did not provide a Phase III programme. 
Reasons for the barriers in progressing full implementation of Phase III included lack of staff and 
lack of available space.

With regard to the final phase of rehabilitation, Phase IV, such a programme or more commonly a 
Patient Support Group was available at 16 hospital centres at the end of 2005. Centres routinely 
had onward referral to General Practitioners, with 20 centres indicating that some GPs in their 
catchment area were participating in the Heartwatch Programme.5 

���

���� ����

��

��

��

��

�
��

�
��

�
�

����

�������
�������
�������
�������



EIGHT: cardiac rehabilitation

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

114

8.4  Development of Cardiac Rehabilitation Support Staff 
The significant growth in service development has been supported by considerable investment 
in staff to manage and deliver cardiac rehabilitation. BHH recommended that programmes 
should be multidisciplinary, including a coordinator, nurse, dietician, psychologist, vocational 
counselor and pharmacist. Consultant leadership, most appropriately provided by a cardiologist 
or senior doctor dealing with cardiac patients, was also recommended to develop and lead 
programmes.

Nationally, the cardiovascular strategy has funded:
• 33 WTE Coordinator posts with 30.82 WTE in post as of the end of 2005
• 8.5 WTE programme support nurses with 7.5 WTE in post as of end of 2005 
• 61 WTE multi-disciplinary staff with 55 WTE in post as of end of 2005. 

Twelve centres (32%) had dedicated cardiology consultant support, with other centres having 
the support of a physician, often with a special interest in cardiology.6 

The RCSI survey identified that the time designated to cardiac rehabilitation programmes by 
all health professionals increased from a mean of 45.9 hours per week in 1998, to 113.1 hours 
in 2003, to a mean of 135 hours per week in 2005. The increase in staffing levels has been 
paralleled with an increase in patient throughput. (Tables 8.2 and 8.3)  In nine years there has 
been an increase in new patient activity for CR phase III of at least 250%.

Many programmes have been supported by other multidisciplinary staff, such as health 
promotion, public health nursing, smoking cessation and physiotherapy. The survey reported 
large variations across centres in the amount of time dedicated to cardiac rehabilitation 
by various health professionals. Whilst Phase III was being provided in 35 hospitals, it was 
provided by a very limited number of personnel, with many units not receiving input from the 
multidisciplinary team. In addition:

• Nineteen centres (54.3%) did not have access to smoking cessation personnel and 17 
centres (48.6%) did not have access to either a psychologist or social worker

• Cardiac rehabilitation coordinators were running eleven centres (31.4%) single-handedly. 
Two of these centres were not providing Phase III cardiac rehabilitation

•  Fifteen centres lacked the support of a nurse or secretarial input
•  Difficulties arose when a cardiac rehabilitation coordinator provided most of the 

programme. In particular, there was no second person available for cover e.g. during 
annual leave.
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Table 8.2: Staffing level provided: number of centres with input from recommended 
multidisciplinary personnel (n=37)

Personnel 1.5-3.5 

WTE*

0.75-1 

WTE

0.25-0.5 

WTE

<10 hrs 

p/wk

2hrs or 

less /

programme

On 

request

Number of centres 

where personnel are 

not provided

Cardiac 

Rehabilitation 

Coordinator

4 31 2 centres did not have

appointed coordinators 

(but run phase III)

CR nurse 6 14 3 1 11 centres were run 

single-handedly by CRCs

Dietician 9 9 11 5 3 centres did not have any 

access to a dietician

Physiotherapist 13 8 3 2 11 centres did not have 

any access to a

physiotherapist

Psychologist 

and/or

Social Worker

1 7 7 3 2 17 centres did not have 

access to a psychologist

or social worker

Pharmacist 3 9 3 3 19 centres did not have 

access to a pharmacist 

Vocational

Counsellor

No centres had appointed

vocational counsellors 

Occupational

Therapist

2 6 1 1 27 centres did not have 

access to an OT

Cardiologist/

Physician

25 12 centres reported not

having access to a 

physician or cardiologist

Secretary 2 10 7 15 centres had no

administrative support

Smoking 

Cessation

18 19 centres did not have

access to a smoking

cessation officer

Health 

Promotion

2 3 3 29 centres did not have 

access to a health

promotion officer 

Source: Third National Survey of Cardiac Rehabilitation Service Provision in Ireland: Progress on the 1999 National Cardiovascular 
Health Strategy Recommendations (HSE) July 2006    
WTE: Whole time equivalent staff. 
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Table 8.3: New patients entering Phase III Cardiac Rehabilitation Programmes in 1996, 2002 and 
2005

HSE/Health 
Board Area

Information 
Available 
In 1996 

(7 centres)

New 
Patients 
In 1996

Information 
Available In 

2002 
(20 centres)

New 
Patients 
In 2002

Information 
Available In 

2005 
(35 centres)

New 
Patients 
In 2005

Eastern Area 4(6) 526 6(8) 1164 9(9) 1820

North-East 1(1) 75 3(4) 197 5(5) 394

North-West 1(1) 22 2(2) 192 2(2) 249

West 0(1) - 3(4) 293 4(4) 354

Mid-West - - 2(2) 135 2(2)* 254

Midlands 0(1) - 1(3) 50 3(3) 287

South-East 1(2) 73 3(4) 417 4(4) 594

South - - 0(1) - 6(6)* 258

Total 7(12) 696 20(28) 2448 35(35) 4210

Source: Third National Survey of Cardiac Rehabilitation Service Provision in Ireland: Progress on the 1999 National Cardiovascular 

Health Strategy Recommendations (HSE) July 2006. 

*Region has one hospital with a Cardiac Rehabilitation centre that does not currently provide a phase III programme. 

8.5  Role of Cardiac Rehabilitation Coordinator 
Recommendation 9.4 stated that all cardiac rehabilitation programmes should have a trained 
coordinator. The coordinator manages and co-ordinates the multidisciplinary team and cardiac 
patients from Phase I to Phase IV of the rehabilitation process.

Cardiac rehabilitation coordinators within Ireland are mainly from a nursing background with 
the funding coming from a nursing budget. There is no uniformity of grade amongst nurse 
coordinators, with some being paid as Clinical Nurse Manager (CNM) II and others as CNMIII. 
Two coordinator posts are held within a physiotherapy grade. When a post is advertised it is 
often as a nursing post (due to the nursing budget) and this prevents other members of the 
rehabilitation team applying for this post. 

As cardiac rehabilitation manager, the coordinator is responsible for managing a multidisciplinary 
team of healthcare professionals, at present the coordinator receives a salary for their individual 
healthcare position not their role as coordinator / manager. This has implications on the 
working week (39 v 35 hours) and annual leave entitlements. It is important to address the 
need for an appropriate grading to be applied to these posts within the health services. The 
Irish Association of Cardiac Rehabilitation (IACR) has highlighted that this issue has still not 
been addressed during the intervening six years of expansion of services. 
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8.6  Training
In Ireland a six month full time Higher Diploma in Cardiac Rehabilitation Coordinator Training 
has been provided through the RCSI at Beaumont Hospital, Dublin using an apprenticeship 
model. To date approximately 45 coordinators have been trained though not all those trained 
are currently employed and working in the area of cardiac rehabilitation. The status of this 
course is no longer clear.

Two Masters of Science (MSc) Programmes in Cardiac Rehabilitation are also available in 
Ireland. One is a thesis-based year long extension of the Beaumont Hospital Diploma in Cardiac 
Rehabilitation and is awarded by the Royal College of Surgeons in Ireland.  The other is a two 
year MSc delivered by the Adelaide, Meath and National Children’s Hospital (AMNCH), Tallaght, 
and Trinity College Dublin. This includes both on-site practical and thesis work.

8.7  Patient Profile
Cardiac rehabilitation is predominately offered to patients following acute coronary syndromes, 
percutaneous coronary intervention (PCI) or coronary artery bypass graft (CABG) surgery.7 
However, the prevalence of other cardiovascular conditions such as chronic heart failure is 
increasing. Research has shown that exercise training has positive secondary prevention 
benefits and positive effects on quality of life in such groups.8,9 A recent meta-analysis of service 
provision in the UK10 showed that there also tended to be lower rate of referral and attendance 
among specific patient groups such as older people, women, ethnic minorities and lower socio-
economic groups. An Irish study11 found less likelihood of people 65 years and over being invited 
but no discrimination on the basis of gender or GMS status.  The 2006 RCSI survey4 concluded 
that most non-participation was because patients were not offered services  rather than due to 
patient unwillingness to participate or drop-out. Estimated attendance and adherence rates of 
eligible patients in 2005 showed that:

•  A median estimate of 60% of eligible patients attended cardiac rehabilitation in 2005 (IQR 
42-79%).

•  The median estimated adherence rate was 93% (IQR 75-96%).

A pilot study for period January to June 2005 from 16 cardiac rehabilitation centres (3,069 
patients) around the country  showed:

•  Over two-thirds of the patients recorded were men and half were GMS cardholders
•  The age of patients ranged from 19 to 89 years. The average age range was 62 years
•  The most common initiating event was a PCI (31% of patients) followed by MI (23%) 

(consisting of STEMI (13%) and NSTEMI (10%)). Angina (19%), CABG (16%), other surgery 
(5%), heart failure (3%) and other event (3%).

An Irish study in the Eastern Region showed that the nine hospitals in 2002 had an estimated 
number of eligible people for cardiac rehabilitation of 2,580 but only a capacity to provide a 
service for 1,520 (59%).11 This work was subsequently updated in 2004 to reflect an increased 
capacity of 72%.

A number of hospitals are now reporting an increase in waiting times for commencing Phase 
III programmes of up to 10 months. This does not meet the recommendations of commencing 
cardiac rehabilitation within 2 months of an acute event.
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8.8  Additional Investment in Facilities and Equipment
The cardiovascular strategy listed the minimum facilities and resources necessary to provide 
a cardiac rehabilitation service. Strategy funding provided many of the programmes with 
refurbishments or purpose built buildings and exercise training equipment. However gaps still 
remain. In 2006, the survey identified that twenty three percent of centres reported additional 
space as the single biggest need for the development of their cardiac rehabilitation service. 

• Twenty-four of the hospital-based centres had dedicated facilities with 10 sharing 
facilities

• Thirty-one centres had an exercise area and 19 had a separate education area. (Three 
centres did not provide the exercise component as part of their phase III programme, 
only the educational sessions)

• Many centres lacked facilities supportive of patient dignity and comfort. For instance, 17 
centres did not provide a changing room and 13 had no shower facilities following (hour 
long) exercise classes

• All centres had basic safety equipment
• Twenty-eight centres reported having dedicated office space.

Key Gaps Identified for Further Action

G8.1: Cardiac Rehabilitation Phase III should be further developed with the following in 
mind

•  The two hospitals without a CR Phase III should be supported to establish a programme
   as a matter of priority. 
•  All hospitals providing CR should have the minimum facilities as outlined in BHH.  The
   shortfall should be identified and costed under capital and revenue requirements.
•  Other modes of delivery of CR Phase III should be explored to  increase take up rates 
   for eligible patients.
•  Cardiac rehabilitation service provision (Phase III) should be expanded to other patients 
   groups such as patients with unstable angina and heart failure.
•  A target for provision of CR Phase III for eligible patients should be addressed. The 
   target of 85% could be employed similar to the UK. The ratio of current capacity to 
   estimated need could then be clarified in all centres.

G8.2: Staffing for Delivery Cardiac Rehabilitation

•  Further investment in the multidisciplinary CR team is required across a number of sites 
   providing cardiac rehabilitation programmes.
•  The grading of the post of coordinator has not received attention and requires review 
   to reflect increasing responsibility. 

G8.3: Training

•  There is a need to clarify the status of future training for Cardiac Rehabilitation in light 
   of developments in the care of chronically ill patients.

G8.4: Developing Cardiac Rehabilitation Phase IV

•  Clarity is required on the current level of provision of Phase IV. Community based 
   CR Phase IV should be promoted and implemented in conjunction with Primary and 
   Continuing Community Care (PCCC).



EIGHT: cardiac rehabilitation

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

119

8.9 Data Collection
Recommendation 9.5 proposed that a standard format of audit should be agreed nationally to 
allow comparison across cardiac rehabilitation programmes. A core national dataset for cardiac 
rehabilitation, Cardiac Rehabilitation Information Systems Project (CRIS) compatible with other 
European data standards, was developed for a research programme in conjunction with RCSI.12 
CRIS is compatible with the data standards on acute coronary syndromes (ACS), percutaneous 
coronary intervention (PCI) and Electrophysiological Interventions (ablation, pacemakers and 
implantable cardioverter defibrillators), developed by the CARDS initiative.13 
CRIS is a minimum data standard for the purpose of clinical audit and service planning at 
national level.  Plans to develop a national system based on the CRIS model in Ireland are 
currently curtailed by several factors.

• Lack of clarity on the development of a national cardiovascular surveillance system
• Only 17% of hospitals have integrated clinical management systems at present
• Seventy three percent of centres in 2006 cited lack of staff as the single biggest barrier to 

the collection of CRIS data
• Funding for an audit system was not seen as a priority when other basic facilities were 

still lacking in some centres.

Key Gaps Identified for Further Action

G8.5: Improving Information

Whilst awaiting clarity on the development of the national cardiovascular surveillance 
systems, 

•  all centers, providing cardiac rehabilitation, should be supported to collect data using the 
   CRIS data set.
•  using the CRIS dataset, cardiac rehabilitation data should be analysed and reported 
   on annually.

8.10  Conclusion
Since the advent of BHH there have been substantial achievements towards the strategy’s target 
of providing cardiac rehabilitation services for all hospitals providing acute cardiac services in 
Ireland. Twenty five additional cardiac rehabilitation programmes have developed within the 
period 1999 to 2005, additional staff appointed, an agreed data set is in place, facilities have 
been improved and the patient client/ throughput is increasing year on year.

The development of training in the cardiac rehabilitation arena has substantially improved 
since the commencement of the strategy and the end of 2005, 8 cardiac rehabilitation staff hold 
Masters in a Cardiac Rehabilitation related area and 30 staff working in cardiac rehabilitation 
hold Diplomas in Cardiac Rehabilitation. There is an ongoing need for the training of new 
coordinators as well as those taking Masters.

Seven of the ten recommendations have been completed, with the recommendations associated 
with audit and evaluation partially completed in that an audit system has been developed but 
is not fully operational. The provision of adequate funding for staff, training, equipment and 
facilities has been addressed in many instances, although identified gaps remain. (REC R9.10)
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BHH recommended that programmes be multi-disciplinary, should include a coordinator 
and have consultant leadership. There remain large variations in the cardiac rehabilitation 
teams; eleven are single handedly managed by cardiac rehabilitation co-coordinators. These 
coordinators provide the majority of education needs within the cardiac rehabilitation 
programmes with no second person available to cover holiday and special leave. This raises 
capacity issues. Phase III requires a total multidisciplinary approach. There is a need to increase 
hours for all the associated disciplines and to ensure that each centre has full dedicated multi-
disciplinary input. The issue of consultant leadership should also be addressed.

Several of the programmes still require funding for basic facilities and resources. Some centres 
have limited infrastructure which impacts on capacity. This would require capital investment. 

A national support system for the collection of data is required to improve quality and support 
audit of the effectiveness, efficiency and outcomes of cardiac rehabilitation programmes. This 
will also allow systematic strategic service planning at population health level for the resourcing 
of future developments. Many centres indicate that other populations such as stable angina 
patients and heart failure patients would benefit from the development of such rehabilitation 
programmes.

There is potential for Phase IV rehabilitation to be developed in an integrated manner with 
secondary prevention in general practice as well as leisure facilities in the community. Integration 
with PCCC using the expertise developed within the hospital setting will be important. The 
evolution of a holistic approach to chronic disease management is an important context for 
cardiac rehabilitation development. 

Lastly, the challenge going forward is to ensure that all those who could benefit from cardiac 
rehabilitation have the opportunity to take part in all phases of cardiac rehabilitation. 
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Surveillance, Audit & Research
Key Successes

• Ireland took the lead in developing the European Cardiology Audit and Registration Data 
Standards (CARDS). 

• The SLÁN 2002 survey in relation to risk factors for cardiovascular disease showed that 
adults are reporting better general health, smoking less and taking more exercise.

• The SLÁN-07 survey is underway. 
• Coronary Heart Attack Ireland Register (CHAIR) is working well in all eight hospitals in 

Cork and Kerry.
• Performance indicators have been developed. 
• European Society of Cardiology (ESC) guidelines are available and used in many of the 

hospitals.

9.1  Introduction 
Building Healthier Hearts (BHH) recommended 21 changes in relation to surveillance, audit, and 
evaluation. In summary, the recommendations proposed:

• The establishment of a comprehensive surveillance system (REC R10.1) including: 
- The improved compilation and analysis of routinely collected data – mortality 

(deaths), morbidity (HIPE, and prescription payments schemes) (REC R10.2-10.9)
- The establishment of population based registers and registers in coronary care units; 

the establishment of a national angiography and angioplasty register; extended 
scope of Irish Cardiac Surgery register and the linking, in time of all cardiovascular 
registers  (REC R10.10 – R10.16)

- Health examination surveys such as the SLÁN and Health Behaviours in School 
Children (HBSC) surveys to be repeated in adults and young people every four years 
and surveys for high risk groups (REC R10.17 –R10.19) 

• The establishment of schemes for clinical audit of the care of patients with cardiovascular 
disease, (REC R10.20), and

• The funding for research (REC R10.21).

9.2  The Purpose of Surveillance, Monitoring and Evaluation
Health information systems are essential to monitor the extent to which the aims of the health 
services are being achieved. The National Health Strategy identified that health information is 
fundamental to assessing and implementing quality programmes. It is also vital to the wider 
areas of value for money, information for management, information for the public, knowledge 
management systems and knowledge bases. Policy makers need accurate, reliable data on the 
extent of cardiovascular disease in order to address the challenge of the increased population 
burden of the disease and to implement appropriate preventative and treatment strategies.1  

In addition to policy makers, other stakeholders including cardiologists, public health 
specialists, General Practitioners and the public require varying degrees of information from 
such a system. 

It has been identified that the ideal coronary heart disease monitoring system should be able to 
assess the burden of coronary heart disease in the community; provide proper epidemiological 
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information on the incidence and prevalence of acute myocardial infarction, angina, and heart 
failure; describe age and sex specific trends in different geographical areas; measure the need 
for services in both primary and secondary care; measure cardiovascular risk factor levels and 
trends; and assess the impact of medical, surgical, and preventative interventions. 2 

A number of systems are used to collect and present data on patient care, including:
• Vital Statistics from Central Statistics Office (CSO)
• Hospital In-Patient Enquiry Scheme (HIPE)
• Public Health Information System (PHIS) 
• Patient Information Management System (PIMS) and other hospital management systems
• Former General Medical Services (GMS) Payments Board, now Primary Care 

Reimbursement Scheme 
• National Cancer Registry, and
• Disability Data Base.

Similar to the National Cancer Registry there is a need for a Heart Disease Register containing 
data on people with, or at risk of, CHD and containing data on: demographics, relevant medical 
history, risk factor profiles, current treatments, test results, referrals, and service usage.3 

Such a register would allow rapid analysis of population based data that, in conjunction 
with relevant guidelines, can identify areas of sub-optimal management at area or practice 
level.  Further, this disease register could identify local trends in the availability and access to 
interventions and services, and knowledge of these trends can be used to guide local planning 
decisions and target services to vulnerable or underserved populations, thereby reducing 
health inequalities.3  

9.3  Developments in Improving Routinely Collected Data
9.3.1  Mortality Data

BHH recommended improvements in mortality data as this data source is a primary and 
international source of information on trends in this major group of diseases. Death rates for 
a particular condition are estimated from the information recorded on death certification and 
subsequently coded by CSO. 

Developments in the last number of years were:
• Ireland moved to the use of ICD-10-AM of the World Health Organization’s (WHO) 

International Classification of Disease (ICD) codes in 2006. 
• PHIS has been accessible through the Public Health Observatory Website for health 

professionals and the general public from January 2006.  Heretofore, this source of 
analysed data on mortality, morbidity and demographics was only accessible to a limited 
group of people and organisations.   

However, while some work has been published on validation of death certification, the thrust 
of the recommendation in BHH on validation and the attribution of death to cardiovascular 
disease has not been carried out.  
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9.3.2  Morbidity Data
BHH identified a number of sources of morbidity data for cardiovascular disease, namely; 
hospital discharge statistics, prescription data, prevalence data and registers.

Regarding the Hospital Inpatient Enquiry (HIPE) system, which records data on hospital 
discharges, the newer classification of diseases, ICD 10, was introduced in 2005.  However, a 
number of difficulties with HIPE have not been addressed such as a) the collection of event-
based rather than person-based information, b) the need to distinguish between first and 
recurrent admissions as well as facilitate tracking patients between hospitals especially to be able 
to follow the course of chronic conditions, c) the majority of private hospitals do not contribute 
to HIPE making it difficult to accurately estimate the burden of cardiovascular disease in Ireland.  
Consequently, there is a need to implement a unique patient identifier, which facilitates these 
functions, as a matter of urgency.  

Another development since 2000, assisted by dedicated funding, is the analysis and reporting 
of intelligence from prescription data bases relating to people in the community setting such 
as the Primary Care Reimbursement Services  (formerly GMS), the Drug Payments Scheme (DPS) 
and the Long Term Illness Schemes.  

Key Gaps Identified for Further Action

G9.1: Improving Routine Data

-  Systematic validation of death certification and HIPE data is still outstanding. 
-  Training for doctors should be provided to increase knowledge about the process of
   death certification completion.
-  Only two private hospitals currently contribute to HIPE. This needs to be further
   encouraged.
-  Further analysis of HIPE data with annual reporting would contribute to improving this
   data source.
-  Implementing a personal identifier is now urgent.

9.4  Developments in Cardiovascular Surveillance and Registries since 1999

A major focus in BHH was the need to establish a cardiovascular disease surveillance system 
to:

• Analyse and report on routinely collected data
• Access information from cardiovascular disease registers
• Access information from population surveys of disease symptoms and medical history, 

health behaviour and risk factors for cardiovascular disease, and
• Make information accessible and proactively disseminate it to health professionals and to 

the public, and provide information to support clinical audit and the planning of health 
services.

BHH identified that registration of cardiovascular disease events is particularly important when 
the epidemiology of the disease is changing. The main purpose of cardiology registries are to:4

• Describe patient characteristics, investigations and treatments



NINE: surveillance, audit and research

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

127

• Estimate morbidity, mortality and resource utilisation
• Examine trends over time in patterns of disease and therapies, and
• Compare patient care with the evidence base, with clinical guidelines and with care in 

other places.

Since the publication of the strategy, there has been some progress in developing cardiovascular 
surveillance systems and registries at European, national and local level. 

9.4.1  National Approach to a National Cardiovascular Information and Surveillance System (NCIS)
In 2002, the Minister for Health and Children appointed a national steering group to oversee 
the development of a fully integrated National Cardiovascular Information System (NCIS) for 
use in acute hospitals in Ireland.

The main purpose of the proposed NCIS were to provide information on both a national and 
local level5 in order to:

• Collect information on the epidemiology of cardiovascular disease in Ireland and to set 
this information in an international context 

• Provide information to support service planning and evaluation, to project the need for 
services, and for the associated resource requirements, and 

• Support clinical audit, to enable health care professionals to study their own practice in 
the context of guidelines for the clinical care of cardiac patients. 

Furthermore, it was proposed that NCIS would provide a means of collection of cardiac data 
from all 37 acute hospitals in Ireland, that actively provide acute care facilities for patients with 
cardiac diseases, as part of clinical management systems. 

The main priority areas for inclusion in NCIS were:
• Percutaneous Coronary Intervention (PCI)
• Cardiac Surgery
• Electrophysiology
• Cardiac Rehabilitation, and
• Acute Coronary Syndromes.  

The following clinical areas were identified to be addressed later:
• Heart Failure, and
• Paediatric Cardiology Interventions.

The proposed system envisaged that the information collected from participating hospitals 
would be transmitted, without patient identifiers, to an NCIS central data repository. 

The developments to report are:
a. Through a Health Research Board (HRB) grant many hospitals purchased computer hardware 

necessary to support the use of cardiovascular information systems that would contribute to 
NCIS. 

b. Extensible mark-up language (XML) schemas for data transmission for the first initial five 
modules, and the follow-up modules have been developed. 

c.  Minimum data sets (CARDS) for key areas have been agreed (see 9.4.2).  
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The developments outlined above have not progressed further and the NCIS Steering Group, 
which remains under the sponsorship of the DOH&C, have not met since January 2006.

9.4.2  Cardiology Audit and Registration Data Standards (CARDS)
During the Irish Presidency of the European Union, in May 2004 the DoH&C in partnership 
with the ESC and the Irish Cardiac Society supported a consensus conference on data registries 
entitled the CARDS. 

The purpose of the CARDS project was to identify datasets to be collected in clinical cardiology 
practice for use in institutional, national and international registries, for audit and international 
comparison of health care processes and outcomes.

Participants, ministerial representatives from the twenty five Member States, reviewed and 
agreed approximately 100 data registries for each of three pre-identified sub-specialties of 
cardiology: 

• percutaneous coronary intervention (PCI)
• clinical electrophysiology (EP)
• acute coronary syndromes (ACS)

Work on the data standards for use in cardiac rehabilitation was completed after the main 
exercise and has since been incorporated into the agreed set. 

9.4.3  Coronary Heart Attack Ireland Register (CHAIR)
Recommendation 10.11 in BHH stated that a pilot study of a hospital based register of patients 
presenting with symptoms of acute myocardial infarction be established as a priority. The 
lessons learnt from the pilot should be used to establish a national hospital based register of 
coronary care. Following a proposal from the Council of Acute Coronary Care of the Irish Heart 
Foundation to the DoH&C, it was agreed to pilot such a register, commonly known as CHAIR, in 
all eight acute hospitals in the former Southern Health Board area (Cork and Kerry). 

The aim of CHAIR is to gather information on hospital patients admitted with suspected or 
confirmed acute coronary syndromes (ACS).6 Its objectives are to:

• Record, describe and analyse registered patient demographics, diagnostic and treatment 
details and hospital outcomes

• Facilitate the development of strategies to improve the quality of ACS patient care, and
• Contribute towards the development of a national plan for the in-patient and community 

management of patients with ACS.

CHAIR data collection began on 1 July 2002. There were over 13,000 CHAIR admissions of 
suspected acute coronary syndrome (ACS) to the end of June 2006.6  Of those admitted with a 
suspected ACS, 43% were discharged with an ACS and 57% discharged as a non ACS (such as 
angina or non cardiac chest pain). (Fig. 9.1)  
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Fig. 9.1: Breakdown of total admissions as of end June 2006, CHAIR Dataset

CHAIR continues to run as a pilot more than three years after its inauguration and minimal 
resources have been allocated to undertake detailed analysis and reporting of the results 
from the initiative. The CHAIR Pilot project was externally evaluated in November 2005 
and recommendations made for evolution and improvement especially in the context of 
countrywide rollout.

9.4.4  Cardiac Rehabilitation Information System (CRIS)
A core national dataset for cardiac rehabilitation, compatible with other European data standards 
was developed as part of a research programme for the Cardiovascular Health Strategy, namely 
the Cardiac Rehabilitation Information Systems Project (CRIS). CRIS is compatible with the 
data standards on ACS, PCI and Electrophysiological Interventions (ablation, pacemakers and 
implantable cardioverter defibrillators), developed by the CARDS initiative. CRIS data standards 
are incorporated into existing methods of data collection used in cardiac rehabilitation 
centres.
 
Plans to develop a national system based on the CRIS model in Ireland are currently curtailed:7

• Only 17% of hospitals have integrated clinical management systems at present
• 73% of centres in 2006 cited lack of staff as the single biggest barrier to the collection of 

CRIS data.

9.4.5  Heartwatch 
The Heartwatch Programme was established through agreement between the Department 
of Health and Children, the Health Boards and the Irish College of General Practitioners in 
collaboration with the Irish Heart Foundation. The programme, set up in 2003, aimed to 
implement evidenced based guidelines for secondary prevention of CHD initially in 20% (460 
GPs) of Irish general practice with subsequent rollout.

An independent data centre (INDC) was set up to collect and analyse data from the programme. 
Cleaning and analysis of data is done under contract. Two clinical reports have been published, 
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the most recent covering detailed analysis of the outcome for patients at one and two years into 
the programme (also see chapter 5). By the end of 2005 over 13,000 patients were registered 
with the programme and data collected on 80,000 GP / patient consultations making it a very 
large data set in primary care in Ireland.  Access to aspects of the database has been made 
available to individuals with ethically approved research proposals.  

9.4.6  National Cardiac Surgery Register
The Irish Cardiac Surgery Register (ICSR) was started in the early 1980s and collected data on 
cardiac surgical procedures. At the time of writing, very few surgeons participate in sending 
data to this register in Ireland and consideration is being given to its future.  

Key Gaps Identified for Further Action

G9.2: Improving Surveillance of Cardiovascular Health

•  A decision on the future development of NCIS is required as a matter of urgency.
•  The CARDS dataset has been agreed for use in the European Union. This now requires 
   to be incorporated into an Irish national surveillance system.
•  There is now an urgent requirement to clarify:
   - the ongoing nature of CHAIR and 
   - the future role out of CHAIR countrywide within a national surveillance system.
•  The CRIS data set needs to be further developed and incorporated into a national 
   cardiovascular surveillance system.
•  The decision on the future of Heartwatch and any chronic disease management 
   programme should include the consideration of need for intelligence on morbidity 
   in primary care.
•  Information on cardiac surgery should be collected and developed as part of a 
   national cardiovascular surveillance system. 

9.5  Developments in Health Surveys since 1999
9.5.1  SLÁN (Survey of Lifestyles, Attitudes and Nutrition) and HBSC (Health Behaviours in School 

Children)
Two baseline surveys of health related behaviours among adults and school-going young 
people were carried out across the Republic of Ireland in 1998 and again in 2002.  The main 
aims of these surveys were to:

• Produce reliable data of a representative cross-section of the Irish population in order to 
inform the DoH&C policy and programme planning, and

• Maintain a survey protocol which would enable lifestyle factors to be re-measured so that 
trends can be identified and changes monitored to assist national and regional setting of 
priorities in health promotion activities.

In keeping with the health and lifestyle surveillance system of many European countries, 
a number of related factors were measured in both surveys. These included general health, 
smoking, use of alcohol and other substances, food and nutrition, exercise and accidents.
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Findings from the 2002 survey in relation to risk factors for cardiovascular disease showed 
that while adults are reporting better general health and less smoking, rates of obesity have 
increased as well as alcohol consumption. (Table 9.1) Further information can be found in 
chapters 2 and 4.

The SLÁN 2007 survey is currently being conducted by a consortium led by the Royal College 
of Surgeons Ireland (RSCI) and will be reported on in late 2007. Survey methods have been 
revised to encompass continuity with the previous two surveys and compatibility with a similar 
survey conducted in Northern Ireland.  Biometric measurements, such as blood pressure, will 
be collected on a sample population which is an important innovation in this survey. 

Table  9.1: Lifestyle factors in adults from SLÁN report 2002

1998 2002 1998 2002 

Good self reported general health 48% 54% 49% 57%

Cigarette smoking 32% 28% 31% 26%

Alcohol (previous month) 82% 83% 70% 74%

Obesity 11% 14% 9% 12%

Some form of physical activity 50% 48% 54% 53%

Source: SLÁN 2002

9.5.2 CCU 2003   (Audit of Treatment of ACS)
A national survey of the presentation and management of AMI and other ACS was carried out 
in 2003.8 Considerable progress since the previous survey in 1994 was demonstrated with a 
reduction in median ‘door to needle’ time for thrombolysis and a shift in location of thrombolysis 
to the Emergency Department. However, time from symptom onset to hospital arrival has not 
improved and prescription of cardiovascular medicines fell below recommended levels.  

Table 9.2: Data on AMI care from two surveys 

1994 Census CCU 2003 Survey

%  patients thrombolysed 58% 44%

%  patients thrombolysed in Emergency Dept 2% 48%

Reason for non administration of thrombolysis
- ECG unclear
- Too late

42%
25%

17%
25%

Symptom onset to hospital (no previous history 3h 55mins 3 h 45mins

Source: 1994 CCU Census and CCU 2003
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9.5.3  Euro Heart Survey Programme 
The Euro Heart Survey Programme was launched in 1998 by the ESC to provide systematic 
information on the management of patients with suspected cardiovascular disease in Europe 
aiming at:9 

• Verifying the applicability and adapting of European Practice Guidelines on the 
investigation, treatment, and prevention of cardiovascular disease and facilitating  
implementation of such guidelines

• Investigating the applicability of the results of clinical trials in everyday practice
• Assessing whether differences in practice as observed among hospitals throughout 

Europe are reflected in differences in outcome of specific patient groups
• Analysing the outcome of different disease management strategies, and
• Fostering the implementation of evidence-based medicine. 

Since 1998, as a common effort to improve the quality of cardiac care in Europe, a series of 
surveys have been conducted on different topics, including:

• Heart Failure
• ACS
• Secondary prevention of coronary artery disease (EUROASPIRE surveys)
• Coronary Revascularisation
• Valvular Heart Disease
• Stable Angina
• Atrial Fibrillation
• Diabetes and Heart
• Adult Congenital Heart Disease.

The Euro Heart Survey Programme is now moving from its former cyclic survey structure to 
a continuous data collection in ongoing registries using the CARDS dataset. The PCI Registry 
was launched in May 2006 with ACS Registry launched in September 2006. Both registries are 
scheduled to run for two years initially.9, 10. 

Data is collected using online internet data entry – the electronic case report form  – to be 
provided by the Euro Heart Survey Team which is ‘programmed’ on the basis of CARDS for ACS 
and PCI and stored in a central database at the European Heart House from which data analysis 
will be performed.  

Participation in these registries is voluntary and individual hospitals within countries may 
contribute to the registry, rather than the country as a whole. In 2006, two hospitals in Ireland 
contributed to the PCI register and a number of hospitals participated in EUROASPIRE 111.

9.6  Quality and Audit
BHH adopted as a basic principle the evaluation and audit of services are essential if health gain 
is to be achieved. Recommendation 10.20 recommended that schemes should be established 
for clinical audit of care of patients with cardiovascular disease. Audit is a key component of 
clinical effectiveness initiatives which have an overall goal to improve the quality of clinical 
care.11 Clinical audit involves structured review against agreed standards.
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Clinical guidelines set out the investigations and treatments for which there is evidence of 
benefit.  Guidelines may be adopted at national level or may be adapted to reflect the needs of 
patients or health services structures in a particular country. At regional or hospital level, national 
guidelines may be ‘localised’ to take account of circumstances and encourage ownership and 
implementation of guidelines. The ESC has produced regular updates on evidence based 
practice guidelines on a range of cardiac topics.

Chapter 7 on hospital care outlined the situation in regard to hospitals’ use of guidelines and 
audits undertaken.

In order to continually measure its performance, whilst ensuring that it achieves the best 
possible outcomes for the funding allocated, the HSE have identified performance measures / 
indicators in its 2006 Service Plan that are relevant to cardiology services (Box 9.1).12 

Box 9.1: Performance indicators relevant to cardiovascular disease include:

•  Total number of inspections carried out to investigate compliance with Section 46 and 
   or Section 47 of the Public Health (Tobacco) Act 2002 – 2004.

•  % compliance with appropriate signage in line with Section 46 of the Public Health 
   (Tobacco) Act 2002 – 2004.

•  % compliance with smoking bans in work place in line with Section 47 of the Public 
   Health (Tobacco) Act 2002 – 2004.

•  Number and % of operational EMT’s who have completed approved standard training 
   per the Pre-Hospital Emergency Care Council 

•  Number and % of emergency ambulance calls responded to within pre-determined 
   time bands.

•  Number and % of front line (dedicated for emergency response) ambulances with a 
   12 lead ECG monitor / defibrillator monitor.

•  Number and % of ambulance personnel who have received training in ECG / 
   defibrillation protocols.

•  Number and age-standardised hospital discharge rate per 100,000 population of Acute 
   Myocardial Infarctions (ICD-9-CM 410) by gender.

•  Numerous Health Promotion indicators which have a link with cardiovascular health.

•  Cigarette smoking prevalence - % of population smoking and % population non 
   smoking.

•  Number and direct age-standardised hospital procedure rates per 100,000 population 
   of:
   - Coronary arteriography (ICD-9 CM 88.55-88.57)
   - CABG procedures (ICD-9 CM 36.1), and
   - PTCA (ICD-9 CM 36.01, 36.02, 36.04 – 36.09)

•  Discharge rates, mortality rates and day case / in-patient admission ratios for Diabetes.
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9.6.1  AMI Care (Heartbeat) Initiative 
In late 2005, a National Steering Group was set up to promote and support an Irish campaign 
to reduce mortality from acute myocardial infarction (AMI) which became known as ‘Heartbeat’.  
The group comprised of partners from the HSE (National Hospitals Office and Population 
Health), the State Claims Agency (Clinical Indemnity Scheme), clinicians from the volunteering 
sites and a patients’ representative. Other bodies contacted and who asked to be kept aware 
of developments were the Irish Cardiac Society (ICS), Irish Heart Foundation (IHF) and the Irish 
Society for Quality and Safety in Healthcare (ISQSH). A Project Team, chaired by the National 
Heart Health Lead in Population Health, supports the work of the steering group.

The group studied the American Institute for Healthcare Improvement (IHI) methodology, and 
after consultation with ICS and IHF, decided to use this approach as it was thought to have a 
simplicity and applicability in Ireland.

The approach is based on the IHI “100,000 Lives Campaign” and focuses specifically on the 
area of AMI care.13 It focuses on what it describes as the key components of care; that is those 
interventions that are central to reducing morbidity and mortality in patients with AMI. Based 
on strong evidence in the literature, the campaign advocates that eight key care components as 
shown in Table 9.3 should be provided to all AMI patients (unless a clear contraindication exists 
and is documented in the medical notes).

Table 9.3: AMI Care: the 8 Key components of reliable, evidence based care 

Components Measure

1.  Early Administration of Aspirin % AMI patients who received Aspirin within 24 
hours before or after hospital arrival

2.  Aspirin at Discharge % AMI patients prescribed Aspirin at discharge

3.  Early Administration of Beta-Blocker % of AMI patients who received beta-blockers 
within 24 hours after hospital arrival.

4.  Beta-blocker at Discharge % of AMI patients prescribed beta-blocker at 
discharge

5.  ACE inhibitor or angiotensin receptor
     blockers (ARB) at discharge for patients 
     with left ventricular systolic dysfunction

% of AMI (with left ventricular systolic 
dysfunction) who were prescribed ACEI or ARB 
at discharge.

6.  Timely initiation of reperfusion
     (thrombolysis or percutaneous
     coronary intervention)

% of AMI patients who received either
thrombolytics within 30 minutes of 
hospital arrival or Percutaneous Coronary 
Intervention (PCI) within 90 minutes of hospital 
arrival.

7.  Smoking Cessation Counselling % of AMI patients (cigarette smokers) who 
received smoking cessation advice or 
counselling during hospital stay.

8.   Lipid lowering medication on
      discharge  

% of AMI patients prescribed Lipid lowering 
medication at discharge
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The initial phase of the programme has involved five hospitals which have volunteered to 
participate prior to rollout across the country.  The five sites are:  Wexford General Hospital; 
Letterkenny General Hospital; Cork University Hospital; Connolly Hospital, Blanchardstown; and 
Our Lady of Lourdes Hospital, Drogheda.  

The annual in-hospital mortality from AMI (based on HIPE 3 year average data for  2002-2004) for 
the five volunteer hospitals was 10.8%. While this figure is less than the national rate for the 37 
hospitals the IHI concept is to reduce it by 40% which has the potential to save thirty three lives 
per year in this small group of hospitals alone. This would equate to an in-hospital mortality of 
6.5% per annum.

Key Gaps Identified for Further Action

G9.3: Implementing Guidelines and Audit

•  There is still a dearth of coordination of clinical and organisational audit of heart disease 
   care at national or hospital level.
•  In consultation, the Irish Cardiac Society (ICS) has adopted the majority of the ESC  
   guidelines  for use in the Irish setting. There is a requirement to further develop the 
   implementation of  guidelines for shared care between hospital and general practice 
   settings in areas such as heart failure.
•  The AMI care (Heartbeat) initiative will require an evaluation within an agreed time 
   frame and further roll out will need to be considered in this context.

9.6.2  The Role of the Health Information and Quality Authority (HIQA)
Under the Interim Health Information and Quality Authority (Establishment) Order 2005, an 
interim authority has been established to make the administrative and organisational plans for 
the establishment of HIQA. 

When HIQA is fully established, the three areas of responsibility in the Irish health and personal 
social services will be:

• The Department of Health and Children will be responsible for policy and legislation 
• The Health Service Executive (HSE) will be responsible for establishing the infrastructure 

and delivering the service, and 
• The HIQA will be responsible for health information, quality of services and assessing the 

benefits of new treatments and technologies. 

HIQA will work with these agencies to ensure that:
• The planning of services and all decisions regarding patient and client care are based on 

the best information and evidence available 
• Services reach agreed standards of quality and safety, and 
• Services are managed and delivered to ensure the best possible outcomes within 

available resources. 

When the HIQA is established the Irish Health Services Accreditation Board (IHSAB), the Social 
Services Inspectorate and the National Cancer Registry of Ireland (NCR) will be integrated into 
the HIQA.
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9.7  Research and Evaluation
A research climate in the health services is fundamental to improving quality.  The national 
report identified that significant investment was required and that the responsibility for the 
implementation of Recommendation 10.21 lay with the DOH&C.

9.7.1  National Level
The second progress report, Ireland’s Changing Heart14 identified five national research projects 
that were supported in 2001 to a total of €500,000. This was the only year that dedicated funding 
was allocated at national level.

The Heart Health Research Bursaries commenced in the former Eastern Regional Health 
Authority (ERHA) in 2004.  The purpose of the bursaries is to promote the development of early 
research and evaluation skills in heart health. (Table 9.4)

Table 9.4:   Heart Health Research Bursaries 2004 - 2006

Year No. of applications received No. eligible No. awarded Total value

2004 22 12 7 €53,000

2005 16 8 5 €50,000

2006 15 11 4 €15,850

Source: HSE, Palmerstown 2006

In 2006, as part of the reform programme, the Heart Health Research Bursaries were rolled out 
on a national basis.  Further information on the Heart Health Research Bursaries awarded can 
be viewed in Appendix 5. 

As part of the bursary process and to encourage staff development in research and analytical 
skills, the HSE Eastern Region tendered for a ‘Research Summer School’ with the tender being 
awarded to University College Dublin.  The applicants from 2004 and 2005 were offered 
sponsored places at the summer school and those who availed gave very positive feedback. 
As a result this programme was extended nationally in 2006 with thirty places funded by 
cardiovascular health funding. 

Since 2001, the Health Research Board (HRB) has also supported several independent research 
proposals relevant to cardiovascular disease. (appendix 4)

9.7.2  Local Level
The Second Progress Report identified that at the end of 2002, a total of 25.5 posts (including 
project managers, research and information officers) were approved and funded for the former 
Health Boards to support the strategy’s implementation and to undertake evaluation of strategy 
initiatives. No further posts were approved up to the end of 2005. Subsequent examination of 
retention has proved difficult. A further exercise is required to clarify the current picture within 
the HSE. 
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Extensive local work was carried out within the former Health Boards in regard to research and 
evaluation. Examples of some of these research projects and evaluated / audited initiatives can 
be found in Appendix 6.

Key Gaps Identified for Further Action

G9.4:  Research

•  The function and role of staff appointed under the strategy to undertake research and 
   evaluation needs to be determined and re-evaluated within the new structures. 
•  There is a need to promote and fund a programme of research both within biomedical
   and health services research fields, in conjunction with the DoH&C and the HRB.

  
9.8  Conclusion 

With the reform of the health services, the structures required at national level to support 
information technology development are still being identified. 

In regard to information and surveillance systems for cardiovascular health a number of specific 
areas now need attention:

• There is still no clarity on the development of NCIS. This needs to be addressed as a 
matter of urgency

• There is an urgent requirement to make decisions on the status of the CHAIR Project in 
HSE South and in relation to any further rollout 

• The role of participation with international registries / surveys as part of national 
surveillance should receive consideration 

• There remain deficiencies in information available on cardiovascular mortality and 
morbidity. Validation exercises are outstanding

• The need for instituting a personal identifier to facilitate linkage is long overdue in this 
area and beyond 

• More information is needed on morbidity in the community (prevalence of hypertension 
and diabetes, outcome of primary prevention)

• Support for clinical audit is not structured and supported across the country.  

Overall, whilst there are many different information systems, each doing a part of the work, 
no national comprehensive cardiovascular surveillance system exists in Ireland six years after 
the publication of the strategy though some groundwork has been accomplished.  Whilst the 
cancer registry may not necessarily be the right fit for the cardiovascular programme it is a 
model on which to develop our thinking.
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The Way Forward
During the six years, 2000-2005, cardiovascular health received a concerted  approach nationally to 
development with the publication of a cardiovascular strategy, Building  Healthier Hearts, and the 
dedication of yearly ring fenced funding. This audit demonstrates the considerable changes and 
improvements which have been achieved. Chief among these is the continued and indeed increased 
pace of decline in death rates from heart disease since the mid 1990’s. Targets set in 1994 have been 
exceeded.  Furthermore, infrastructural improvements such as increased staffing and equipment as 
well as the employment of evidenced based treatments has resulted in a sizeable increase in activity 
and improved care to many patients.  Finally and significantly the spectrum of endeavours to promote 
health and reduce the prevalence of risk factors for coronary heart disease such as the ‘Smoking Ban’, 
increased smoking cessation services and an increased focus on nutrition at national and local level  
among others has contributed to the overall reduction in the burden of ill health in the country.  This 
work deserves to be acclaimed and celebrated and all those working in the health sector and beyond 
appreciated for their hard work and committed service.

Yet, we must also be aware of the remaining and ongoing challenges to be addressed in order 
to reduce the burden of heart disease in Ireland to the level of the best in Europe. Whilst most 
recommendations in BHH have been addressed, a number have not been completed in full such 
as secondary prevention for people with established heart disease. Old problems remain, albeit at 
reduced levels, to be targeted further – ensuring a standard and timely approach to treatment of 
all patients with a heart attack is one such problem. Interestingly, we have become  ‘victims of our 
own success’ and now must deal with emerging pressure points in many services (capacity problems 
in smoking cessation services, cardiac investigation and rehabilitation as well as in cardiac catheter 
laboratories). Importantly, we must plan for the phenomenon of people living longer with failing 
hearts who will require ongoing care. Lastly, new problems (obesity, type 2 diabetes in the young) and 
new treatments (drug eluting stents, implantable defibrillators) and new technologies (CT scanning, 
telemedicine, modern telemetry) have emerged since the late 1990’s which need to be assessed and 
addressed.  In summary, cardiovascular health remains a major concern for 21st Century Ireland and 
now requires a renewed approach.    

The benefit of renewing our attention to improving cardiovascular health is further reduction in 
death rates as well as reducing the number of new cases of heart, stroke and other vascular diseases. 
Conversely, there are risks in not renewing this focus on improving prevention and treatment as a 
number of countries are currently witnessing a blunting of or indeed a reversal in the decline in heart 
disease mortality. Renewed attention will also bring efficiency benefits such as addressing obesity 
with attendant gains in many areas beyond heart disease – reduced levels of diabetes and liver 
conditions as well as osteoporosis and joint disorders. Other efficiencies to be achieved are structured 
heart failure care resulting in reduced length of stay and readmissions for the health system and 
improved quality of life for the patient. The converse, however, is an epidemic of heart failure in an 
unprepared system with an unsustainable burden on both primary and secondary care.
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In going forward, changes within heart health will take place in the context of transformation in the 
HSE and the DOH&C. The HSE transformation agenda has prioritized six programmes improving direct 
service provision, four of these will significantly impact the services to patient with cardiovascular 
disease.  Programme 4 specifically targets the prevention and management of chronic illness including 
cardiovascular disease, with Programme 1 targeting integration of services across all stages of the care 
journey.  Programmes 2 and 3 target configuration of primary, community and continuing care and 
hospital services, in order to deliver optimal and cost effective results. 

Secondly, the expert advisory environment will also be relevant in improving services for patients with 
cardiovascular disease. The Expert Advisory Groups (EAG) provide a platform for health professionals 
and service users to actively participate in the health transformation programme by influencing and 
setting operational policy, strategy and quality standards.  To date relevant EAGs on diabetes and the 
elderly have been set up. A cardiovascular EAG was announced in July 2007.

Consequently, the steps which are needed now are outlined as follows:

• It has been agreed, that within the HSE Transformation Programme, a Heart Health Action 
Plan for the next 3-5 years to address the main gaps identified in the Audit will be developed 
and implemented.  This work will need an appropriately appointed Steering Group which is 
charged with reviewing the identified gaps for continuing relevance, structuring a plan to 
address these challenges as well anticipating what is coming over the horizon. 

• As well as a Steering Group it is important that there is a clear governance structure within the 
HSE that ensures that heart health care developments are implemented across directorates. 
Furthermore, heart health project management needs to be restructured in light of current 
gaps, new HSE area structures and the assignment of a national lead.  

• It is important to ensure that there is an advisory / consultative environment so that 
developments are informed by patient and professional perspectives.

• It is essential that we improve our cardiovascular information both in terms of performance 
and surveillance.  While the cancer registry is not necessarily the right fit for the cardiovascular 
programme, it is a model on which to develop our thinking.

• There is a need to work closely with the DOH&C in terms of the policy context for further 
developments in the cardiovascular health area including heart health and stroke care. 
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Summary of Key Gaps 
Identified for Further Action

CHAPTER 3: LEVEL FOR INVESTMENT

No Key Gaps Identified for Further Action

G3.1: Managing Cost Pressures 

•  The national cost of delivering high technology cardiac treatments has been planned

    for and projected forward.

•  The national cost of cardiovascular prescribing has not been planned for and projected

   forward.

G3.2 Manpower Planning

•  A national manpower plan for cardiology services is still outstanding.

CHAPTER 4: HEALTH PROMOTION

No Key Gaps Identified for Further Action

G4.1 Resourcing Health Promotion

•  The identification of areas of need and the subsequent appointment of key national 

   coordinator posts to support heart health.  (National Coordinator for Health Promotion 

   in the Workplace – see section 4.52, National coordinator for community development

   –section 4.5.4.)

G4.2 Promoting Health in Schools

•  Investment in the implementation of the Health – Promoting School model.

•  Further funding of school-based approaches to tackling the determinants of CVD, e.g. 

   by providing supportive environments for physical activity and healthy eating. 

G4.3 Health Promotion in Hospitals

•  Agree with National Hospitals Office on more strategically – focused roles for HPH 

   coordinators with relevant training and support.

•  Identify the contribution HPH can make to the prevention of chronic diseases including

   CVD and related diseases.

•  Increase participation of smaller hospitals and units in health promotion. 

G4.4 Community Development 

•  Disseminate results of systematic review of community development in Ireland.

•  Establish a network of community development projects with a health promotion 

   component. 

G4.5 Tobacco Control

•  Finalise and implement a Tobacco Control framework within the HSE Publish 

   guidelines on the provision of smoking cessation services, training of providers,

   standardize data surveillance systems

•  A review of the contractual arrangements for the National Smokers Quitline to be 

   undertaken.
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G4.6 Tackling obesity and improving nutrition

•  Publication of action plan for the HSE to respond to its role in tackling obesity.

•  Advancing healthy procurement within the HSE and influencing other public sector 

   bodies to do the same

G4.7 Improving physical activity

•  Develop and implement a physical activity action plan as part of a new Health 

   Promotion Strategy

•  Progress the development of GP exercise referral programmes, to include discussions 

   with the institute for Leisure and Amenity Management.

G4.8 Addressing alcohol

•  The full implementation of the two task force reports on alcohol

G4.9 Addressing inequalities

•  Engage with key stakeholders on health inequalities project proposal

CHAPTER 5: PRIMARY CARE

No Key Gaps Identified for Further Action

G5.1 Secondary Prevention

•  There is a need to expand structured secondary prevention nationally to cover all 

   patients with established heart disease, in the context of advances in chronic disease 

   management, development of primary care teams and the need for appropriate 

   governance.

•  In expanding secondary prevention further consideration is needed on how best to 

   improve individual life styles such as body weight and physical activity.

 G5.2 Multidiscipline Team

•  The need for appropriate staff such as public health nursing, dieticians and health 

   promotion should be considered in implementing the multidisciplinary approach to 

   promoting health and treating patients with cardiovascular disease.

G5.3 Training 

•  The identification of key standards, assessment and accreditation process to support 

   sustainability of training in cardiovascular health promotion and disease prevention.

G5.4 Developing Integrated Care

There is a need to ensure the development of national protocols for shared care of 

patients with cardiovascular disease within the context of chronic disease management.

Specifically national protocols for heart failure care need to be agreed and implemented

•  A coordinated national approach to the management of diabetes in the context of 

   transforming chronic disease management is required.

•  Targeting high risk primary prevention is outstanding, improving blood pressure care.

G5.5 Learning from initiatives around the country  

•  There is a need to identify local projects with lessons for national implementation.
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CHAPTER 6: PRE - HOSPITAL CARE

No Key Gaps Identified for Further Action

G6.1 Public Education Campaigns

•  In order to reduce the time from symptom onset to calling for help, a programme to 

   educate the public on the symptoms of AMI is still outstanding.  

•  A national education programme on when and how to contact the EMS is still required.

G6.2 Response Times

•  Establish robust information systems to monitor response times to cardiac calls and 

   report on an ongoing basis.

•  Those ambulances not reaching identified target times should be supported to do so.

Improving Chain Of Survival

G6.3 CPR / BLS Training

•  The coordination and development of CPR / BLS training programmes should be 

   undertaken by the HSE to ensure the most efficient and effective use of resources 

•  There is an immediate need to establish and implement community based BLS 

   training to all primary , community and continuing care staff. 

G6.4 Defibrillation Strategies

•  Early defibrillation strategies should be developed and implemented as outlined in 

   the Report of the Task Force on Sudden Cardiac Death.

G6.5 Implement Sudden Cardiac Death Recommendations

•  In line with the recommendations set out in the Report of the Task Force on Sudden 

   Cardiac Death, training in ACLS should be supported.

•  Implement MERIT in the remaining geographical areas not yet covered.

•  Once national geographical coverage obtained, evaluation of the programme should 

   be undertaken prior to further investment and full implementation.

G6.6 Policy for Pre-hospital Thrombolysis and Reperfusion

•  A policy for the early reperfusion and administration of pre-hospital thrombolysis 

   should be developed, adopted and implemented.

•  The implications for delivering on the policy would need further consideration.

Developing The Ambulance Sector

G6.7 Control Centres

•  There is an urgent requirement to expedite the reduction of operational control centres

   to the recommended number of four.

G6.8 Standardised Computer Aided Dispatch 

•  A national standardised computer aided dispatch system should be implemented.

G6.9 National Patient Care Report

•  The roll out of the electronic National Patient Care Report (ePCR) Form should be 

   facilitated as soon as possible.



summary of key gaps for further action

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

147

CHAPTER 7: HOSPITAL CARE

No Key Gaps Identified for Further Action

G7.1 Modernising Coronary Care

•  There is a need to modernise acute cardiac care; in particular to review the wisdom of 

   provision of mixed CCU/ITU units

G7.2 Chest Pain Assessment

•  A system of chest pain assessment is needed countrywide to improve detection of 

   those with acute illness and reduce inappropriate admission.  A number of excellent 

   models already exist in centres around Ireland on which to base future developments.

G7.3 Ambulatory Care

•  Further development of cardiac investigation facilities is needed.  This work should 

   strive to achieve a balance between hospital provision, GP direct access and improving

   GP/ community provision.

•  Ambulatory care improvements are important in the context of national outpatients 

   review and other recommendations in this chapter.   

G7.4 Heart Failure

•  The need for heart failure care will increase with increasing survival and aging of the 

   population.  Development in this area of care should ensure a systematic and 

   integrated approach across general practice and hospital care while also maximising 

   patient self management. 

G7.5 Interventional Cardiology 

A review of interventional cardiology services around the country, in context of previous 

reviews, is now needed in order to:

a.  Tackle inequity of access (see chapter 2)

b.  Discuss the need for a further angioplasty target for Ireland

c.  Agree on provision of primary angioplasty

d.  Agree on EP provision

e.  Set out capital and revenue requirements of these developments

f.  Set out the information requirements to support quality assurance and audit, 

    surveillance and planning.

G7.6 Manpower

Areas which need to be addressed:

a.  The appointment of 30 additional Consultant Cardiologist posts is outstanding 

     and urgent especially as all acute hospitals accepting cardiac patients do not have an 

     appropriately trained physician as set out in the report of the Joint Working Group.

b.  Resuscitation training in three hospitals without such facilities as well as emerging 

     needs in other hospitals.

c.  Variation in CCU nursing and cardiac technicians. 

G7.7 Information Systems

•  A systematic approach to facilitate the collection and use of patient based data for 

   surveillance, audit and research is overdue
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CHAPTER 8: CARDIAC REHABILIATION

No Key Gaps Identified for Further Action

G8.1 Cardiac Rehabilitation Phase III should be further developed with the following in mind

•  The two hospitals without a CR Phase III should be supported to establish a 

   programme as a matter of priority.

•  All hospitals providing CR should have the minimum facilities as outlined in BHH.  

   The shortfall should be identified and costed under capital and revenue requirements.

•  Other modes of delivery of CR Phase III should be explored to increase take up rates for

    eligible patients.

•  Cardiac rehabilitation service provision (Phase III) should be expanded to other patients 

   groups such as patients with unstable angina and heart failure.

•  A target for provision of CR Phase III for eligible patients should be addressed.  The

   target of 85% could be employed similar to the UK.  The ratio of current capacity to 

   estimated need could be clarified in all centres.

G8.2 Staffing for Delivery Cardiac Rehabilitation

•  Further investment in the multidisciplinary CR team is required across all the sites 

   providing cardiac rehabilitation programmes.

•  The grading of the post of coordinator has not received attention and requires review 

   to reflect increasing responsibility. 

G8.3 Training

•  There is a need to clarify the status of future training for Cardiac Rehabilitation in light 

   of developments in the care of chronically ill patients.

G8.4 Developing Cardiac Rehabilitation Phase IV

•  Clarity is required on the current level of provision of Phase IV.  Community based 

   CR Phase IV should be promoted and implemented in conjunction with Primary and

   Continuing Community Care (PCCC).

G8.5 Improving Information

Whilst awaiting clarity on the development of the national cardiovascular surveillance 

systems,

•  all centers, providing cardiac rehabilitation, should be supported to collect data using 

   the CRIS data set.

•  using the CRIS dataset, cardiac rehabilitation data should be analysed and reported 

   on annually.
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CHAPTER 9: SURVEILLANCE, AUDIT AND RESEARCH

No Key Gaps Identified for Further Action

G9.1 Improving Routine Data

•  Systematic validation of death certification and HIPE data is still outstanding.

•  Training for doctors should be provided to increase knowledge about the process of 

   death certification completion.

•  Only two private hospitals currently contribute to HIPE.  This needs to be further 

   encouraged.

•  Further analysis of HIPE data with annual reporting would contribute to improving this 

   data source.

•  Implementing a personal identifier is now urgent.

G9.2 Improving Surveillance of Cardiovascular Health

•  A decision on the future a development of NCIS is required as a matter of urgency.

•  The CARDS dataset has been agreed for use in the European Union.  This now requires 

   to be incorporated into an Irish national surveillance system.

•  There is now an urgent requirement to clarify; the ongoing nature of CHAIR and the 

   future role out of CHAIR countrywide within a national surveillance system.

•  The CRIS data set needs to be further developed and incorporated into a national 

   cardiovascular surveillance system. 

•  The decision on the future of Heartwatch and any chronic disease management 

   programme should include the consideration of need for intelligence on morbidity in 

   primary care.

•  Information on cardiac surgery should be collected and developed as part of a national 

   cardiovascular surveillance system.

G9.3 Implementing Guidelines and Audit

•  There is still a dearth of coordination of clinical and organisational audit of heat disease 

   care at national or hospital level.

•  In consultation, the Irish Cardiac Society (ICS) has adopted the majority of the ESC 

   guidelines for use in the Irish setting.  There is a requirement to further develop the 

   implementation of guidelines for shared care between hospital and general practice 

   settings in areas such as heart failure.

•  The AMI care (Heartbeat) initiative will require an evaluation within an agreed time 

   frame and further roll out will need to be considered in this context.

G9.4 Research 

•  The function and role of staff appointed under the strategy to undertake research and

   evaluation needs to be determined and re-evaluated within the new structures.  

•  There is a need to promote and fund a programme of research both within biomedical 

   and health services research fields, in conjunction with DoH&C and HRB.  
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The Status of Cardiovascular Targets from Building Healthier Hearts and Earlier Documents (see 

also chapter 2 and chapter 4)

Target Status

To reduce death rate from cardiovascular 

disease in the under-65 age group by 30 per 

cent in the next ten years (Target set in 1994 

in Shaping a Healthier Future)

The death rate from all cardiovascular disease 

rates (ICD-9 codes 390-459) has declined 

by 35.8% for the population in the under 

65 years age group in the time period 1994 

to 2003. The male and female percentage 

reductions are 36.7% and 33.8% respectively. 

This target has been achieved and 

exceeded ahead of the time frame.

To reduce the death rate from ischaemic 

heart disease and stroke in people aged 65 

to 74 by at least 15 per cent to no more than 

971 per 100, 000 in the year 2005 (from a 

baseline of 1142 per 100 000 in 1995)  

The death rate from ischaemic heart disease 

and stroke in people aged 65 to 74 years has 

declined by 54.1% in the period 1995 to 2003 

so that in 2004 the death rate in this group 

was 529 per 100 000

This target has been achieved and exceed 

on the time frame.       

A reduction in the percentage of cigarette 

smokers in the population by at least 1% 

per annum so that more than 80% of the 

population aged 15 years and over are non-

smokers by the year 2000.

SLÁN reported smoking level 27% in 2002

This target has not achieved

To educate and motivate Irish people to eat 

a wide variety of foods in line with current 

recommendations as illustrated in the Food 

Pyramid.

2002 SLÁN reported 69% consume >3 

recommended daily portions Fruit&Veg; from 

62% in 1998

This target has shown improvement

To encourage a reduction in total fat intake 

(to no more than 35 per cent of energy 

as fat) by the year 2005 and to attain an 

appropriate balance of fats.

2002 SLÁN reported 17% compliance with ‘<4 

items from top shelf of food pyramid per day’; 

from 14% in 1998. Fried foods consumed >4 

times per week reduced from 11.8% in 1998 

to 9.9% in 2002.

This target has shown improvement (see 

Figure in  chapter 2)
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Target Status

 The achievement of a moderate reduction 

of 10% in the percentage of people who are 

overweight and a reduction of 10 % in the 

percentage of people who are obese by the 

year 2005. (This target was set understanding 

the difficulties associated with reducing 

overweight and maintaining a healthy 

weight).

In 2002 SLÁN, 42% men and 27% women 

overweight (from 40% in men, 25% in women 

1998).

In 2002, 14% men and 12% women obese 

(from 11% and 9% respectively 1998)

This target has shown disimprovement

To encourage the achievement and 

maintenance of a healthy weight through 

healthy eating and regular exercise.

As above

A 30% increase in the proportion of the 

population aged 15 years and over who 

engage in an accumulated thirty minutes 

of light physical exercise most days of the 

week, by the year 2000; A 20% increase in 

the population aged 15 years and over who 

engage in moderate exercise for at least 

twenty minutes, three times a week, by the 

year 2000.11, 

In 2002, 22% adults participated in mild 

exercise (4+times per wk lasting 20mins) 

compared with 25% in 1998.

In 2002, 32% adults participated in moderate 

exercise (3+times per wk lasting 20mins) 

compared with 31% in 1998.

In 2002, 11% adults participated in strenuous 

exercise (3+times per wk) compared with 10% 

in 1998.

This target has shown disimprovement

To achieve a situation where 75% of the 

population in the 35-64 age group will have 

a blood pressure of less than 140/90 mm Hg 

by the year 2005.

Self-report (SLÁN) in 2002 73.3% respondents 

said they had normal/low BP (67.3% in 1998).

This target has shown improvement

To achieve a reduction in mean serum 

cholesterol in the 35-64 year age group from 

a present level of 5.6 mmol/1 by the year 

2005.

Data from 1998 only. Await Sept 2007 data 

To promote moderation in alcohol 

consumption and reduce the risks to 

physical, mental and family health associated 

with alcohol misuse. 

Increase in sales of alcohol.  See chapter 2

This target has shown disimprovement

To reduce substantially over the next ten 

years the proportion of those who exceed 

the recommended sensible limits for alcohol 

consumption.

In 2002 the % consuming >recommended 

units, was 30% in men (from 27% in 1998) 

and 22% in women( from 21% in 1998). 

This target has shown disimprovement
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Table:  Population change by county and actual change between 1996 and 2006

County 1996 2006 Actual change % change

Westmeath 36314 79403 43089 54.3

Meath 109732 162621 52889 32.5

Kildare 134992 186075 51083 27.45

Laois 52945 67012 14067 21

Wexford 104371 131615 27244 20.1

Wicklow 102683 126330 23647 18.7

Galway   188854 231035 42181 18.3

Carlow 41616 50471 8855 17.54

Cavan 52944 63961 11017 17.2

Louth 92166 110894 18728 17

Offaly 59117 70604 11489 16.26

Clare 94006 110800 16794 15.2

Kilkenny 75336 87394 12058 13.8

Leitrim 25057 28837 3770 13

Cork   420510 480909 60399 12.6

Waterford  94680 107942 13262 12.3

Longford 30166 34361 4195 12.2

Roscommon 51975 58700 6725 11.5

Donegal 129994 146956 16962 11.5

Dublin 1058264 1186159 127895 10.7

Tipperary 133535 149040 15505 10.4

Limerick   165042 183863 18821 10.23

Mayo 111524 123648 12124 9.8

Kerry 126130 139616 13486 9.65

Sligo 55821 60863 5042 8.3

Monaghan 51313 55816 4503 8

Ireland 3599087 4234925 635830 15.01
  

Source:  CSO  1996 and 2006
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Grants

(a)  Health Research Board (HRB) Grants Relevant to Cardiac Disease 2001 - 2006

Year Grant Holder 
Name

Grant Holder 
Department

Grant Holder 
Institution

Project Title Amount 
Awarded

2001 Professor 
Andrew 
Murphy

Department of 
General Practice

National 
University 
of Ireland, 
Galway

Secondary prevention 
of heart disease in 
general practice:  A 
randomised controlled 
trial with qualitative, 
economic and 
policy analyses of 
an intervention to 
produce improved 
and sustained 
outcomes

1,075,750.00

2004 Professor 
Andrew 
Murphy

Department of 
General Practice

National 
University 
of Ireland, 
Galway

Community 
cohort study of 1, 
611 patients with 
a diagnosis of 
established heart 
disease

189,474.11

2004 Dr Aaron Yie 
Loong Liew

Department of 
Medicine

National 
University 
of Ireland, 
Galway

eNOS expressing EPCs: 
A combined gene and 
cell therapy approach 
to diabetic ischaemia

247,414.67

2004 Dr Graham 
Pidgeon

Department of 
Clinical Medicine

St James’s 
Hospital

COX-isoforms and 
prostaglandins in 
an hypoxia-induced 
model of pulmonary 
hypertension

188,766.86

2005 Dr Orina 
Belton

Molecular 
Medicine

University 
College 
Dublin

The anti-atherogenic 
activity of CLA isomers

246,617.20

2005 Dr Fionnuala 
McAuliffe

Obstetrics & 
Gynaecology

University 
College 
Dublin

Heart function in 
infants of insulin 
dependant diabetic 
mothers.

145,018.00
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Year Grant Holder 
Name

Grant Holder 
Department

Grant Holder 
Institution

Project Title Amount 
Awarded

2005 Dr Maura 
Grealy

Pharmacology National 
University 
of Ireland, 
Galway

A signalling role for 
desmosomal proteins 
in vertebrate heart 
development?

231,688.40

2006 Professor John 
Feely

Pharmacology 
and Therapeutics

Trinity 
College 
Dublin

Contribution of 
advanced glycation 
end products to 
ventriculo-vascular 
dysfunction in 
hypertension and 
coronary heart disease

275,389.90

2006 Dr Patricia 
Fitzpatrick

School of UCD 
School of Public 
Health and 
Population 
Science

University 
College 
Dublin

Cardiovascular 
disease and diabetes 
mellitus in general 
practice: an evaluation 
of the Heartwatch 
programme of 
secondary prevention

252,414.60

2006 Dr Aaron 
Peace

Department 
of Clinical 
Pharmacology

Royal College 
of Surgeons 
in Ireland

The forgotten female! 
Does sex have a role in 
thrombotic risk?

181,758.56

2006 Dr Aideen O 
Doherty

Department of 
Medicine and 
REMEDI

National 
University 
of Ireland, 
Galway

Mesenchymal stem 
cells as vectors for 
gene therapy with 
PON1 and apoA-1

171,318.10

2006 Professor Noel 
Caplice

Department of 
Medicine

University 
College Cork

Primitive vascular 
progenitor cells in 
atherosclerosis

1,244,412.00
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(b) Other grants, 2003 - 2005

Funding Scheme Grant holder Title Department Amount

Health 
Information 
Systems grants 
to underpin R&D 
2003

Dr  Emer  Shelly National Cardiovascular 
Information Systems, 
Multidisciplinary 
Interagency 
Infrastructure Project 
(NCIS MIIP)

Heart Health 
Unit, Department 
of Health and 
Children

229,846

Cochrane 
Fellowships 2003

Susan Smith Effectiveness of 
structured shared care 
across the primary 
secondary care interface 
in chronic disease 
management

Department 
of Community 
Health and 
General Practice, 
Trinity Collegy 
Dublin

18,450

Strategic R&D 
Awards 2004

Dr Susan M Smith Peer support in type 2 
diabetes: a randomised 
controlled trial in 
primary care with 
parallel economic & 
qualitative analyses

Department of 
Public Health 
and Primary Care, 
Trinity College 
Centre for Health 
Sciences

748,365.00

Health 
Information 
Systems grants 
to underpin R&D 
2004

Dr Fidelma Dunne Use of a diabetes 
electronic management 
system (DIAMOND) to 
support a shared care 
diabetes programme

Department 
of Medicine, 
University College 
Hospital, Galway

248,408.00

Health 
Information 
Systems grants 
to underpin R&D 
2004

Dr Gerard Boran A Repository to support 
Shared Care for Diabetes

Department 
of Clinical 
Chemistry and 
Endocrinology, 
Adelaide and 
Meath Hospital

216,310.00

Building 
Partnerships for  a 
Healthier Society 
Awards 2005

Dr Susan O’ Shea Randomised 
Controlled Trial of 
Supervised Patient 
Self-Management of 
Warfarin Therapy Using 
an Internet Based Expert 
System

Department of 
Haematology, 
Cork University 
Hospital

Health Services 
R&D Awards 2005

Dr Sean F 
Dinneen

Implementing and 
evaluating a structured 
education programme 
and a new model of 
ongoing for Type 1 
diabetes in Ireland

Diabetes and 
Endocrinology, 
University College 
Hospital Galway

1,185,245.00
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Funding Scheme Grant holder Title Department Amount

Health Services 
R&D Awards 2005

Dr Fidelma Dunne Atlantic DIP: Atlantic 
Diabetes in Pregnancy 
Network. Prospective 
studies to examine the 
outcome of pregnancy 
in diabetic women

Dept of Medicine/ 
Clinical Science 
Institute, HSE 
West

1,243,428.00

Cochrane 
Fellowships 2005

Mr Brendan 
Dineen

Laser treatment for 
diabetic retinopathy

Department 
of General 
Practice, National 
University of 
Ireland, Galway

33,184.00

(c) Co funding* 2006

Grant Holder Institution Project Title

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

The Mater Foundation 
(applicant Dr Maria Byrne)

The effect of insulin therapy on 
beta cell survival in patients with 
Maturity Onset Diabetes of the 
Young (MODY)3

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

Muscular Dystrophy Ireland 
(applicant Professor Kay 
Ohlendieck)

Identification of novel biomarkers 
in dystrophic heart and muscle 
fibres using comparative 
proteonomics

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

Diabetes Foundation of Ireland 
(applicant Dr Donal O’ Shea)

Adipocyte size and type 2 diabetes 
in obesity - a study of patients 
undergoing bariatric surgery

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

Irish Heart Foundation 
(applicant Dr R Watson)

Analysis of netrophil migratory 
potential as a predictive marker 
of human cardiac transplant 
rejection

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

Irish Heart Foundation 
(applicant Thomas Barron)

Long term adherence to 
cardiovascular therapy in Irish 
populations

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

Irish Heart Foundation 
(applicant Dr Emma Stokes)

FAME - a randomised controlled 
trial of family mediated exercise 
intervention following a stroke

HRB co-funding scheme with 
the Medical Research Charities 
Group 2006

Irish Heart Foundation 
(applicant Dr James O’ Donnell)

Development of the endogenous 
thrombin potential assay as a 
novel approach to characterising 
a global coagulation status with 
arterial thrombosis

*Information does not include data before 2006
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Heart Health Research Bursaries Awarded 2004 – 2006

2004

Primary Care

Breeda Culhane (CNS in General Practice) Can smoking intervention by a practice nurse 

improve the health status of smokers in GP 

population?

Hospital

John Gately (St. James’s) The lived experiences of patients and their 

patterns of in-hospital education post M.I.

Lisa Browne (Mater) An investigation into the clinical outcomes of 

patients referred to a cardiology led chest pain 

assessment service.

Cardiac Rehabilitation

Catherine Bellew (JCM) Effects of a multifactorial CR programme on 

patients with an implantable cardioverter 

defibrillator.

Olive Lennon 

Stroke Unit Baggot Street  Development of CR programme for the non-

acute stroke population.

Pre-Hospital (Cross-sector)

Hilda Gallagher (St. Vincent’s) Pre-hospital administration of aspirin 

to subjects with suspected acute M.I., a 

comparison of ambulance officers, GPs and 

self referral.

Information Systems, Audit & Research

Oteh Maskon (Tallaght) A 5 year audit of all angioplasty procedures 

performed at the cardiac catheter laboratory of 

AMNCH.

Appendix 5



appendices

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

161

2005

Primary Care

Marie Anne Ryan The Meaning of Being-In-The-World with Advanced Heart 
Failure: A hermeneutic phenomenological study inspired by 
the philosophies of Heidegger & Gadamer

Hospital

Dr. Solomon Asgedom Long-term outcome/ prognosis of Patients with non-
inducible arrhythmia on electrophysiological study

Cardiac Rehabilitation

Mary Kerins The Reasons for non-attendance to and drop out from 
a phase three cardiac rehabilitation programme and an 
analysis of the contributing factors.

Sophie Charles An evaluation of a Phase IV exercise and education Cardiac 
Rehabilitation Program

Health Promotion

Team Application: Siobhan 
Mangan; Leona Nertney; Alice 
Harding

The use of on-site exercise facilities in reducing the 
prevalence of metabolic syndrome risk factors in an Irish 
workplace setting.

Summary of personal learning:

“Living with an Unfixable Heart: A hermeneutic phenomenological study inspired by the 

philosophies of Heidegger & Gadamer.”

Marie Anne Ryan, Clinical Nurse Specialist Heart Failure (2005 recipient)St. James Hospital, HSE Dublin Mid-Leinster

In my role as clinical nurse specialist I endeavour to help patients who live with the symptoms 

associated with a medical diagnosis of ‘heart failure’ to progress some way along the continuum of 

illness to wellness. Experience gained through clinical practice has taught me that the experience 

of heart failure is different for every patient and the experience of living and coping with chronic 

debilitation is an intensely personal one. The funding provided by the Heart Health Research 

Bursary helped me to open an avenue of formal investigation that offered me opportunity to 

develop my academic research skills while at the same time affording me opportunity to learn 

about life with chronic heart failure from those with the greatest authority to inform. The study 

aimed to explore the experience of what it is like for a small number of patients attending one 

Irish Hospital to live with advanced heart failure. This phenomenological study has assisted me in 

my work with people who are trying to survive heart failure by sensitising me to aspects of patient 

experience to which I was unaware. The quality and depth of information offered to me through 

the narratives of the nine study participants of this research study has deepened and enlarged my 

view of the suffering involved in advanced heart failure. The respective stories of what it is like to 

daily struggle with advanced heart failure have helped me to glimpse a degree of understanding 

of this ‘other’ world. I believe that the insight gained in this study has and will continue to help me 

(and perhaps others) to help those who dwell in this ‘other’ world.
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2006 

Hospital

Irene Gilroy Lifestyle Risk Factors for Cardiovascular disease: Association with 

Biochemical Indicators in a Hospital Population.

Cardiac Rehabilitation

Martha Needham What is the prevalence of metabolic syndrome in patients attending 

a Cardiac Rehabilitation program in a general hospital setting?

Health Promotion

Rose Byrne Has recent tobacco legislation changed the attitudes, beliefs or 

smoking status of mental health care hospital staff?

Barry Lambe The practice of cardiovascular health promotion in primary care.

Summary of personal learning:

“Has recent tobacco legislation changed the attitudes, beliefs or smoking status of mental 

health care hospital staff?”

Rose Byrne, Health Promoting Hospital Coordinator (2006 recipient)

Louth County/ Our Lady of Lourdes Hospitals, Dublin North- East  

It is important that all health promotion activities are models of best practice and carrying out 

this study has allowed me to add to the smoking cessation evidence base. Through my literature 

review and study I have gained insight into the needs and attitudes of mental health staff in the 

heart health issue of smoking. It is anticipated that the findings from this research will assist in 

the future planning of smoking issues both for staff and patients. In terms of my own personal/ 

professional development the support of the bursary has been invaluable. I have accessed the 

expert skills and knowledge of a research assistant who has instructed and assisted me with data 

collection, the inputting of quantitative and qualitative data and most importantly its analysis. 

With this vital help I now feel more confident and competent in this area. I have worked for 

twenty seven years in a permanent capacity for this health board region and this my first time 

carrying out such a study. However, the support I received from the heart health bursary has 

motivated and empowered me to consider further research. 
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Examples of research / audit / evaluated initiatives conducted by Departments of Population Health 

and service areas in the former Health Board Areas under the auspice of the Cardiovascular Health 

Strategy 1999 – 2006. 

HSE SOUTH
South – Contact: wendy.walsh@hse.ie

• Report on Audit of Cardiac Rehabilitation Activity in HSE South (Cork & Kerry) 2004, July 2006. 

• Evaluation of Croi Chorca Dhuibhne – A Health Promotion Initiative, November 2005.

• Cardiovascular Surveillance Update- Cardiovascular Procedure Activity, HSE – Southern Area, 

October 2005.

• Evaluation of First Responders Pilot Project, March 2004.

• Cardiac Rehabilitation Phase III: Evaluation of Pilot Projects, November 2003.

• Needs of the SHB Community Nurses for Further Training in Cardiovascular Health and Disease.

• Surveillance Reports on Cardiovascular Disease, Southern Health Board, April 2002.

• Health Needs Assessment of Asylum Seekers – A Better World Healthwise, November 2002.

• An evaluation of a GP ‘Exercise on Referral’ project, October 2002. 

• An evaluation of Brief Interventions Training.  

• An evaluation of the Community Nutrition and Dietetic Service. 

• Qualitative survey on tobacco control among Southern Health Board staff.

• An audit of smoking control in Southern Health Board premises. 

• Survey of tobacco control in small business companies. 

• GMS Drug Data Feasibility Study, September 2002.

• Cardiovascular Disease Surveillance Update, SHB, December 2004.

South East – Contact: Mairead.gleeson1@hse.ie

• Summative Evaluation of Cardiovascular Secondary Prevention Pilot Project in Primary Care, 2006.

• The Primary Care Cardiovascular Pilot Project Managed care of patients post MI, PTCA and CABG 

in the General Practice Setting. Qualitative Evaluation of Phase One: Focus Groups with Key 

Stakeholders.

• Switch Off – Get Active. Pilot Project Evaluation Report, July 2004.

• Report on the SEHB Primary Care Pilot: Quantitive analysis, May 2002.

HSE WEST
Mid-Western – Contact: Fionnuala.Obrien@hse.ie

• Ambulance Service - Response times monitored.

• Regular evaluation of CPR training programmes by participants.

• Cardiac Catheterisation Laboratory, Mid-Western regional Hospital Limerick – continuous 

evaluation of service from the patient’s perspective.

• Cardiac Rehabilitation Service, Mid-Western Regional Hospital, Nenagh – Masters in Cardiac 

Rehabilitation Thesis: Are there changes in usual activities in patients following a cardiac event?,2006.

• Cardiac Rehabilitation Service, Mid-Western Regional Hospital, Limerick – Masters in Cardiac 

Rehabilitation Thesis: Effects of cardiac rehabilitation on patient compliance with risk factor 

modification strategies post percutaneous transluminal coronary angioplasty, 2006.
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HSE DUBLIN NORTH EAST
North East – Contact: Marian.Kiernan@hse.ie

• Pilot Men’s Health Initiative.

• Diabeteswatch.

• Health Status report for the population of the North East.

• Evaluation of Happy Heart Catering Awards.

• Ongoing evaluation of Diabetes Watch programme.

• Evaluation of GP Heart Health Initiative in North East.

• Audits of patients admitted to hospitals with acute coronary syndrome.

• Audit of patients attending emergency department with chest pain.

• Evaluation of smoking cessation services.(2002,2003,2004,&2006).

• Evaluation of smoking and smoking cessation in deprived estates.

• Audit of heart failure clinics.

• Evaluation and audit of warfarin clinics.

• Audit of patients discharged with hypertension. 

• Playground games and markings project evaluation, 2003.

• Irish Heart Foundation Sli na Slaite phase II project evaluation, 2002.

• A randomised controlled trial of the effect of forming implementation intentions on physical 

activity behaviour within a workplace setting, 2004.

• An evaluation of the ‘right way to fitness’ workplace physical activity intervention, 2003. 

• Evaluated and piloted a Health Promotion Training Programme with Pre-School Management and 

Staff including modules on Physical Activity, Nutrition, Oral Health, Health and Safety and Health 

Promotion.  This programme is now being rolled out in partnership with the Border Counties Child 

Care Network.

HSE DUBLIN MID-LEINSTER
Midlands – Contact: Carmel.Brennan@hse.ie

• Evaluation of the Playground Games and Markings Project, September 2006.

• Evaluation of the GP Exercise Referral Pilot Project, December 2005. 

• Audit of 12-Lead ECG Telemetry, March 2005.

• Using a CPR Training Register for Research and Evaluation, April 2004.

• Research Report on the Diabetes Smoking Cessation Initiative, March 2004.

• Advanced Cardiac Life Support Evaluation, December 2003.

• Audit Report of the Laois/Offaly and Longford/Westmeath Diabetes Structured Care Project, 

2003/2004.

• Evaluation of the effectiveness of a Smoking Cessation Clinic in conjunction with a Diabetes Eye Clinic.

• Evaluation of the impact of the Smoking Cessation Reduction Action Programme (SCRAP).

• Evaluation of a Referral for Physical Activity in Primary Care Project.

• Audit of the Happy Heart Catering Award for the Midland Health Board Region.

• Evaluation a Peer Led Food and Health Project.

• Evaluation the Healthy School Food –Eat it Dude’ Project.

• Cardiac Rehabilitation Database.

• Evaluation of Cardiac Rehabilitation Phase III-participant Satisfaction.

• Call to Needle Study.

• Evaluation of Weight Management Training Delivered to Practice and Public Health Nurses.
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South West Area – Contact: Siobhan.Fitzpatrick@hse.ie

• Community Nutrition and Dietetic Service is the Healthy Food Made Easy Project, December 2002.

• Service Review of Care of Older People Dietetic Service SWAHB - September 2002 Evaluation of 

Nutrition Training for Providers of Breakfast Clubs and After Schools, February 2003. 

• Audit of Primary Care Dietetic Service SWAHB, May 2003. 

• Evaluation of Healthy Eating Workshops for Carers of Children in Residential Care, September 2003.

• Impact Evaluation of Breakfast Clubs within SWAHB, April 2004. 

• Evaluation Food and Nutrition Guidelines for Staff and Visitors in Healthcare Facilities training, May 2005. 

• Primary Care Dietetic Service Activity reports, quarterly (ongoing).

• Happy Heart Catering Audits in conjunction with IHF (ongoing). 

• Healthy Food Made Easy Project - project continues in Clondalkin, has been developed in 2005 at 

new sites within Ballyfermot and Tallaght. 

• Menu-planning resource in support of the Pre-School Guidelines.Evaluation and pilot-testing 

within recruited pre-schools through the development phase (2004-2005). 

• Practical Weaning Programme - developed in conjunction with the Public Health Nursing service, 

this project was piloted in Brookfield, Tallaght, in 2005 and is currently being evaluated. 

• Healthy Options To Go (HOT) project - improving healthy options available at forecourt and other 

delicatessen-containing retail outlets. Base-line evaluation stage.  

• Evaluation of Pharmacy Project – Increasing Capacity of Pharmacy Staff to Deliver Brief 

Interventions in Smoking Cessation & Make Appropriate Referrals.

• Customer Satisfaction Surveys of Smoking Cessation Clinics (5 Clinics).

• Ongoing audit of Smoking Cessation Referrals in South County Dublin, Kildare & West Wicklow.

• Evaluation of Training Programmes for Tobacco:

- Brief Interventions

- Physiology & Pharmacology of Nicotine Replacement Therapy

- Provision of Smoking Cessation Support

- Smoking, Pregnancy & the Newborn

- MSc in Cardiac Rehabilitation (Sessional)

- Certificate in Addiction Studies (Sessional)

- Smoking Cessation for Women (In the community setting)

- Evaluation of Resources

- “Quit4Youth” training resource for teachers and youth workers

- “Guidelines for Provision of Smoking Cessation Support “

• PALs Evaluation: Dublin Mid Leinster (covering Dublin South City, Dublin West, Dublin South West, 

and Kildare West Wicklow), August 2002. 

East Coast Area – Contact: sophie.charles@hse.ie

• Evaluation of hospital staff health habits. SCH. 2002. 

• Audit of Cardiovascular primary and secondary cardiovascular risk clinics. 2002 and 2003. 

• Feasibility study of implementing a community phase 3 cardiac rehabilitation programmes, 2003.

• Evaluation of Phase 2 Cardiac Rehabilitation programmes, 2003. 

• Audit of Door to needle time SCH, 2003/2004. 

• Evaluation of uptake of phase 3 cardiac rehabilitation, SCH, 2004. 

• Evaluation of GP Direct Access Cardiac Diagnostic Clinics (SVUH), 2004.
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• Research - Comparative retrospective study of community based Phase 3 cardiac rehabilitation 

and hospital based cardiac rehabilitation programmes, SCH, 2005.

• Research - Adherence to prescribed exercise during and after a cardiac rehabilitation programme, 

SCH, 2005. 

• Audit of Diabetes Shared Care ECAD, 2006. 

• Research - Evaluation of cardiac rehabilitation patient’s risk factor status two years post cardiac 

rehabilitation, SCH, 2006. 

• Audit of staff health screening day, SCH, 2006. 

• Feasibility study of a phase 4 exercise based Phase 4 cardiac rehabilitation programmes, 2006.

• Evaluation of a weight management dietetic clinic for overweight or obese individuals who have 

at least one other risk factor for CVD eg. Hypertension, hyperlipidaemia or diabetes, 2006.

Eastern Regional Health Authority – Contact: Regina.Black@hse.ie

• Catheter Laboratory Review 2003

• Heart Health Action Plan, Cardiovascular Strategy Steering Group Report, 2003.

• First Progress Report on Implementation of Heart Health Action Plan 2004. 

• Heart Health Research Bursaries, see Appendix 5 above.

• Door to Needle Audit, 2003.

• Capacity and Equity in Cardiac Rehabilitation in the Eastern Region 2003.
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Breakdown of Cardiovascular Funding for National Initiatives

i 2000 Funding

National initiative €

National mass media campaign Ireland needs a Change of Heart 

towards anti-smoking campaign targeted specifically at young girls

1,269,738

Sli na Slainte 63,486

National Heart Alliance Conference 21,586

Cardiac technician training 308,546

PHECC set-up costs 317,436

STAG 63,486

Lecturer in Royal College of Surgeons of Ireland 19,046

Order of Malta 12,697

50% cost of pharacoepidemologist at St. James’s 12,697

Cardiac waiting lists 126,973

Staffing and consultancy 215,855

Health Promoting Hospitals Network 63,486

Venues and associated costs for meetings 44,440

Community CPR (IHF) 750,000

Total 3,289,479

ii 2001 funding

National initiative €

National mass media campaign Ireland needs a Change of Heart 

and funding towards the anti-smoking advertisement, NICO

889,040

CHAIR project 285,310

Eco machine for SHB 317,430

SEHB Primary care pilot project 368,220

Cardiovascular Health not drawn down 680,000

Total 2,540,000

Appendix 7



appendices

Audit of Progress on the Implementation of Building Healthier Hearts 1999 - 2005

168

iii 2002 funding (€2.8m available)

National initiative €

Secondary Prevention Programme in GP, Heartwatch 2,675,000

CHAIR project 125,000

Total 2,800,000

iv 2003 funding

National initiative €

Heartwatch (programme costs) 200,000

NCIS 250,000

Specialist Registrar Cardiology Training 172,000

Immediate Care Training for General Practitioners 88,800

Heartwatch (patients costs) 1,000,000

Heartwatch (INDC) 750,000

National Smokers Quitline - Irish Cancer Society 250,000

Research - RCSI 193,193

Research – UCD 57,245

v 2004 funding

National initiative €

Heartwatch 2,763,000

National Smokers Quitline 127,658

Cardiovascular Institute 300,000* 

* Funding made available on a recurrent basis for 3 years

vi 2005 funding

National initiative €

Heartwatch 3,000,000**

Source: DOH&C 2000 to 2003; HSE 2004 & 2005.
** Allocation made in letter of determination on a recurrent basis
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Overview of key health data items by former Health Board areas
 (including mortality rates for males and females, hospital discharges, procedures and cardiac rehabilitation) 

  Mortality Hospitalisation and procedures 

Former 

Health 

Board 

area

CHD 

SDR 

1999-

2003, 

(M)

CHD 

SDR 

1999-

2003, 

(F)

AMI 

SDR 

1999-

2003, 

(M)

AMI 

SDR 

1999-

2003, 

(F)

Stroke 

SDR 

1999-

2003, 

(M)

Stroke 

SDR 

1999-

2003, 

(F)

CHD 

hospital 

discharge 

rates       

(M & F) 

2004

Angiography    

(M & F) 2004

Angioplasty  

(M&F), 2004

CABG      

(M 

& F)  

2004

ERHA Sig 

below

Sig 

below

Sig 

below

Sig 

below

  Sig below Sig above Sig above  

Mid HB Sig 

above

 Sig 

above

   Sig above    

MWHB    Sig 

below

Sig 

below

 Sig below Sig above Sig below Sig 

below

NEHB  Sig 

below

   Sig 

below

Sig above Sig below   

NWHB   Sig 

above

Sig 

above

  Sig above   Sig 

below

SEHB  Sig 

above

 Sig 

above

 Sig 

above

Sig above Sig below Sig below Sig 

below

SHB Sig 

above

Sig 

above

Sig 

above

Sig 

above

  Sig below Sig below Sig below Sig 

above

WHB   Sig 

above

   Sig below  Sig below Sig 

below

CHD   Coronary Heart disease         

CABG  Coronary bypass graft         

M & F   Male and female         
 
SDR   Standardised mortaliy rate         

Sig above and below =  Significantly above and below the national average     
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Examples of Education Programmes Provided to Healthcare staff:

• Smoking cessation

• Brief intervention training 

• Basic Life Skills Programme for Healthcare Providers.  PHNs are updated on evidence-based practice 

for Cardiovascular Health Promotion (Galway)

• Community Nutrition provided nutrition training on weight management in children to PHN and 

Area Medical Officer in 2004 in counties Galway, Mayo and Roscommon

• Community nutrition provided to PHNs and AMO in PAC training programme

• PHNs have received training in BLS/CPR across the HSE 

• Training on nutrition assessment and development of guidelines and assessment tool for PHNs (Co. Clare)

• In HSE South a number of PHNs have also completed programme ‘Walking for Health’ Programme

• Training in the ‘Heart Manual’ in the HSE South

• Being Well, Go for Life training programme

• Weight Management Training programmes

• Cardiovascular Health Management course for Nurses in Primary Care  

• A comprehensive yearly calendar of Health Promotion training is available to PHNs in the Dublin 

West, Dublin Sth West, Dublin Sth City, Kildare & West Wicklow. Courses range from behavioural 

change in nutrition, physical activity, stress management, smoking and alcohol, to health needs 

assessment & practical strategies for weight management with clients.

Training and courses also available in diabetes management, heart failure and cardiac rehabilitation.
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abbreviations

Abbreviations
ACS Acute coronary syndrome

ACLS Advanced cardiac life support

AED Automated external defibrillator

ACEI Angiotensin converting enzyme inhibitors

AMA American Heart Association

AMI Acute myocardial infarction

AMNCH Adelaide, Meath and National Children’s Hospital

ARB  Angiotensin receptor blockers

BHH  Building Healthier Hearts

BLS Basic life support

BMI Body mass index

BP Blood pressure

CABG Coronary artery bypass graft

CARDS Cardiology Audit and Registration Data Standards

CCU Coronary Care Unit

CEO Chief Executive Officer

CHAIR Coronary Heart Attack Ireland Register

CHD Coronary heart disease

CNM Clinical Nurse Manager

CPCP Corporate Planning and Control Processes

CPG Clinical practice guidelines

CPR Cardiopulmonary resuscitation

CRIS Cardiac Rehabilitation Information System project

CRO CHAIR Registration Officers

CSO Central Statistics Office

DoH&C Department of Health and Children

DSAG Diabetes Services Advisory Group

EAG Expert Advisory Group

ECAHB East Coast Area Health Board

ECHO Echocardiogram

ECG Electrocardiogram

EMS Emergency medical services

EMT Emergency medical technician

EMT-A Advanced emergency medical technician

EP Clinical electrophysiology

ePCR Electronic patient care report

ERHA Eastern Regional Health Authority 
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ESC European Society of Cardiology

EU-15 European Union 15 (the fifteen countries in the European Union up to May 2004)

FSAI Food Safety Authority of Ireland

FSPB Food Safety Promotions Board

GMS General Medical Services

GP General Practitioner

HBSC Health Behaviours in School Children

HIA Health Impact Assessment

HIPE  Hospital In-Patient Enquiry Scheme

HIQA Health Information and Quality Authority

HP Health promotion

HPH Health Promoting Hospitals

HPU Health Promotion Unit

HRB Health Research Board

HSE Health Service Executive

IACR Irish Association of Cardiac Rehabilitation 

ICD Implantable cardioverter defibrillator

ICD International Classification of Disease 

ICGP Irish College of General Practitioners

ICSR Irish Cardiac Surgery Register

ICS Irish Cardiac Society

IHF Irish Heart Foundation

IHI Institute for Healthcare Improvement

IHSAB Irish Health Services Accreditation Board

ILAM Institute for Leisure and Amenity Management

ILCOR International Liaison Committee on Resuscitation

IMO Irish Medical Organisation

INDC Independent National Data Centre

ITO International Training Organisation

IUNA Irish Universities Nutrition Alliance

LHO Local Health Office

MERIT Medical Emergency Responders: Integration and Training project

MHB Midlands Health Board

MI Myocardial infarction

MSc Masters of Science

MWHB Mid Western Health Board

NAHB Northern Area Health Board

NCIS National Cardiovascular Information System

NCR National Cancer Registry

abbreviations
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NDP National Development Plan

NEHB North Eastern Health Board

NEMU National Employment Monitoring Unit

NHO National Hospital Office

NRT Nicotine Replacement Therapy

NSTEMI Non ST elevation myocardial infarction

NWHB North Western Health Board

PAD Public access defibrillation

PCCC Primary, Community and Continuing Care

PCI Percutaneous coronary intervention

PCSP Primary Curriculum School Support Programme

PHECC Pre-Hospital Emergency Care Council

PHIS  Public Health Information System

PHN Public Health Nurse

PIMS Patient Information Management System

PSI Pharmaceutical Society of Ireland

PTCA Percutaneous coronary angioplasty

RCSI Royal College of Surgeons Ireland

RGN Registered General Nurse

RIFTFS Research Institute for Tobacco Free Society

RTO Resuscitation training officer

SCD Sudden cardiac death

SEHB South Eastern Health Board

SHB Southern Health Board

SLÁN  Survey of lifestyle, attitudes and nutrition

SPHE Social, Personal and Health Education

STEMI ST elevation myocardial infarction

SWAHB South Western Area Health Board

TOE Transoesophagial ECHO

UCC University College Cork

UCD University College Dublin

UCHG University College Hospital Galway

WHO World Health Organization

WHB Western Health Board

WTE Whole time equivalent

XML Extensible mark-up language

abbreviations
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glossary of terms

Glossary of terms
Advanced cardiac life support (ACLS) - additional interventions required to support life, for example 

intubation or reperfusion therapies.

Angina (pectoris) - discomfort or pain that is typically severe and crushing with a feeling of pressure 

and suffocation due to an inadequate supply of oxygen to the heart muscle. Usually located in the 

chest just behind the breastbone (the sternum) but can be elsewhere e.g. down the left arm.

Angiography - radiography of the blood vessels after introduction of a contrast medium(dye).

Arrhythmia - an abnormality of the hearts rhythm. The heart may beat too fast, too slow or in an 

irregular way.

Arteriosclerosis - a group of diseases characterised by thickening and loss of elasticity of the arterial 

walls.

Atrial fibrillation - abnormal irregular heart rhythm arising from the atria of the heart.

Automated external defibrillator (AED) - small portable piece of equipment that can deliver an 

electric shock to a person in order to convert a cardiac arrhythmia (ventricular fibrillation) into a natural 

rhythm.

Basic life support (BLS) - emergency cardiopulmonary resuscitation, control of bleeding, treatment of 

shock or poisoning, stabilisation of injuries and wounds, and basic first aid.

Cardiac arrest - a medical emergency with absent or inadequate contraction of the heart usually due 

to ventricular fibrillation that causes circulatory failure, loss of consciousness and brain death within 

about 10 minutes if normal heart rhythm is not restored.

Cadiac rehabilitation – a programme for people with heart disease, designed to improve function 

and reduce future cardiac risks.

Cardiologist - a qualified doctor who specialises in the prevention and treatment of disease of the 

heart and cardiovascular system.

Cardiomyopathy (hypertrophic or dilated) - a disease of the heart muscle, which may cause 

thickening, thinning and weakness, or replacement of muscle with fibrous tissue or fat. Patients with 

cardiomyopathies are at increased risk of arrhythmias and sudden cardiac death.

Cardiopulmonary resuscitation (CPR) - the emergency substitution of heart and lung action to 

restore life to someone who appears dead. The two main components of CPR are chest compression 

to make the heart pump and mouth-to-mouth ventilation to breath for the victim.
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glossary of terms

Chain of survival - a process of four linked steps to be enacted to ensure an effective response to 

cardiac emergency.

Cholesterol - the most common type of steroid in the body, cholesterol is carried in the bloodstream 

as lipoproteins. Low-density lipoprotein (LDL) cholesterol is the “bad” cholesterol because elevated 

LDL levels are associated with an increased risk of coronary artery disease. Conversely, ,high-density 

lipoprotein (HDL) cholesterol is the “good” cholesterol since high HDL levels are associated with less 

coronary disease.

Coronary artery bypass graft (CABG) - a surgical procedure which involves bypassing diseased 

(narrowed) coronary arteries with veins obtained from the patient’s legs.

Coronary heart disease (CHID) - can also be referred to as coronary artery disease (CAD) or ischaemic 

heart disease. The coronary arteries arise from the aorta adjacent to the heart and supply the heart 

muscle with blood that is rich in oxygen. CHD refers to narrowing or blockages in the vessels, usually 

due to atherosclerosis.

Defibrillation - the use of a carefully controlled electric shock, administered either through a device 

on the exterior of the chest wall or directly to the exposed heart muscle, to restart or normalise heart 

rhythm.

Echocardiography (Echo) - use of ultrasound to provide moving images of the heart muscle and 

valves, to measure function and identify damaged tissues.

Electrocardiogram (ECG) - a non-invasive test that is used to reflect underlying heart conditions by 

measuring the electrical activity of the heart. By positioning leads (electrical sensing devices) on the 

body in standardised locations, information about many heart conditions can be obtained by looking 

for characteristic patterns on the ECG.

First responder- a person trained as a minimum in basic life support and the use of an AED, who 

attends a potentially life threatening emergency. This response may be by the statutory ambulance 

service or complementary to it. If complementary, first responders can be linked with the statutory 

emergency services or they can be independent and stand alone.

Holter monitor - a test which measures the heart rhythm (ECG) over a 24 hour period while the 

patient records their symptoms and activities in a diary.

Hypertension - defined as a repeatedly elevated blood pressure exceeding 140 over 90 mmHg (a 

systolic pressure above 140 with a diastolic pressure above 90 millimeters of mercury).

Implantable cardioverter defibrillator (ICD) - a self-contained device implanted under the skin or 

muscle of the upper chest wall and connected via electric leads which pass through the veins to be 

fixed to the muscle of the atrium and / or ventricles of the heart. The defibrillator corrects the heart 

rhythm by delivering precisely calibrated and timed electrical shocks, when needed, to restore a 

normal heartbeat.
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Magnetic resonance imaging (MRI scan) - a special imaging technique used to image internal 

structures of the body, particularly soft tissues such as the heart.

Morbidity – the incidence or prevalence of a disease or of all diseases in a population.

Mortality rate – the number of deaths as a proportion of the total population, frequently expressed as 

a rate per 100,000.

Myocardial infarction - death of some of the heart muscle (myocardial tissue) usually caused by 

arteriosclerosis with narrowing of the coronary arteries, the culminating event being a thrombosis 

(clot).

Percutaneous transluminal coronary angioplasty (PTCA) or intervention (PCI) - Dilatation of an 

occluded coronary artery (or arteries) by means of a balloon catheter to restore blood supply to the 

heart. A small device called a stent may be placed in the artery to keep it open after the catheter is 

withdrawn.

Public access defibrillation (PAD) - the open availability of automated external defibrillators to be 

used by members of the public.

Revascularisation - an invasive procedure to increase blood circulation such as angioplasty and 

stenting (see percutaneous transluminal coronary angioplasty) or a surgical procedure called coronary 

artery bypass graft. (see CABG).

Statin – medications that lower cholesterol levels.

Sudden cardiac death - death due to natural causes within an hour of the onset of symptoms, in the 

absence of any other cause and assumed, to have a cardiac cause.
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