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This report
This report has been prepared jointly by Knowsley Council, the Clinical
Commissioning Group (CCG) and partners of the Knowsley Health and Wellbeing
Board (HWB).
Its purpose is to provide an analysis of cardiovascular disease in order to determine
the following:
o
o
o
o

How much impact does this issue have on local people?
Can this impact be reduced through local action?
Can local action reduce health inequalities?
Will local action on this help address other issues too?

Understanding these things helps the HWB determine the level of priority that this
issue should be given in the Borough’s Health and Wellbeing Strategy.
This is one of a series of reports that comprise Knowsley’s Joint Strategic Needs
Assessment (JSNA).

Contacts
For information about this report please contact:
Ian Burkinshaw, Research & Intelligence Manager, Knowsley Council
Phone: 0151 443 3067

Email: ian.burkinshaw@knowsley.gov.uk

Further information
For a PDF copy of this report, and other research intelligence products, visit
Knowsley Knowledge – the website of Knowsley’s JSNA
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1.

Introduction

Cardiovascular Disease (CVD), is an overarching term that describes a family of
diseases which share a common set of risk factors including Coronary Heart Disease
(CHD), Stroke (CVA) and Heart Failure which all cause or result from, atherosclerosis
(furring or stiffening of the walls of arteries).
CHD is caused when the walls of the coronary arteries become narrowed by a gradual
build up of fatty material (atheroma), so the heart does not receive enough blood. This
can cause angina, heart attacks and progressive heart muscle damage.
Stroke is a ‘brain attack’ caused by a disturbance of the blood supply to the brain.
Raising awareness, management of acute stroke and transient ischemic attack (TIA),
rehabilitation and reablement are key priority areas.
Heart Failure is when the heart is less efficient at pumping blood around the body and
may result from structural heart abnormalities or from the ageing process. The most
common cause of heart failure is a myocardial infarction (heart attack) which causes
damage to the heart muscle either at the time or months or years later.

1.1

What this report covers

This needs assessment covers a wide range of data relating to Knowsley adults
suffering from Cardiovascular disease. It presents analyses of the prevalence of long
term conditions in Knowsley, relative comparisons with the national picture and
variations across the borough. Where possible, the analysis looked at the historical
trends to see whether needs had increased or decreased over the past year, and
whether this was part of a sustained trend. Data was also looked at by localities to see
whether there were differences in health for different areas of the borough. Overall
there were few statistically significant variations when compared to the previous year,
this is to be expected given that health changes at the population level are slow
moving, and as such, any trends must be treated cautiously.
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Why is cardiovascular disease important in Knowsley?

The term cardiovascular disease covers all the disorders that can affect the heart and
the body’s system of blood vessels (vasculature),. Kidney disease and hypertension
(high blood pressure) are closely linked to cardiovascular disease and are also
considered in this report.
Many cardiovascular diseases result in chronic conditions that develop or persist over
a long period of time. However, these conditions may also cause acute events such as
heart attacks and strokes that occur suddenly when a vessel supplying blood to the
heart or brain becomes blocked.
Cardiovascular disease is one of the key contributing factors to reduced life
expectancy in Knowsley and is the second leading cause of death after cancer.
Cardiovascular disease accounts for approximately 25% of all local deaths and such
deaths account for some of the gap in life expectancy between Knowsley and
England. In 2012, 349 people died of Cardiovascular Disease. Tackling premature
CVD death is vitally important if we are to reduce health inequalities in the borough.
Heart disease and stroke are largely preventable diseases. Individuals can reduce
their risk of CVD by engaging in regular physical activity, avoiding tobacco use and
second-hand smoke, choosing a diet rich in fruit and vegetables, avoiding foods that
are high in fat, sugar, and salt, and maintaining a healthy body weight. Medical
management of blood pressure and cholesterol levels in targeted individuals can also
reduce the risk of future CVD and developing further complications.
Primary prevention concentrates on altering the modifiable lifestyle factors mentioned
above, but there is also a role in secondary and tertiary prevention including ensuring
appropriate availability of medicine as necessary, rehabilitation and lifestyle
interventions and equity of access to high quality surgical procedures.
Preventing cardiovascular disease and improving the management of circulatory
disease will help to reduce inequalities in health. It is a priority linked to the narrowing
the inequality gap goal contained within the Strategy for Knowsley. It is a key priority
for the local authority and Clinical Commissioning Group.
Programme budgeting analysis done by Yorkshire and Humber Public Health
Observatory suggests Knowsley CCG spends £146 per head of population on
Circulatory disease conditions (2013/2014) compared to £120 for England and £119
for comparable CCGs. This means relatively higher spend and worse outcomes
compared to other areas in England (SPOT, 2013/14 figures). The total spend on
circulatory conditions was reported to be £7,178,675 in 2013/14 with approximately
60% of this spent within secondary care – this includes elective and Non elective
points of delivery ( Planned and Unplanned care treatments).
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3.

Impact on Knowsley residents

3.1

Current level of need

Prevalence is the number of people in a given population with a particular condition at
a point in time. The diagnosed prevalence of CHD and heart failure is calculated from
the returns submitted to the Health and Social Care Information Centre (HSCIC) as
part of the Quality and Outcomes Framework (QOF) by each GP practice. Diagnosed
prevalence is the number of patients who are on GP practice's disease register,
individual practice returns are then combined to calculate a prevalence rate for the
registered population of each local CCG.
In 2013/14 the prevalence of coronary heart disease (CHD) in Knowsley was higher
than observed nationally (4.45% in Knowsley compared to 3.4% nationally), this is a
slight reduction on that reported the previous year of 4.53% (-129 cases).
Hypertension (high blood pressure) is also higher in Knowsley compared to nationally
(14.69%, 23,619 people, compared to 13.7%). However, prevalence of stroke and TIA
was 1.7%, just short of that reported as the national position. This information is
derived from GP patient diseases registers as a proportion of the list size and although
it gives a good indication of a specific prevalence of a disease area it fails to highlight
cases within the community that have yet to be discovered.
CHD prevalence and certain aspects of CHD primary care management are monitored
under the Quality Outcomes Framework (QOF) system. However, there is evidence
that recorded totals of CHD prevalence underestimate the true disease burden. The
2013‐14 QOF returns show 1.9 million CHD cases in England whereas expected
prevalence is around 2.44 million (-22% of expected)

Figure 1: Knowsley Primary care Disease prevalence register 2013/14
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The chart above, fig.1 shows prevalence for the borough mapped against the England
position.
For CHD the reported prevalence of 4.45% (7,161 patients) is greater than the
national average. This figure however, needs to be considered in the light of the
expected value of around 9750 based upon Health Survey for England results applied
to the CCG registered population. Lower prevalence in the area could be linked to
deficient case finding techniques in greater deprived areas

Figure 2: CHD prevalence by practice 2013/14

Figure 3: Circulatory indicator performance Source:NHS England

The table above (figure 3) below shows the relative performance of Knowsley Clinical
Commissioning Group across a number of circulatory indicators against its peers and
England as a whole; of the indicators measured:
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4 are performing in the worst quartile
7 are in the interquartile range ( with no significant difference between the most
similar 10 CCGs)
4 are performing in the top quartile

4.

Associated risk factors/contributors

4.1

Fixed risk factors

There are some risk factors for CVD that are irreversible and out of our control. These
include: ageing, being male, and having a family history of CVD. People of South
Asian ethnicity may have a greater susceptibility to CVD because of genetic and
metabolic factors. Nice guidance cites the interheart1 study that demonstrated that
these fixed risk factors account for approximately 10% of the risk for CVD. Therefore,
the vast majority of risk factors are reversible

4.2

Modifiable risk factors

NICE Commissioning Guidance CMG453 identifies nine major modifiable risk factors
for myocardial infarction (heart attack) in adults in order of ‘Population Attributable
Risk’ which indicates the number (or proportion) of cases that would not occur in a
population if the factor were eliminated (e.g. how many lives would be saved if people
no longer smoked? Or what proportion of the population would not have CVD if these
risk factors were eliminated)









Abdominal obesity: This is measured in particular by a raised waist
circumference and has the highest population attributable risk at 63.4%;
Abnormal lipids (cholesterol): This means a cholesterol level above 5.0
mmol/litre and has an attributable risk of 44.6%;
Psychosocial factors: Measured by a ‘high’ GHQ12 score of 4 and above (used
to measure possible mental health problems). Population attributable risk of
38.9%;
Regular physical activity: This is the proportion of the population not meeting
exercise guidelines. Population attributable risk of 38.4%;
Smoking or tobacco use: Measured by the current smokers in the population
and has an attributable risk of 29.3%;
High blood pressure (hypertension): The level of high blood pressure in the
population and has a population risk of 21.9%;
Excess alcohol consumption: Measured by the proportion of the population
drinking over recommended levels at least one day a week and has an
attributable risk of 18.7%;
Diabetes: This includes both diagnosed and undiagnosed diabetes and has an
attributable risk of 15.0%;

1

https://www.nice.org.uk/guidance/cmg45/chapter/assessing-service-levels-for-cardiovascular-diseaseprevention

8

KNOWSLEY JSNA REPORT



CARDIOVASCULAR DISEASE

Diet: This includes consumption of food that is high in fat, salt, and sugar and
not consuming five portions of fruit or vegetables daily. Diet carries a population
attributable risk factor of 12.4%.

NICE estimates that 57.1% of the national adult population aged over 18 years will
have at least one of these factors. This increases to around 80% for the population
aged 55 and over, and further to around 84% for those aged 65 and over. These risk
factors contribute to other illnesses that are also key causes of CVD themselves –
hypertension, diabetes, and hyperlipidaemia. Ultimately, the presence of one vascular
condition further increases the risk of developing others. Of particular importance are
individuals with a clustering of these risk factors as these are the people at greatest
risk of early death and chronic illness in Knowsley.
There are also modifiable risk factors beyond the biological/psychological and these
include:

Deprivation;

Poor housing;

Fuel poverty;

Education;

Insufficient access to high quality primary care, particularly in relation to
cholesterol and blood pressure lowering treatments and smoking cessation
services.

4.3

Lifestyle factors

Poor Nutrition
A World Health Organisation (WHO) report in 2002 stated that a diet high in fat
(particularly saturated fat), sodium and sugar and low in complex carbohydrates, fruit
and vegetables increases the risk of Cardiovascular disease. Maintaining a healthy
diet is essential, irrespective of the individual risk of CVD.
It has been recommended that the percentage food energy derived from fat should be
35%, with 11% from saturated fat. However, there is currently some debate regarding
the validity of current advice regarding a low-fat diet.
Trans fatty acids reduce high-density lipoprotein (HDL) and increase low-density
lipoprotein (LDL) cholesterol and can increase CHD risk. A meta-analysis showed that
a 2% increase in the energy intake from trans fatty acids increased CHD incidence by
23%. Eating oily fish rich in omega-3 fatty acids has been shown to reduce CHD
mortality.
Decreasing salt intake is effective in addressing hypertension in the population, and
therefore has an impact on cardiovascular disease and stroke in particular. Increased
intake in dietary fibre also appears to reduce risk of CVD.
Infrequent exercise
Obesity is an independent risk factor for CHD as well as a risk factor for hypertension.
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Physical activity reduces the risk of CHD. The 2002 World Health Report estimated
that over 20% of CHD in developed countries was due to physical inactivity
Recommended physical activity levels are 30 minutes of moderate physical activity on
five or more days per week. Over one third of UK adults are estimated to be inactive
(exercising for less than one occasion of 30 minutes per week).
Alcohol
The World Health Report in 2002 estimated that 2% of CHD in men in developed
countries is due to excessive alcohol consumption. 1 to 2 units of alcohol per day may
reduce the risk of CHD as alcohol increases HDL cholesterol and reduces thrombotic
risk. Higher levels of consumption increase risks from other causes
Men should drink no more than 3 to 4 units on any one day and women no more than
2 to 3 units.
Psychosocial wellbeing and social deprivation
In England and Wales there is a positive correlation between deaths from circulatory
diseases and levels of deprivation. The difference in CHD rates in different socioeconomic groups is related to many factors, including diet, smoking, exercise, and
alcohol.
Work stress, lack of social support, depression, anxiety and personality (particularly
hostility) can all also increase CHD risk.
Cholesterol
CHD risk is related to cholesterol levels, The INTERHEART study suggested that 45%
of heart attacks in Western Europe are due to abnormal blood lipids.
Familial hypercholesterolemia increases the risk of CHD. 50% of males and 30% of
females will develop CHD by the age of 55 if the condition is left untreated. Estimates
suggest only 15-17% of cases are diagnosed leaving people with the condition at risk.
NHS England have recognised early identification of this condition as a high impact
intervention to address premature mortality and recommend following NICE guidance
around cascade testing of relatives of cases.
People with low levels of HDL cholesterol have an increased risk of CHD and a worse
prognosis after a myocardial infarction.
In the UK, it is suggested that the target cholesterol is <4 mmol/L for people with
diabetes or established CVD or for people at high risk of developing CVD. People with
HDL cholesterol <1 mmol/L should also be considered for treatment.
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Family history
Several regions of the human genome have been shown to be associated with either
CHD or hypertension, genetic predisposition and shared lifestyle are likely to
contribute to this.
First-degree relatives of patients with premature myocardial infarction have double the
risk themselves.
More than one third of admissions for premature myocardial infarction could be
prevented by screening and treating first-degree relatives.
Smoking
Adult smoking prevalence in Knowsley is 32% (2012/13) compared to 20% nationally
and 28% regionally.

Figure 5: Current smokers 2012/13

Female smoking rates in Knowsley are higher than male rates. Smoking prevalence in
Knowsley increases with age and reaches a peak in the 45-54 age group (40%).
Thereafter prevalence falls and reaches 19% for people aged 65 years of age and
older.
There has been a long standing link with smoking prevalence and deprivation, and the
same pattern emerges for Knowsley. For instance, 46% of those who rent their
accommodation from a housing association in Knowsley currently smoke, compared to
22% of owner occupiers.
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According to the Young Persons’ Alcohol and Tobacco Survey (2013), the percentage
of young people claiming to smoke in Knowsley is 10%, the same level as in 2011
remaining below the regional average of 15%.
It is now established that second hand tobacco smoke is harmful to those who are
exposed to it regularly and is especially harmful to those who are young and those
that have a respiratory illness. The 2013 School Health Related Behaviour Survey has
highlighted that 44% of year 10 boys and 54% of girls reported that more than one
person smoked within their home environment in the past week

4.4

Hypertension

Hypertension is a clinical term which captures the levels of elevated blood pressure
where adverse health effects are seen. Although it has no symptoms, hypertension is
the leading cause of many health problems including heart disease, stroke, kidney
disease and dementia. High blood pressure is very common; in the UK it affects more
than 1 in 4 adults, and it is the second biggest risk factor for premature death after
smoking.
Risk factors for hypertension include being overweight or obese, smoking, eating too
much salt, low fruit and vegetable intake, high alcohol consumption, sedentary
lifestyle, ethnicity, older age, and family history.
The positive message is that as most of these factors are lifestyle-related, most cases
of high blood pressure (90% or more) are preventable.
Hypertension has a huge impact on health services (e.g. drug costs, hospital
admissions for heart attacks and stroke), but the consequences extend much further.
The impact on individuals and communities of living with the long term conditions such
as dementia and stroke is also considerable and can be beyond measure. Those
affected may lose certain abilities, their work, income, even elements of their identity.
They may become increasingly dependent on informal carers or social care.
The impacts of hypertension are not evenly distributed throughout our communities;
people in the most deprived areas are more likely to have high blood pressure, and
are more likely to have poor health outcomes as a result. If we can tackle high blood
pressure we will see significant reductions in social care costs, as well as improved
health outcomes, reduced health costs, reduced unplanned hospital admissions and
reduced inequalities.
There are over 22,000 people recorded as having high blood pressure on Knowsley
GP registers, but it is estimated that this is only 56% of the real number. This means a
further 17,000 people in Knowsley are likely to have high blood pressure but do not
yet know it and therefore, are not able to access effective interventions to reduce their
risk of complications. Good management involves lowering blood pressures into
12
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normal ranges and also addressing cardiovascular risk and any complications in bodily
systems (e.g. heart, kidneys and eyes).
Primary Care, lifestyle services and, of course, patients themselves, are the key to the
effective management of high blood pressure. We know that the identification of high
blood pressure and the quality of management varies within our local practices. For
example, recorded prevalence at practice level ranges from 11.3% - 20.7%, whereas
modelled data of diagnosed and undiagnosed disease suggests a real range at
practice level between 18.7% and 29.6%.

4.5

Chronic kidney disease (CKD)

The kidneys have a key role in filtering the blood and metabolising waste products,
including drugs. They have a key role in the production of blood cells, maintaining a
healthy blood pressure and bone metabolism. In chronic kidney disease the kidneys
do not function effectively. This can happen as a result of other diseases, such as high
blood pressure or diabetes, The risk of cardiovascular events – such as a heart attack
or stroke is raised in kidney disease and as well as treatment for their kidney disease
patients also require their cardiovascular risk managing.
There are five stages of CKD defined by how well the kidneys are functioning and by
the time a person notices symptoms of kidney disease they may be quite far down the
path of deteriorating function. End stage kidney disease can mean dialysis, or
transplantation.
The Yorkshire and Humber Public Health Observatory have produced modelled
estimates on the true prevalence of CKD in the population and estimates that in
Knowsley around 5.9% of the population over 16 have kidney disease. That is around
6903 people. The prevalence increases with age, especially those aged over 55 and
females see more disease than males.
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Life expectancy and mortality

Cardiovascular disease (heart disease and stroke), known as circulatory diseases, are
significant contributors to Knowsley’s life expectancy gap to England.
Circulatory diseases are the third highest cause of the life expectancy gap for males
between Knowsley and England (17.4% of the gap), with coronary heart disease
responsible for the majority of this (16.4% of gap). For the gap in female life
expectancy, circulatory diseases are the fourth highest contributor (10%).

5.1

Mortality

Coronary heart disease (CHD) is a major cause of morbidity and mortality, and is a
HWB priority. CHD is responsible for 53% of CVD‐related deaths and, by itself, CHD is
the most common cause of death in the UK. Coronary heart disease manifests itself in
two main forms: angina and heart attack. It is usually caused by a build‐up of fatty
deposits (atheroma) on the walls of the coronary arteries. The build‐up of such
deposits makes the arteries narrower and restricts the flow of blood to the heart, a
process known as atherosclerosis. Factors that increase the risk of developing
atherosclerosis include smoking, high blood pressure, high blood cholesterol, lack of
regular exercise, diabetes, being overweight, and a family history of CHD.
Cardiovascular disease remains a substantial burden to the UK, both in terms of
health and economic costs. Despite significant declines in incidence and mortality,
CVD is still the biggest cause of mortality in women. The improvements in survival
mean that there is now a high prevalence of people living with CVD, and consequently
high numbers of prescriptions for secondary prevention. The most recent HSE reports
that lipid-lowering drugs are the most prescribed medicine for men, and the second
most prescribed for women. Prevention measures to improve diet, physical activity,
binge drinking and tobacco use are necessary to tackle both these inequalities and
premature mortality from CVD.
Nationally, almost 1 in 5 men and 1 in 8 women die from heart disease with it being
responsible for 82,000 deaths in the UK each year, an average of 224 people each
day. Locally in 2013 this was reported to be 349 and was the second biggest cause of
death in Knowsley behind Cancer and represents around 23% of all deaths in
Knowsley.
Most deaths from heart disease are caused by a heart attack of which there are
around 188,000 heart attacks in the UK each year, around 1 every three minutes with
7 out of 10 people surviving the primary event. Around 62,000 men and 39,000
women in England suffer a heart attack each year.
In England, around 11% of men and 15% of women who were admitted to hospital
with a heart attack die within 30 days, this pattern is similar in Knowsley with 10% of
men and 13% of women dying within 30 days of the event. Every six minutes
someone dies of a heart attack in the UK with around one third of people who
experience a heart attack dying before reaching hospital.
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Knowsley had the 27th highest mortality rate due to cardiovascular disease in England
out of 326 local authority areas in 2011- 13. The premature mortality rate from
cardiovascular disease in Knowsley between 2011 and 2013 was 74.7 deaths per
100,000 population. Knowsley's rate was significantly higher than England (78.2), and
marginally higher than the North West region (92.8); the Liverpool City Region (92.2)
and Knowsley Statistical Neighbour Group (97.8)
Premature CVD mortality is just under double (43%) the rate in males compared to
females. Premature mortality rate was 131.0 deaths per 100,000 population in 201113 for males in comparison to a female rate of 74.7 deaths per 100,000 population.
Premature female and male CVD mortality has fallen by 82% during the period 200002 to 2010-12.
Figure 4 below shows expected versus observed deaths from CVD in Knowsley. It
shows that there were 83 excess premature CVD deaths under the age of 75 in
Knowsley between 2011 and 2013 (28 per year) compared to the same death rates in
England. These excess deaths predominantly occurred between the ages of 50 and
84.

Figure 6: Observed vs Expected Deaths from CVD by age, 2011-13
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Excess winter deaths

Along with Respiratory disease, Coronary Heart Disease is a key contributing factor to
excess winter deaths. That is the number of deaths occurring over the winter months
in excess to those we would expect to see if the same rates were seen throughout the
year

Figure 7: Excess winter mortality in Knowsley

The chart above, Fig 4, highlights that the number of excess winter deaths (EWD) in
Knowsley has varied over the twelve years since 2001/02 when there were 50 extra
winter deaths than expected. The highest recorded number of EWD occurred in the
most recent reporting period (120 EWD occurring in 2012/13) and the lowest occurring
the previous year in the 2011/12 winter period (30 deaths). Since 2001/02, there has
been an average of 70 excess winter deaths per year in Knowsley meaning that the
number of EWDs in 2012/13 was 71% above average. Excess mortality in England in
2012/13 coincided with influenza, respiratory syncytial virus (RSV) and cold weather,
with an unusually prolonged influenza season and late cold period reported and is the
likely cause of the excess mortality in Knowsley during this period. EWD for CVD was
24.5 in 2012/13, approximately 20% of all EWDs.
Flu vaccination, as discussed in the respiratory chapter, is a key component of the
approach to excess winter deaths and patients with cardiovascular disease should be
encouraged to take up their free flu jab annually.
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Trends / projections in mortality

Over the last ten years, between 2001-03 and 2011-13, premature CVD mortality has
decreased by 45%. This downward trend, as shown in figure 8 below, is likely to
continue. In addition, the absolute gap in premature CVD mortality rate between
Knowsley and England fell by 46% over the 10 year period.

Figure 8: Under 75 mortality from Cardiovascular Disease – 2001-03 to 2011-13

It is predicted that there will continue to be reductions in the CVD premature mortality
rates and that the gap between Knowsley and England in the long term will continue to
reduce. However, the reduction rate overall and speed in reducing the inequalities
gap will be dependent upon the measures undertaken to prevent and treat
cardiovascular disease. This projection is based upon the continued investment in
existing prevention programmes, new technologies and further enhancements in
medical care.

6.

Current service provision and acti vity

6.1

Community provision

Knowsley Clinical Commissioning group, via engagement with stakeholders and
based upon the previous levels of need highlighted in the last JSNA designed a
clinically led community cardiology service to improve the clinical diagnosis and
management of patients with suspected CVD offering diagnosis and treatment at one
appointment wherever clinically appropriate.

17

KNOWSLEY JSNA REPORT

CARDIOVASCULAR DISEASE

The service both reviews and optimises the treatment/management of patients with
confirmed CVD and is a consultant led multidisciplinary service. The elements of the
service are:
 Carry out appropriate diagnostics in a one stop environment with diagnosis and
support to patients
 Agree and initiate a treatment and management plan, including medicines
review, during the consultation where clinically possible
 Arrange any further diagnostic tests and/or agree a review date for diagnosis if
required – a range of diagnostics are available at the single visit clinics for
example ECG, Echocardiogram, 24 hour blood pressure monitoring
 Undertake reviews of patients with established CVD requiring optimisation of
therapy and initiate any revised treatment
 Onward referrals to secondary care or tertiary services will be managed by the
service via Choose and Book ensuring Choice of provider is offered
 Where patients require access to rehabilitation, community services, social
care, leisure services, third sector etc. the service manages the onward referral.
Once patients have been stabilised and require no further intervention from the service
they are discharged back to their GP for on-going management with a management
plan. A new addition to the service is a dedicated telephone number for healthcare
professionals to access for advice and guidance. This is available every day operating
the same hours as the service. There is also a dedicated e-mail address for help and
advice for healthcare professionals.
A nurse led Heart Failure service runs alongside the consultant led multidisciplinary
clinics. The service diagnoses those patients who are referred with suspected heart
failure and optimises treatment for patients with existing heart failure.
Cardiac rehabilitation is also provided by the service in local venues leisure centres,
rehabilitation is tailored to individuals needs via a plan providing high quality, evidence
based care. There is a defined pathway of care meeting the core components and
aligned with patient preference and choice and is delivered with a menu based
approach
The provider ensures that the standards and core components outlined by the British
Association for Cardiovascular Prevention and Rehabilitation (BCCPR) are adhered
to. There are seven core components and these are:
1. Health behaviour change and education
2. Lifestyle risk factor management – physical activity and exercise, diet, smoking
cessation. Smoking cessation must be available.
3. Psychosocial health;
4. Medical risk factor management – blood pressure, lipids and glucose
assessment and monitoring
18
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5. Cardioprotective therapies – medication and implantable devices.
6. Long-term management – includes reassessment and identification of long term
management goals.
7. Audit and evaluation – cardiac rehabilitation service should formally audit and
evaluate its service. Data is contributed to the National Audit for Cardiac
Rehabilitation.
Cardiac rehabilitation includes early assessment of individual patient needs in each of
the core components, on-going assessment throughout their programme and
reassessment on completion of the programme. Patients are offered an assessment
within two weeks of discharge or diagnosis. Patients who decline the offer of cardiac
rehabilitation or who do not complete the programme have the ability to complete or
join the programme.
Another component of the service is a stroke service comprised of stroke rehabilitation
and early supported discharge service.

6.2

Hospital activity

The ratio of planned to emergency cardiovascular disease activity over the period
2011/12 through 2014/15 is depicted below in Figure 9, on average 54% of activity is
unplanned (via emergency routes) and growth in this area is 2.9%. Planned activity,
(that which is carried out as a result of referral from GP or other healthcare
professional) accounts for 46% of the total activity with growth in the last three years
averaging 11%.
This switch from non elective or emergency routes to planned activity is reflective of
the clinical commissioning groups re-designing of cardiology services delivered within
the community along with increasing awareness of the issue.

Figure 9: Cardiology related activity (ICD10 codes I00 – I78) split by type – 2011/12 to 2014/15
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Figure 10: Procedures carried out by type

The total number of operations carried out to treat CHD is increasing in the borough,
as it is nationally. More than 90 000 procedures were carried out in 2014 in the UK as
a whole. The number of CABGs (Coronary arterial bypass grafts) reached a peak in
the late 1990s/early 2000s, recently they have become somewhat less common due to
the more widespread use of less-invasive procedures such as PCIs (Percutaneous
coronary interventions).
The number of PCIs carried out in Knowsley in 2014/15 were twice that undertaken
three years earlier; this is as a result of increased emergency presentations and those
carried out in a timely manner via the planned route as part of the partnership working
and community based consultant led services.

Stroke
The chart below, figure 11 shows the relative levels of emergency admissions for a
primary diagnosis of stroke (ICD10 codes I61*, I63* and I64* - as used by Royal
College of Physicians).
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Figure 11: Stroke incidence by age / sex 2014-15

Whilst stroke is primarily associated with age and ageing, it is important to note that
the number of Knowsley patients under the age of 65 who are being admitted to
hospitals due to stroke is increasing, this group now represents 28.3% of all stroke
admissions. This may be due, in part, to increased awareness of stroke symptoms.
Hypertension is a key risk factor for stroke and should be a major factor of stroke
prevention.
In 2013/14 there were 2,829 people who had been diagnosed with a stroke in NHS
Knowsley CCG. In the same period there were 237 admissions recorded on the
Sentinel Stroke National Audit Programme. In the borough, 38.3% of stroke patients
admitted who had a history of atrial fibrillation were prescribed anticoagulation prior to
their stroke, this is lower than the England rate (39.7%). The identification and
appropriate management of atrial fibrillation is a high impact intervention for
populations which can reduce mortality and morbidity from stroke, especially in those
aged over 65.
Early mortality rates (under 75 years of age) for stroke in NHS Knowsley CCG were
24.1 per 100,000 people. This was significantly higher than the England rate (13.7).
Later mortality (over 75 years of age) rates from stroke in NHS Knowsley CCG were
486.0 per 100,000 people. This was similar to the England rate (601.8).
Over the last four years, 2011/12 through 2014/15 there has been an overall increase
in presentation of strokes at local acute providers for Knowsley residents of around
7%, with the majority of this increase being contributed to by females, who as a group
together are showing average growth in incidence of around 9%, nearly twice that of
males.
This picture is mirrored in terms of mortality in that death resulting from this presenting
episode for a stroke diagnosis shows that 1 in 10 male admissions ends in death
whereas for females its twice as high, 1 in 5.
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Heart Attack
Most deaths from heart disease are caused by a heart attack, in England, around 11%
of men and 15% of women who were admitted to hospital with a heart attack die within
30 days, the chances of dying increase with age and are higher in women than men.
Every six minutes someone dies of a heart attack in the UK, with one in three people
having heart attack dying before they reach hospital.
Over the last four years, 2011/12 – 2014/15, the incidence of heart attacks in the
CCGs GP registered population has increased by an average 10% year on year.
This growth, when split by gender shows that female incidence has grown by 1% and
male incidence by 17% during this period. Mortality from Heart attacks (patients who
die in hospital following admission for heart attack) has also grown during this period
by around 22%. These increases in mortality are observed to be in the older
population, typically 70+, this in part can be attributed to an ageing population within
the borough and improvements in interventional techniques which have impacted
positively on survival rates for younger patients.

Figure 12: Incidence of Heart Attacks by age / sex 2014-15

.

7.

Evidence of what works locally and elsewhere

7.1

Population level approaches

NICE guidance CMG451 ‘Services for the prevention of cardiovascular disease’
recommends that commissioners should work with their Health and Wellbeing Board
to:
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Ensure that information is collected on local knowledge of CVD risk factors and
used to enable appropriate targeting of population-wide approaches and
community-level interventions;
Set realistic targets for levels of CVD prevention activity and encourage
prioritising this in future work programmes;
Encourage health outcomes to be used as a measure for the achievements of
regulatory and licensing action.

NICE (PH25) has also produced population level public health guidance focusing on
legislative, regulatory and voluntary changes – including further development of
existing policies to prevent cardiovascular disease. Topics covered include:








How to reduce the nation’s consumption of salt, saturated fats and trans fats
How to ensure food marketing and promotions aimed at children and young
people do not encourage them to consume high levels of salt, saturated fats
and trans fats
Commercial interests
Food product labelling
The European Union’s common agricultural policy
Public sector catering guidelines
Advice on take-aways and other food outlets.

In Knowsley work has been progressing to put in place the local interventions required
to support these approaches. To date, around 20% of local takeaways have received
training in healthier cooking practices, including cooking dishes with less salt and
providing salt shakers with reduced holes. A campaign encouraging customers to ask
for these dishes (with less salt, fat and sugar) is also underway.
The annual “know your numbers” campaign to encourage testing of blood pressure is
a further opportunity to raise population awareness of hypertension, in 2014/15 over
420 people in Knowsley accessed this service to get their blood pressure checked, 88
residents were advised or were referred back to see their GP.

Assessing an individual’s risk of CVD


The NHS Health Checks programme is a key mechanism for the identification
of unrecognised hypertension and also identifying risk factors for hypertension.
The programme is delivered through all GP’s in Knowsley. All eligible people
aged between 40-74 are invited for a health check every five years. The checks
aim to identify any signs of established/early cardiovascular disease and also
give a 10 year risk projection of developing the disease. The results of tests
which include BP, Cholesterol and BMI are calculated to give a QRISK score
and this gives people an opportunity to reassess their lifestyle behaviours. The
programme also identifies diabetes, impaired glucose regulation and kidney
disease.
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The number of health checks offered and taken up are reported to the
Department of Health every quarter and Q1 15-16 figures for uptake was 64.1%
compared to Q1 14-15 28.3%.

The commissioning of systematic CVD risk assessment programmes is recommended
by NICE2.
NICE also recommends:





Ensure that services are available for people who are not eligible for a
screening Health Check but who may be at risk. These people include: people
younger than 40 or older than 74, people with existing vascular conditions,
people with suspected familial hypercholesterolemia, and other high risk groups
(those in deprived areas, those of South Asian origin, and those with severe
mental illness including schizophrenia and bipolar disorder);
Opportunistic approaches to identify additional people with undiagnosed CVD
in line with the aims of ‘Making Every Contact Count’ is recommended by NICE
as a valuable preventative tool;
Ensure the uptake interventions are maximised. Examples are to specify that
healthcare professionals make referrals rather than asking the patient to make
their own referral, monitor the number who do and do not take up the offer of
lifestyle interventions, discuss the pros and cons of different referral systems
with providers, and conduct local audits of referral practice and effectiveness.

Behaviour change and lifestyle interventions
Develop and monitor local intervention services key to CVD prevention: the main four
are smoking cessation services, dietary interventions, physical activity interventions,
and alcohol services. These will be considered in more detail in the relevant JSNA
chapters.
NICE has also produced two public health ‘behaviour change’ guidance, (PH 6 and
PH49) and there is specific guidance on lifestyle factors such as smoking cessation
services etc.
Medical interventions
Several NICE guidelines have been produced on medical interventions and clinical
pathways. This includes;



Lipid modification: cardiovascular risk assessment and the modification of blood
lipids for the primary and secondary prevention of cardiovascular disease
(CG181);
Several guidance related to hypertension;

NICE recommends medical interventions for the management of CVD risk factors.
This includes drugs to reduce cholesterol (lipid modification drugs including statins),
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interventions to reduce blood pressure including antihypertensive drugs, and drugs to
prevent blood clots including anticoagulants and antiplatelet treatments.

8. How residents, communities, and stakeholders view
this issue?
The National Outcomes Strategy for cardiovascular disease (DOH, 2013) undertook
research to discover what the public, people with circulatory / cardiovascular disease
and their carer’s, and clinicians want from services. The below findings are taken from
the strategy document.










Manage CVD as a single family of diseases
Improve prevention and risk management
Improving and enhancing case finding in primary care
Better identification of very high risk families/individuals
Better early management and secondary prevention in the community
Improve acute care
Improve care for patients living with CVD
Improve end of life care for patients with CVD
Improve intelligence, monitoring and research and support commissioning

People with cardiovascular disease want:















Timely access to comprehensive quality assured assessment and diagnostic
services;
Information related to their condition and how it is managed to be available to
all practitioners involved in their care irrespective of the setting;
Access to reliable information about their condition which sets out all the
options so that they can make choices which are appropriate for them;
Easy access to comprehensive information about the services available to them
and the outcomes achieved by these services;
To be empowered to make choices about their care where these are clinically
appropriate and to be supported in decision making to the extent that they wish;
To know that they will receive the support they need whilst living with their
condition and to be supported to remain in work and play an active role in
society and local communities;
To be treated as a whole person, often with a range of other conditions;
To know that everyone involved in their care has the necessary skills, training
and expertise and be reassured that everyone involved in their care will work
effectively together, so that their care will feel seamless even when delivered in
different locations;
To be able to access specialist services without delay should they need to do
so; and to be assisted where necessary to remain at home;
To know that if they are approaching the end of life their preferences for care
will be discussed with them and every effort will be made to meet their needs
and their preferences;
Clear terminology used to explain ‘preventative’ services
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Importantly, across all the segments, there was a lack of knowledge around what
preventative services actually were provided by primary care, or what GPs could refer
on to. This was noted by the health professionals, and corroborated by discussions.
More important was not only whether people equated GP service provision with
preventative health but whether they even understood the concept of preventative
healthcare.
A key insight emerging from the national study was around ‘fear’. There was evidence
that a number of people did not access such services because they were ‘fearful’ of
what they might find out. In men this was interpreted as being ‘macho’ and this was
evidenced by some of the men reporting that they would not discuss health issues with
their friends or colleagues. This was because of a perception that illness was
perceived as a weakness. In terms of preventative services, it appeared that ‘fear’ and
possibly ‘denial’ were more influential in behaviour rather than being ‘macho’.
Cultural norms in families - Certainly familial patterns, behaviours and cultural norms
were seen to be important within families but in terms of ethnicity no evidence was
found that some ethnic groups are more or less likely to access preventative services .
The majority of respondents, including health professionals, believed that there may
be issues such as age, lifestyle and other factors as indicated above, but that it was
simply not possible to segment on ethnic grounds.
Terminology and understanding of preventative services. A further key insight was that
preventative measures, and thus services, were not spontaneously connected to
‘health’. In this regard, discussing preventative health measures with some
respondents. This was the case even taking into consideration the sample limitations
presented a number of issues and as that they had not previously accessed them this
did not, by any means, indicate a refusal to attend.
Improvements should be made to the existing preventative services by addressing the
basics of good service. The majority of these changes can be done at very little cost.
Recommended changes include:
a) Training for receptionists and clinic staff – focusing on meeting and greeting,
ensuring the correct information is provided to patients, etc. Training for the clinical
staff should include how to talk to a patient before referring them so the patient knows
what to expect;
b) Consistently offering a quick results service and promoting this on website and in
any promotional literature/in invitation letters sent to patients;
c) Reviewing opening hours to make a more flexible service and/or better sign-posting
to late night services available in the borough;
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Links to other priorities
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