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What’s new in cardiovascular
disease: report from the

PCCS Annual Meeting and AGM

‘New’ was the operative word at this year's Primary Care Cardiovascular Society annual meeting, held in
Dublin from 3rd-4th October 2003. Delegates heard about the ‘new’ GP contract, the ‘new’ science of
pharmacogenetics, the ‘'new’ breed of healthcare professionals (with special interests) and a ‘new’ diploma in
cardiovascular disease. Medical writer Dr Ola Soyinka reports.

Introduction
Te PCCS moved out of the UK and
into Europe for the first time for its
2003 annual meeting. It felt very
European as the Dublin weather was
warm and sunny and we were spending
the Euro. Although the UK remains apart
from the rest of Europe in monetary
terms, the progress report from the
National Director for Heart Disease, Roger
Boyle, suggests that, on the cardiovascu-
lar front, England is moving rapidly
towards convergence, thanks to the work

done implementing the National Sech\

AttW\@ dele the Dublin PCCS meeting

Framework for Coronary Heart Disea A
An overview of the ESC

Apart from the currency, ’ean
influence was also evident @ ent
cardiovascular news from

European Society of Card|olog

meeting, held in Vienna, Austr

continental —

EUROPA (European Trlal%
Reduction of Cardiac Events%
A

Perindopril in Stable Coronary ry
Disease) being the most obvious. Dr
John Pittard, a Staines general practi-
tioner and PCCS board member, gave
delegates an overview of this study and
CHARM (Candesartan in Heart failure:
Assessment of Reduction in Mortality
and morbidity), the two major trials
which announced results at the ESC
meeting.

The EUROPA trial, he explained,
examined the benefits of ACE inhibition
in patients with established coronary
artery disease but no evidence of cardiac
failure. Patients remained on their usual
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care Qaspmn beta blockers and

e trial, run over five years, pro-
onc|u5|ve evidence that perindo-

September. Even the trials had gonQ% ril can benefit these lower-risk patients,

showing a 20% relative risk reduction in
the combined end point of cardiovascu-
lar death, myocardial infarction and
resuscitated cardiac arrest. The average
5/2 mmHg reduction in blood pressure
(BP) achieved in the trial does not
explain all the benefit seen. "BP is part
of the story but not the whole story," he
said.

Moving on to the CHARM study in
heart failure, Dr Pittard explained that
this was a three-armed study, which
investigated the use of the angiotensin
receptor blocker (ARB) candesartan in
different populations.

The CHARM-Alternative arm studied
patients with established heart failure
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who could not tolerate angiotensin-con-
verting enzyme (ACE) inhibitors. "The
study really gave an idea of what an ARB
would do in the non-ACE environ-
ment," Dr Pittard said. The drug dosage
was quite high, with a mean dose of 18
mg. The primary outcome measure was
cardiovascular death or hospitalisation
for chronic heart failure and the results
showed a 7% total risk reduction for
patients on candesartan. The study
shows "unequivocally”, he said, "that
candesartan is a good drug to use in
ACE-intolerant heart failure patients”.
In CHARM-Added, patients contin-
ued with existing ACE inhibitor treat-
ment. "If you are blocking the renin-
angiotensin system with an ACE
inhibitor, the idea behind adding an ARB
is that you might be able to show some
benefit from blocking the bits that are

THE BRITISH JOURNAL OF CARDIOLOGY



PCCS 484-488 12/10/03 1:50 pm Page 2

—9—

CARDIOLOGY IN GENERAL PRACTICE

‘Perindopril can benefit
lower-risk patients’
John Pittard

left", Dr Pittard explained. Although
small, the trial demonstrated a risk
reduction of 15% - a significant benefit
in reducing deaths or hospitalisation.
The third arm, CHARM-Preserved,
which enrolled patients with symp-
toms of heart failure but who had pre—

served left ventricular funct|o
showed only a small, non-signifi
trend towards benefit. Overa ng
the three arms together tr|aI

cular deaths and a 21% reduc

‘poisoning’ patients are often charac-
terised by trial and error, he said. Errors
can be costly, as the Audit Commission
has shown. Their report entitled A
spoonful of sugar suggests that approx-
imately £500 million was spent coping
with the increasing number of adverse
events from drugs in 2002.

Besides the common causes for vari-
ations in our response to drugs that are
due to compliance or disease severity,
differences in our genetic makeup can
also play a crucial role. "The central
dogma on which pharmacogenomics is
founded is that a patient’s response to
any pharmaceutical is influenced by vari-
ations in proteins encoded e
genome," Dr Weston said. He ined
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W ton told the audience.
showed a 9% reduction (in all-caus or ex p . "the polymorphism of
deaths, a 12% reduction in rdm? gene@a code for receptors might

e

CHF hospitalisations.

Pharmacogenetics Q
"If it were not for the great varigbilit
between individuals, medicine mightas
well be a science and not an art," said
the great physician Sir William Osler
many years ago. Pharmacogenetics,
however, may yet turn medicine into a
science, as, according to Dr Clive
Weston, a Consultant Cardiologist at
Singleton Hospital, Swansea, it aims to
explain variability and "predict the
effects of drugs based on genetics".

Dr Weston’s talk was one of the
highlights of the meeting and he
reminded the audience that "the only
difference between a drug and a poison
is the dose". Our best efforts to avoid
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‘ ability of drugs to work on
receptors”. Variations of the
radykinin 2 receptor (BR2) receptor, for
example, are associated with a signifi-
cant increase in ACE inhibitor-induced
cough. Polymorphism can also have
pharmacokinetic influences with genes
affecting drug metabolism, which can,
for example, lead to extended pharma-
cological effects. The biggest family of
enzymes involved in drug metabolism is
the cytochrome family, in which many
variations have been identified. For
example, variations in CYP2C9 wiill
affect the metabolism of over 60 differ-
ent drugs, including the metabolism of
warfarin.
Dr Weston suggested that pharma-
cogenetics could, in future, lead to
detailed genetic profiling which could
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‘A patient’s response to any

phar ceutical is influenced
latlons in proteins
ded by the genome’

Clive Weston

allow the selection of appropriate drug
therapies. The benefits, according to Dr
Weston, would include a reduction in
drug adverse effects and less polyphar-
macy. There would also be the possibili-
ty of the restoration of drugs that have
had to be withdrawn because of rare
but serious adverse events.

Despite the potential for a pharma-
cological utopia of bespoke therapy for
everyone, Dr Weston highlighted some
problems. Multiple variations can inter-
act in a complex and less predictable
manner. There are profound ethical
issues surrounding who and what
should be known of our genetic profile.
No economic assessment yet exists but it
might always be cheaper to throw a sin-
gle drug at 10,000 people rather than
test each of them before choosing the
treatment.

Dr Weston suggested that pharma-
cogenetics is so complicated that,
despite its promises, it may deliver very
little. He noted, however, the example
of herceptin in breast cancer, in which a
genetic marker is already used to guide
treatment. Meanwhile Roche Diagnos-
tics in the US have come up with a sim-
ple diagnostic ‘array chip’, which can
run a test for cytochrome P450 varia-
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tions on a drop of blood. Genetic profil-
ing is nearly at the bedside.

GPs with a special interest

It was the experience of sitting in an
overbooked ENT clinic late one evening,
seeing many patients he felt could have
been handled in primary care, that
persuaded Professor Ram Dillon, a
Consultant Surgeon at Northwick Park
Hospital, Harrow, to become involved in
training programmes for GPs.

He explained how general practition-
ers with special interests (GPSIs) can
actually introduce more capacity to the
system. Patient management involves
too many internal loops with the patient
shuttling between primary and sec-
ondary care while the health service tries
to get to the correct diagnosis and begin
optimum treatment. Some patients may
see the GP up to six times and still not
have a correct diagnosis. Then they get

‘Developing GPs and nurses
with spec:al interests IS a
win-win situation’

Ram D|IIo

referred to secondary care whe -
they may return repeatedly, he s
produces an artificially huQe eman
"If we get to the correct diag SIS
quickly, we can increase capaci n
reduce demand," he explained.

What the system needs is an |nd|V|d
ual situated in what he called the ﬁg/
mans land" between primary an%
ondary care — the "locus of percelved
demand". This is the area where he feels
the knowledge and skills to manage
what can be managed in primary care is
often missing. This intermediate tier of
care can be provided by a new health-
care professional with the requisite
knowledge and skills.

It is only through training and educa-
tion that diagnostic and treatment abili-
ties can be improved. Professor Dillon
explained the need to graft clinical skills
on top of knowledge. He described a
model developed by his department, ini-
tially developed for training GPs in ENT,
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by imparting knowledge through direct-
ed learning. "Clinical skills are best
obtained by working closely with some-
one who uses the skills all the time." So
the GP engages in regular clinical activi-
ty with a local clinical specialist.

The concept, Professor Dillon
explained, is not limited to GPs. "Many
health professionals are being asked to
take on new tasks for which they feel
they do not have the requisite skills," he
said. "There is a huge benefit in devel-
oping special interests if we are going to
deliver the sort of healthcare that you
and | want and the patients need."

Professor Dillon anticipated the intro-
duction of special interests woul %

out- patlent Wa|

rals, and an i \
tion.

Con u$er \(mde
ultimately, all 35 QQ& S an
nursg%&hould Ieas

eC|a|
" d nurses
speC|a rests i -win situa-
| :
&CS Training

nyone inspired by Professor Dillon’s

of

talk have been heartened by the
n Ms Jan Procter-King, a CHD
nd a CHD lead for a Primary Care
ust (PCT) in Leeds. She announced the
launch of a new training programme in
cardiology — a post-graduate diploma
course. It was developed as a result
of collaboration between the University
of Bradford, Bradford City Teach-
ing Primary Care Trust, Bradford North
PCT, the Coronary Heart Disease
Collaborative and the PCCS. The Royal
College of General Practitioners has
credited the course.

The course comprises one core mod-
ule and three clinical modules (hyperten-
sion and arrhythmias; ischaemic heart
disease; and heart failure and valvular
disease.) The three modules can be
taken sequentially over the course of a
year or studied as stand-alone modules.
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‘Introducing the new

PC

NS

raining programme
in cardiology’

Jan Procter-King

Each clinical module begins with a
teaching day and ends after 14 weeks
with an assessment day. In between, the
practitioner will pursue work-based
learning, on placement, for half a day
per week. Each clinical module takes
four months to complete. The special
interest core module provides an evi-
dence-based understanding of the mod-
els of working as a primary care practi-
tioner with a special interest. Anyone
wishing to enrol will need to provide evi-
dence of support from their local PCT. In
addition they must be a registered prac-
titioner and be able to provide evidence
of support from an NHS consultant who
will offer the mentor supervision.

NHS modernisation progress

Dr Roger Boyle, the National Director for
Heart Disease, was given the breakfast
slot on the second day of the PCCS
meeting. Delegates who made it down
for the generously late 9am start would
have heard some good news. "The NHS
is getting better!" he told them. So far
£950 million has been spent and Dr
Boyle is optimistic about hitting the gov-
ernment National Service Framework
(NSF) targets, well before the 10-year
deadline. "Deaths from circulatory dis-
eases are set to be reduced by 40%,
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three years ahead of target," he said.
He outlined the progress that had been
made in many different areas and writes
with fuller details of these achievements
on pages 412-13 in this issue.

The Coronary Heart Disease
Collaborative, an NHS Modernisation
Agency programme, was initiated in the
year 2000, to accelerate and bring for-
ward the aims of the NSF  Dr Mark
Dancy, a Consultant Cardiologist at
Central Middlesex and St Mary's
Hospitals in London, has been the
National Clinical Chair of the Coronary
Heart Disease Collaborative, since its
inception. There are now 30 pro-
grammes in total, each corresponding
with the strategic health authorities
(SHAs) and Dr Dancy outlined some of
the improvements that have had a sig-
nificant impact to delegates. Examples

“The NHS is getting better ’
Roger Boyle

of some of these are found on pages
446-9 in this issue. The Collaboratl
will continue to function until th
2006, when its local work will ba taken
over by SHA modernisatio ‘
said.

The new GP contract

Another new NHS development

new GP contract — was summarised fo
PCCS members by Dr Stewart Flndla%
general practitioner in Richr%
County Durham, and PCCS Treasuser.
The contract, he said, is "completely dif-
ferent from what has gone before".
Outlining the key benefits, he said it
offers practices total flexibility, and the
option to say no to parts of the contract.
He described the government’s planned
investment in primary care over the next
few years as "huge", rising from the
current £6.1 billion to £8 bhillion in
2005/6.

Money will be paid to practices as a
‘Global Sum’, staff will be paid out of
the sum and the practice will take what
profit it can out of what remains. The
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new contract will be between the
Primary Care Organisation (PCO) and
the practice, not the individual GP. The
contract makes it clear what GPs are
being paid for and what is extra.

GPs have to provide the essential ser-
vices, defined as "looking after people
who are ill, or think they are ill, and ter-
minally ill patients". There are additional
services that GPs will be expected to
provide but can opt out of, either tem-
porarily or permanently, such as cervical
smears, vaccination and immunisations.
Then, income can be increased by the
provision of a range of services, termed
‘enhanced services’, which can inglude

anticoagulation monitoring, for -
ple, or looking after vioIer@ents
PCOs will also have the %
vide General Medica
selves. If practices ar |ng to
the PCO can ta wor on—
tract it to an act| ensur,
that it mee ets.
Dr Findla @ fea
the n ontract
to tof o{g}h rs
i C%entlally a
em fok PQOs", h%plalned that
over@ sourced from

f pla as NHS Direct,
mg S &and NHS trusts.

ved on to discuss the

hat determine the global
'n them "quite complicated"”.

worked out by looking at the

ents

%@hst size and adjusting for factors,

as age, sex, and rurality, according
to a formula. This will give a notional
population upon which income will be
based.

The new contract also has specific
rewards for quality introduced via a
‘quality and outcomes framework’. High
achievement against quality standards is
encouraged by financial incentives. "An
additional £1.3 billion is being provided
across the UK for quality indicators and
this money will be additional to the
global sum," Dr Findlay said. The quality
framework contains four domains: clini-
cal, organisational, additional services
and patient experience. Each domain
contains a range of areas. Examples of
these areas are coronary heart disease or
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prﬂQ
s t

é The new GP contract is

letely different to
@ has gone before ’

Stewart Findlay

asthma (in the clinical domain); indica-
tors in these areas include whether there
is a CHD register in place, or a register
of asthmatic patients, for example.
Performance in each area will be mea-
sured by a variety of different indicators.

There is a substantial amount of
money on offer in the new contract. A
maximum of 1,050 points can be gained
by GPs, each worth £75; the value for
each point will rise to £120 per point per
annum by 2005/6. Payments are of
three types. Firstly preparation and aspi-
ration payments will form part of the
money paid in advance to help GPs pre-
pare for the framework and to gradual-
ly expand their services. Achievement
payments will be awarded for achieving
quality indicator points. Every practice
will be free to choose which areas of the
quality framework to focus on. To
ensure that GPs do not just cherry pick
the most lucrative options, holistic care
payments are also available to encour-
age breadth of service.

"So where do GPs stand now?" Dr
Findlay asked. "Can we deliver the
quality indicators in the new contract?"
The results of a recent survey of GP
computer records suggests that even in
a high priority area, such as coronary
heart disease, cholesterol management
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is still following the rule of halves. In
this case, performance against the clin-
ical indicators would be quite low. "It is
all going to be much more difficult than
people might think," Dr Findlay
warned.

The priority for practices now,
according to Dr Findlay, is to complete
the transition to paperless records and
to ‘clean up’ data. Any practice which
has not gone some way towards com-
pleting this process will be "in real trou-
ble", he heeded, adding that careful
workforce planning will also be essential
to provide whatever quality services
each practice chooses to deliver.

There should be little extra paper-
work, to produce the statistics, accord-
ing to Dr Findlay. An annual report will
be produced on computer with provided

extra dimension to the meeting, espe-
cially with invited personalities such as
BBC Radio 4's James Naughtie, who
moderated a ‘moral maze' discussion on
coronary heart disease management.
This included Esther Rantzen who
came to the meeting to represent the
often confused hypercholesterolaemic
patient. Jan Procter-King represented
the nurses perspective, Roger Boyle the
NHS/Government, and Simon Fradd and
George O'Neill provided contrasting
general practitioners’ perspectives.
Another symposium looked at the cost
of best antiplatelet therapy.

A light-hearted debate lookipg at

whether GPs were needed to e
cardiovascular disease risk also ided
ide

respite from the more s%
cardiovascular medicing,

nursing resource.” Although Dr Davis
won the vote, Ms Procter-King won the
swing, with many delegates changing
to vote against the motion once they
had heard the debate.

Away from the main meeting, the
workshops provided valuable insights
into such topics as risk management —
how to reduce medical errors by avoid-
ing a blame culture and analysing how
mistakes arise. An exciting virtual learn-
ing environment was demonstrated in
another workshop. Called the Cardio-
programme, it demonstrated the poten-
tial of interactive media to add value to
the learning process and promote uni-
formity in medical management. Two
further workshops looked at sex and the

heart, %managing heart failure in the

software and there will be an annual
visit from the PCO. "Hopefully the only
time you will see the PCO will be at the
end of the year when they come to give
you money!" he said. e,

Satellite symposia and

a general practition

X dplgmancs
by dipl ly

cee

argued , d

Professo Richard.tt%ab
su up theap
\gej} Ps," hresaid;

, WV co
in"Le &%g gone as far afield as Dublin
eir cardiovascular update, many
legates felt that a spot of retail thera-
py was justified to round off the trip. So
it was out with the Euros and off to the
shops before heading home to the com-

plexities of calculating payments under

entin
a we

"We

workshops "butwe'are notyet  the new GP contract — in Pounds
The sponsored symposia provided an ng th t us very good  Sterling.
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Iimperial College Imperial Colege

in collaboration with :
Flm.-a;ﬂ-rﬁ

National Heart and Lung Institut;
Course organiser: Q
Dr Michael Hene%

Professor John€efine

4 February 2004

Intraoperative echocardiography

One day course on the need and benefit of intraoperative echocardiography
for patient management. Combined views from surgeons ‘what they need'
and cardiologists 'what they can provide'. The course also discusses the use of
echocardiography to assist other procedures e.g. shunt closure.

5/6 February 2004

Advances in cardiology

A two-day course dealing with cardiomyopathies. Its purposes are to deliver a
comprehensive knowledge of anatomical, physiological and pathological
aspects related to cardiomyopathies. It also provides up to date information on
medical as well as surgical management. The course is approved by the Royal
College of Physicians for CME.

For further information, please contact:

Short Courses Office, National Heart and Lung Institute, London
Tel: 020 7351 8172 (24hr Answering Service); Fax: 020 7351 8246;
Email: shortcourses.nhli@ic.ac.uk;

Web: http:/Avww.med.ic.ac.uk/divisions/49a/mtgs.htm
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in collaboration with

Royal Brompton & Harefield NHS|

Nuclear cardiology in practice
National Heart and Lung Institute, London

23-24 January 2004
Course organiser: Professor SR Underwood

Aimed at cardiologists and others who wish to gain further
experience of modern nuclear techniques in a clinical setting. The
first day will consist of didactic teaching covering basic principles of
nuclear cardiology, image interpretation, practical techniques and
clinical indications. There will be an emphasis on presenting
individual cases to illustrate these principles. The second day will
involve practical experience in the clinical department and this will
provide experience of stress techniques, further experience on image
acquisition and processing, and live discussion of selected cases.
Please note there are a limited number of spaces available on day
two.

Course Fees: £140 (Day one) £85.00 (Day two)
(Fees includes catering)

For further information and a registration form, please contact:

Short Courses Office, National Heart and Lung Institute, London.
Tel: 020 7351 8172 (24-hour Answering Service); Fax: 020 7351 8246;
E-mail: shortcourses.nhli@ic.ac.uk;

Web: http://www1.imperial.ac.uk/medicine/nhli/courses
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