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SUMMARY. Assessing an individual's risk of coronary heart
disease should involve an examination of all the main risk
factors in a setting where follow up advice and treatment
is available if required. A selective approach to cholesterol
testing is suggested and a range of recommendations are
made for primary care workers and other health profes-
sionals, health authorities and government. This paper
represents the consensus view of a wide range of'bodies
and it is intended to be the first in a series of publications
on how to carry out risk assessment and provide consequent
services.

Introduction
HIS policy statement is a development of a statement on

Ithe same subject issued by the Scientific and Medical
Advisory Committee of the Coronary Prevention Group in 1987,
the recommendations of which were published in the British
Medical Journal.I It aims to set out broad guidance on how
risk assessment for coronary heart disease should be carried out
at the present time. Its recommendations should be regarded
as guidelines and not a strict set of rules. Some primary health
care personnel may wish to go further than indicated and to build
on the basic framework suggested here.

Background
Coronary heart disease continues to be the United Kingdom's
biggest public health problem: one man in three and one woman
in four dies from coronary heart disease while one third of all
deaths in middle age (45 to 64 years) are from this cause. A coor-
dinated and comprehensive strategy for the prevention of
coronary heart disease demands action from'a wide range of
agencies including national and local government, health and
education authorities and the commercial sector. Action by in-
dividuals will follow from appropriate lifestyle advice provided
in the context of a comprehensive health promotion strategy.
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The primary health care system in the UK offers a unique
opportunity for providing lifestyle advice on an individual basis
for the following reasons. First, general practitioners are readi-
ly accessible to the public - 65% of men and 7607% of women
consult their general practitioner in any one year, and 90%o of
people consult their doctor within a five year period. Further-
more, 95%o of the population is registered with a general practi-
tioner.2 Secondly,.general practitioners, practice nurses, health
visitors and community nurses are held in high regard as a source
of information about health. Thirdly, health education officers,
occupational health personnel and pharmacists can play a com-
plementary role in providing lifestyle advice in wider settings.
Lit'estyle advice can also be given to individuals in hospitals,
in schools, and in the home.
The prevention of coronary heart disease at the level of the

individual will often involve an assessment of risk. An in-
dividual's risk of coronary heart disease is related to many fac-
tors, including age, sex, serum cholesterol level, blood pressure,
smoking behaviour, weight for height ratio and family history
of coronary heart disease. These risk factors can be used to in-
dicate the category of risk into which an individual falls3 (Cor-
onary Prevention Group, paper in preparation).

There is increasing interest in risk assessment for coronary
heart disease for two reasons. First, as a means of identifying
individuals at particularly high risk of the disease, in order to
target lifestyle advice and, if necessary, drug treatment. Secondly,
as a means of motivating individuals to make appropriate
lifestyle changes and to follow prescribed courses of treatment.

Recommendations

To primary health care personnel
Primary health care personnel should be actively involved in cor-
onary heart disease prevention by encouraging all individuals,
including children, to adopt a healthy lifestyle, and through
detecting and caring for individuals at high risk of coronary
heart disease. Primary health care teams should coordinate
preventive action with initiatives undertaken by.other agencies:
local health education units, occupational health services,
schools, voluntary organizations, the local media, and so on.
Coronary heart disease prevention programmes in primary

care should reach all sections of society and in particular people
in low socioeconomic groups who are at increased risk of cor-
onary heart disease. The programmes should reach members of
ethnic minorities, and in particular members of the Asian com-
munities where risk of coronary heart disease is also high. Cor-
onary heart disease prevention should take place outside as well
as inside the surgery. Health visitors, ifor example, are in a good
position to extend preventive prog-rammes tothose members of
their local community who are not registered with a general prac-
titioner and they can offer alternative settings for preventive care.
Coronary heart disease prevention programmes in primary

care should be planned. Before embarking on a new programme,
there should be a detailed estimation of the number of staff
required and the training needs of the relevant staff.

Since coronary heart disease is multifactorial in origin, preven-
tion of coronary heart disease must not place undue emphasis
on any one risk factor in isolation. In particular, cholesterol
testing should only be carried out in the context of an assess-
ment of the other risk factors for coronary heart disease.
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Risk factor assessment for coronary heart disease must be ac-
companied by detailed practical advice about smoking cessa-
tion, healthy eating, alcohol consumption, exercise and stress.
Such advice must be appropriate to individuals' level of risk and
to their particular circumstances.
An assessment of risk must not be imposed on an individual.

Risk assessment should be an objective process but an in-
dividual's evaluation of their risk of coronary heart disease
depends on their particular beliefs and attitudes. The process
of risk evaluation and the resulting action should therefore be
negotiated between the health professional and the individual
involved.

Risk assessment must be undertaken in ways which allay
anxiety and enhance motivation to change lifestyle. Risk assess-
ment can create unnecessary anxiety if people are unable to
change their lifestyle or level of risk,4 or may give inappropriate
reassurance to people whose lifestyles should be changed.
Lifestyle advice should help individuals take more control over
their own health.

Risk assessment for coronary heart disease should consist of
the following:

1. Simple non-invasive risk factor measurement for all in-
dividuals, that is recording whether the person has a close family
history of coronary heart disease and noting details, especially
of premature heart disease; recording smoking history (never
smoked, current smoker, ex-cigarette smoker, number of smok-
ing years) and providing smokers with advice and assistance for
giving up; recording height and weight and giving advice on diet
and physical activity; recording blood pressure and advising on
factors which contribute to raised blood pressure (alcohol and
salt intake, obesity and lack of physical activity). Only people
with a persistent and markedly raised blood pressure level should
be considered for drug treatment.

2. Cholesterol measurement for individuals at high risk of cor-
onary heart disease, that is those under the age of 50 years with
xanthelasmas or corneal arcus and people with xanthomas at
any age; those with a close family history of familial
hyperlipidaemia or of premature coronary heart disease (a first
degree relative who has had a heart attack before the age of 50
years for men or 55 years for women); those with diabetes; those
under drug treatment for hypertension; those with recognized
coronary heart disease, including those who have had a heart
attack or coronary bypass surgery and those who have a high
risk of coronary heart disease based on a composite scoring
system for coronary risk factors3 (Coronary Prevention Group,
paper in preparation). Everyone, particularly those with a rais-
ed level of blood cholesterol, should be given detailed advice
about their diet and level of exercise. Dietary advice may require
the involvement of a dietitian.

A precise diagnosis of the metabolic abnormality should
always be attempted before contemplating drug treatment for
raised blood cholesterol levels. Drugs should only be considered
for those with a clearly defined familial hyperlipidaemia or for
those with a persistent and marked diet-resistant hyperlipidaemia
particularly if accompanied by raised levels for other risk factors.

Quality control of cholesterol measurement is essential. When
the result of a cholesterol test is thought to warrant drug treat-
ment the reading should be confirmed by a standardized
laboratory before treatment is begun.

Cholesterol testing should be selqctive. If primary health care
teams wish to extend cholesterol testing to members of their prac-
tice population other than those recommended above, priority
should be given to those in whom other risk factors for cor-
onary heart disease are raised, that is smokers, those who have
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raised blood pressure, those who are overweight or those who
have a family history of coronary heart disease at any age. This
may account for more than two thirds of a practice population
and should not be undertaken without proper planning.
Cholesterol testing should always be accompanied by the ap-
propriate lifestyle advice.

Guidelines for action on blood pressure levels have been issued
by the British Hypertension Society and these can be used in
risk assessment for coronary heart disease in primary care.5
The position with regard to serum cholesterol levels is more con-
troversial. Guidelines for action on serum cholesterol levels which
do not take account of the synergistic effect of other risk fac-
tors for coronary heart disease are inadequate.6 There is a need
for independent guidelines for risk assessment which do not
place undue emphasis on any one risk factor but which set out
levels of appropriate action based on an overall risk analysis.
The Coronary Prevention Group intends to develop such
guidelines.

To other health professionals
Where appropriate, risk assessment for coronary heart disease
could be undertaken in settings other than general practice. In
particular, those involved in running diabetic and hypertension
clinics should conduct a full risk assessment for coronary heart
disease for all of their patients. Risk assessment programmes
in an occupational health setting should be developed as descibed
above. Risk assessment should always be accompanied by the
appropriate lifestyle advice and continuity of care should be
carefully considered.

To family health service authorities and district
health authorities (health boards in Scotland and
Northern Ireland)
Family health service authorities and district health authorities
should work together to encourage primary health care teams
to give greater priority to coronary heart disease prevention. They
should also assist general practitioners to find the best way to
organize coronary heart disease prevention programmes.
Departments of public health should assist in coordinating

coronary heart disease prevention programmes within their
districts or health boards. They should help their district to
develop targets and ways of monitoring effectiveness. They
should encourage the development of effective record systems
and assist in the identification of resource implications.

To the government
The government should complement and underpin coronary
heart disease prevention in primary care by imposing a ban on
tobacco advertising and sponsorship, introducing a national food
policy attuned to health needs and ensuring adequate facilities
for physical activity in leisure time.

In order to support the development of coronary heart disease
prevention at the primary health care level the government should
fund research in the following areas:
- Effective means of providing appropriate lifestyle advice, par-
ticularly methods of providing advice about nutrition and
physical activity in the primary health care setting.
- The best means of organizing primary health care teams to
undertake preventive action.
- Constraints to the development of coronary heart disease
prevention at primary health care level, for example attitudes
to prevention among the personnel likely to be involved, financial
considerations and the training needs of staff.
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To facilitate preventive action at primary health care level the
government should fund the appropriate agencies (the national
health education and promotion agencies, the National Health
Service Training Authority, the royal colleges and other profes-
sional associations, regional postgraduate organizations, district
health authorities and family health service authorities) to
provide:

- Multidisciplinary training courses for primary health care
personnel in various aspects of coronary heart disease prevention
including knowledge of risk factors and their control; counsell-
ing skills and method of providing effective lifestyle advice; and
teamwork skills.

- Written information on coronary heart disease prevention
for primary health care personnel including protocols and
guidelines, news of innovative ideas and examples of good
practice.

- A more widespread distribution of health educational
materials for the general public through primary care.

- An adequate community dietetic service to cope with the de-
mand for expert nutrition counselling and for the training of
other health professionals in diet and health.

- An evaluation and possibly an extension of the 'facilitator'
scheme whereby district health authorities and family health
service authorities employ a health professional with respon-
sibility for encouraging and training practice teams to initiate
preventive action.
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Corrigendum
In the September issue of the Journal, page 376, the
qualifications of Deidre Parrinder should have read: D Parrinder,
Lic Ac.
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Classic Collection
This range of accessories has been designed by experts and
manufactured to the highest standard in pure silk and leather. The blue
leather is complemented by the silk design of the initials RCGP in script.

Conference Folder - Loop fastened folder opening to
accommodate an A4 pad and pen holder, with pocket for notes,
stamps, etc.
(12'/4 x 9%") £52.50 + £1.75 p&p

Personal Organiser - Stud fastened organiser designed to
accept standard inserts. With pen holder and pockets inside front and
back covers.
(5" x 7%") £59.95 + £1.50 p&p

Pocket Organiser - A pocket version of the organiser. With
pockets inside front cover for notes and six credit cards. A further two
pockets are inside the back cover.
(41/2" x 71/2 ) £37.95 + £0.80 p&p

Ladies Briefcase - Beautifully designed briefcase, will take
foolscap documents with zipped pocket on the inside. Retractable
carrying handles and detachable shoulder strap.
(16" x 11") £67.50 + £1.50 p&p

Cheque Book Cover - Designed to hold cheque book with three
credit card pockets, two pockets for notes and zipped compartment.
Also contains permanent memory calculator.
(8" x 3%") £40.00 + £0.34 p&p

Wallet - Compact, slim folding wallet with four credit card
compartments, coin pocket and note section.
(4%" x 32½") £27.50 + £0.80 p&p

Purse - With interior zipped pocket, three credit card pockets and
note section.
(7%" x 3½2) £27.50 + £0.80 p&p

Travel Document Case - Lockable case with detachable wrist
strap. Pockets for travellers cheques, documents, tickets, passport,
currency and credit cards.
(9t/4 X 52") £37.95 + £0.80 p&p

Golf Ball Bag - Compact holder containing three golf balls and
four tees. £13.95 + £0.80 p&p

Toilet Bag - Spacious, practical holder, zipped with supple leather
around two silk panels. Waterproof lining.
(4½"2 x 4" x 9") £37.95 + £0.80 p&p

Ladies Bow Tie - Butterfly shaped bow tie in purest silk. Hook
clasp.

£5.95 p&p free

Ladies Headscarf - Hand rolled edges in pure silk.
£15.00 p&p free

Gentleman's Bow Tie - For the expert a self tie, or a ready tied
for the inexperienced.

Self Tie £9.95 p&p free
Ready Tie £9.95 p&p free

Tie - Hand finished in pure silk. £9.50 p&p free

Available from the Sales Office, RCGP, 14 Princes Gate, London SW7
1PU. Cheques are required with order and should be made payable to
RCGP Enterprises Ltd. Visa and Access welcome (Tel: 071-225 3048,
24 hours).
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