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The prevalence, aetiology and
management of heart failure

Sir,
We were interested to read the paper by
Mair et al (February Journal) reporting
the prevalence, aetiology and management
of heart failure in two group general prac-
tices (17 400 persons) in Liverpool.' They
deliberately used the methodology that we
described several years ago when we
reported the prevalence and aetiology of
heart failure in three general practices
(30 204) in the North and West of
London.2 By comparison with our study,
their findings revealed a three- to fourfold
higher prevalence in the population, as
well as in persons over 65 years of age.
More cases were attributed to coronary
heart disease and hypertension, and fewer
placed in the category of 'unknown'.

Although the definition of heart failure
used in the two studies was the same, the
accuracy in making the diagnosis of heart
failure remains a problem. In the London
study, 87% of patients regarded as having
heart failure had the diagnosis made in the
hospital setting. This an an important point
as it is known that the diagnosis of heart
failure in general practice is only con-
firmed in about 33% of patients later
assessed in hospitals.3 But even the hos-
pital diagnosis of heart failure is likely to
be biased by such factors as the interpreta-
tion of a chest X-ray, or the detection of
physical signs (jugular venous pulse,
abnormal cardiac impulse, or gallop
rhythm). The London study may be report-
ing cases of established and more severe
heart failure, while the Liverpool study
could be taking a more liberal view of the
diagnosis. Nevertheless, as Mair et al point
out, the London practices were not as well
organized for finding cases of heart failure
(the study was carried out in 1988) as the
Liverpool study 6 years later. It is certainly
possible that the methods used in the
London study slanted the outcome towards
an underestimation, but it is equally possi-
ble that the procedures for case detection
in the Liverpool study resulted in an over-
estimation. The latter would be particularly

true if relatively few of the patients had
been referred to hospitals. In an incidence
study, which we are currently carrying out,
we have found that new cases of heart fail-
ure in the London area present four times
as frequently to hospital as emergency
admissions than to practitioners or hospital
outpatients as 'cold' referrals.
The variation between the two studies,

with respect to aetiology, may reflect a
similar difference of emphasis. In a pre-
dominantly elderly population, detailed
cardiac investigations to establish the pre-
cise aetiology of heart failure are uncom-
mon. Thus, the proportion of cases due to
ischaemic heart disease is likely to be a
significant underestimation. The detection
of abnormalities of left ventricular dys-
function by echocardiography (rarely done
and about 30% in both studies) seldom
allows certainty of an aetiological diagno-
sis. Why 'unknown' should be less com-
mon in Liverpool than in London, and
ischaemic heart disease the reverse, is
intriguing, but might reflect a similar bias
as in the case definition. Whether there are
true differences, both in the prevalence and
in the aetiology between Liverpool and
London, could only be assessed by a joint
approach between the different practices.

Heart failure is a common condition
with a poor prognosis. Whether the prog-
nosis can be improved in an unselected
population of heart failure, as in Liverpool
or London as suggested by recent thera-
peutic trials whose patients seldom resem-
ble those of the population at large,
remains an unresolved and challenging
issue.
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The investigation and
management of patients with
heart failure

Sir,
I was interested to read the paper by Mair
and colleagues (February Journal p.77) in
which a community investigation of car-
diac failure was undertaken. The findings
suggested that 'only a minority of patients
are being fully investigated and receiving
optimal treatment'. Echocardiography is
suggested as the optimal investigation'
and indeed, in the same edition of the
Journal, Clubb and Clubb (p.122) make a
case for open access cardiography for
GPs.

Mair found that 'only' 30% of patients
had had this investigation and that only
33% of patients were receiving an ACE
inhibitor as part of optimal therapy.

In a recent audit, Clarke and colleagues
demonstrated that 74% of patients who
satisfied the stated criteria for heart failure
were referred to hospital, where only 31%
had an echocardiogram and only 17%
were prescribed an ACE inhibitor. The
authors state that most of the investiga-
tions were undertaken by hospital practi-
tioners, most of whom were not cardiolo-
gists. Suboptimal investigation and man-
agement of patients with heart failure
seems therefore to be widespread and the
time is ripe for local and national guide-
lines to be developed in order to improve
life expectancy for this important syn-
drome.3'4'5

In 1995/96, Barking and Havering
MAAG have been co-ordinating a district
wide audit of diuretic prescribing.
Following an educational aftemoon facili-
tated by a consultant physician, criteria for
quality were agreed by GPs and practice
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