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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.

G C SUTrON
P A POOLE-WILSON

National Heart and Lung Institute
Imperial College of Science, Technology and
Medicine
Dovehouse Street, London SW3 6LY
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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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nurses. One such criterion was that
patients with heart failure, who are receiv-
ing more than frusemide 40mg, should
also be receiving an ACE inhibitor. The
audit consisted of 502 patients from 10
practices who were receiving diuretics. Of
those patients who satisfied our agreed
criterion for ACE inhibitors, 50% were
receiving treatment that complied with the
criterion.

These are early days for the dissemina-
tion of recently published science to the
profession, and we in Barking and
Havering are to take this audit further dur-
t g the current year in order to improve
the management and investigation of car-
diac failure in our locality.

ERIC M SANDERSON

MAAG
'The Annexe'
St. George's Hospital
Sutton's Lane, Homchurch
Essex RM12 6SD
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Managing drug abuse

Sir,
The timely paper by Hindler et al on drug
misusers' perception of general practi-
tioner care (March Journal pl49), draws
attention to GPs' lack of confidence in
their ability to manage drug misuse and to
the need for specific training for GPs in
the subject. However, opiate abuse is not a
popular subject with most GPs' and is
unlikely to attract a large number for even
a day's study. However, a programme
incorporating it into the wider aspects of
addictive behaviours should not only draw
more participants, but should also be of
much greater value to a larger number of
patients.

If such courses are to reflect the average

general practitioner's caseload, they
should focus on the most common drugs
of dependence - nicotine and alcohol, as
well as illicit drugs. Furthermore, sub-
stance abuse is only part of a much broad-
er spectrum of related addictive behav-
iours2 seen in general practice, including
bulimia, self-harm, sexual disinhibitions,
shoplifting and pathological gambling. To
include teaching on treating opiate abuse
within this broader menu might encourage
more GPs to engage with this group of
drug users more effectively.

TREVOR STAMMERS

The Church Lane Practice
2 Church Lane
Merton Park
London SWI9 3NY
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Patient satisfaction

Sir,
Clare Bradley (April 1996 Journal, p.253)
makes a number of critical points about
our patient satisfaction questionnaire
(October 1995 Journal, p.525).
Her first criticism is that the question-

naire items were generated from a restrict-
ed sample. We disagree. Respondents
came from a variety of practices in differ-
ent areas. The Manchester and Leeds
respondents came from 14 practices in
urban and rural areas. The Norfolk respon-
dents were chosen, and interviewed by,
patients at one practice, to encourage free
expression of (dis)satisfaction from
respondents. We have no way of knowing
which practices they belonged to, since
the procedure was carried out anonymous-
ly, although interviewers were encouraged
to question patients from other practices.
Interview questions were derived from the
literature on factors likely to predict satis-
faction and dissatisfaction, to ensure that
all potential sources of (dis)satisfaction
were covered.
Her second concern relates to the use of

one general practice to determine which
items formed the final version of the
patients satisfaction questionnaire. We are
currently checking the reliability and
validity of the final version of the scale in
eight practices across Britain. Results so
far suggest that the scale is reliable and
valid for use in all these practices.
Her third comment concerns the criteria

that should be used to select the best items

for a patient satisfaction measure. Whilst
we would agree with her that one aim of
patient satisfaction measures is to identify
problems with services, we cannot agree
that the best procedure to achieve this is
the selection of items skewed towards dis-
satisfaction. A scale composed of items on
which there is a range of views is more
appropriate. If most respondents agree
with an item, the scale is unlikely to be
sufficiently sensitive to pick up differ-
ences in satisfaction between patient
groups, or changes over time. Whilst we
removed a number of items because of
skewness this was almost exclusively
because of items being skewed towards
satisfaction (54 out of 55 discarded items).
The items Bradley would have us use
were simply not present, probably because
of the commonly acknowledged bias
towards positive views of general practice.
Practices involved in testing the question-
naire have found the free-response space
at the end of the questionnaire (where
patients are asked to list good and bad
points about the practice) useful in vali-
dating the quantitative data, and in identi-
fying idiosyncratic problems in a practice.

SARAH GROGAN

Department of Psychology
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Detecting depression in the
elderly - what will improve
our performance?

Sir,
Data from my research support the find-
ings which Tylee and Katona summarise
(April Journal): that general practitioners
are less accurate in their assessment of the
mental health of patients aged 65 or over
than they are for younger age groups.
However, evaluation of an educational
intervention to improve GP detection of
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