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Happy New Year to all you Irish Nurses
Cardiovascular Association members.
I hope this “Word” finds you all well

and ready to embrace all that the Irish Nurses
Cardiovascular Association has to offer in
2013. This is my last “Word” to you as I am
handing over the office of president to Emer
Lodge after our Annual Scientific Meeting
and AGM in April. 

That leads me to tell you that this year our
Annual Scientific Meeting will be held in
Bewley’s Hotel, Ballsbridge Dublin on the
19th of April and a very interesting
programme is promised. The committee is
currently finalizing the details, but we will
keep you informed. I would encourage as
many of you as possible to attend this year
and present your research. This is your forum
to showcase and disseminate your work. 

EuroHeartCare formally CCNAP Spring
Meeting will be held in Glasgow on the 22nd
and 23rd of March. Glasgow is an easy venue
to reach from Ireland, the programme looks
good and I would promote attendance at this
conference. Details can be found at
http://www.escardio.org/
congresses/euroheartcare/registration.
Closing date for early bird registration is
February 1st. This year INCA is sponsoring
two members to attend. Just email your
request to president@incanursing.ie to attend
and your name will be put into a draw.
Entries must be in by 31st of January.  We
will of course be having our educational
bursaries and travelling fellowship as usual
this year. 

As you are all aware by now the new updated
Cardiovascular Prevention Guidelines 2012
were launched at EuroPrevent in Dublin last
May. There are some subtle changes and take
home messages and I would encourage you

all to familiarise
yourselves with
these. Noeleen
Fallon has
summarized the
Guidelines in
another section of
this newsletter, but
you can also access
them on
www.escardio.org/
or follow the link
from the INCA
website.  

So, until I see you in Bewley’s Hotel, please
read on as there are lots of good reports from
your colleagues as they feedback from
conferences attended in 2012.  Our Research
Project “Nurse’s Knowledge of Cardiac Risk
Factors” is completed and I am delighted to
tell you that it has been accepted as a poster
presentation at EuroHeartCare in March.
Gabrielle McKee will present the results at
our Annual Scientific Meeting.  I would
encourage you all to renew your membership
in January. We ask graciously that you renew
on line or by cheque as this makes the
treasurer’s job much easier. Lastly I would
like to thank the hard working INCA
committee whose support and enthusiasm
has been invaluable to me in my role as
President and I would like to wish Emer
Lodge the very best as she takes on the
president’s role in April. 

Kindest regards, 
MARY KERINS
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A Word From The President.

Mary Kerins, 
President INCA
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A Reminder
INCA membership renewal 

You can renew your membership by logging on
to www.incanursing.ie. INCA uses PayPal for
transactions which is recognised as a secure and
safe method.  We look forward to your
continued support.

The cost of being a member is €30 and
membership can be easily renewed via
www.incanursing.ie

Benefits of membership include: 

•    Autumn Evening Meeting containing
highlights from European and National
cardiovascular conferences and overview of
upcoming events

•    Eligibility to applying for the Educational
Bursary and Travelling Fellowship

•    Reduced delegate fees to conferences and
educational meetings organised by INCA 

•    Access to conference presentations on the
INCA website 

•    Information on upcoming conferences and
educational events 

•    Receive notifications regarding all
forthcoming conferences and events

Further details can be found on
www.incanursing.ie 

The educational bursaries and travelling
fellowship established by INCA provide
members with a wonderful opportunity to
attend a European conference or complete a
postgraduate course relevant to cardiovascular
nursing. 

Don’t forget to log on to our website for further
updates www.incanursing.ie 
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It was my great pleasure to accept a bursary
from the INCA to attend the 12th Annual
Spring Meeting on Cardiovascular Nurses, in
Copenhagen, Denmark March 2012.

The meeting attracted over 600 delegates
coming from 40 different countries and was the
best ever attended spring meeting.  Delegates
presented 25 oral abstracts, 25 moderated
posters and a total of 120 posters. The poster
sessions ran in parallel to Scientific session,
How-to sessions, Debates and Workshops. The
scientific content this year was particularly
exciting and informative with updates on acute
and chronic care, prevention and rehabilitation,
issues on heart failure, surgery and devices, co-
morbid conditions, ethics, psychosocial and
behavioural topics.

The keynote address was delivered by Prof
Preben Ulrich Pedersen, Arahus University,
Denmark. The subject was ‘Clinical Guidelines
do they matter?’ Prof Pedersen commenced the
presentation with a definition of guidelines for
clinical practice from the Institute of Medicine:
“…systemically developed statements to assist
practitioner and patient decisions about
appropriate health care for specific clinical
circumstances”. 

She went on to explain some reasons on how
they matter. 
•    By describing appropriate care based on the

best available scientific evidence and broad
consensus

•    By providing a more rational basis for
referral and use of resources

•    By providing a focus for continuing
education

•    By reducing inappropriate variation in
practice

•    By acting as focus for quality control
including audit

•    By high lightening shortcomings of existing
literature and suggest appropriate future
research

Prof Pedersen cited some studies namely
Grimshaw (1993), Thomas (1998), Grimshaw
(2006) and Hakkennes (2008) which
demonstrated that guidelines do improve
clinical practice.  However, Prof Pedersen
cautioned that few of the studies looked at the
outcome for patients when implementing
clinical guidelines stating that we need more
studies or systematic monitoring of patient
outcomes in this setting. She concluded that
challenges are to ensure that nurses have the
needed competencies to develop clinical
guidelines and to develop indicators that are
truly sensitive for nursing care.        

One session I found very though provoking was
a How-to Session on “How to interpret the
results of negative trials in practice” presented
by F. Slinde from Sweden and Dr Susan
Pedersen from the Netherlands. Negative
findings need to be published as a negative
finding. This is just as important as the
publication of positive findings. In addition to
positive findings we need to know about all the
other findings out there. It gives the wrong
impression if only positive findings are
published. I wonder how many trials are out
there with negative findings that would help
inform practice if we knew the results.

During the meeting I was honoured to chair an
abstract session. It was heartening to listen to
some of the best research in Europe presented
by nurses and allied professionals. One abstract
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Report: 12th Annual Spring Meeting on
Cardiovascular Nurses
CATHERINE BELLEW, Cardiac Rehabilitation Co-ordinator, 
Connolly Hospital Blanchardstown, Dublin 15. Catherine.bellew@hse.ie
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entitled “Depression is independently associated
with 7-year mortality in patients treated with
percutaneous coronary intervention: results from the
research registry” was very enlightening. This was
presented by Niki Damen from the Netherlands.
Ms Damen and her colleagues examined
whether depression was associated with 7-year
mortality in patients treated with percutaneous
coronary intervention (PCI). Consecutive PCI
patients (n=1234) completed the Hospital and
Anxiety Scale (HADS) to assess depression at
the baseline. The endpoint was defined as all-
cause mortality. After adjusting for socio-
demographics and clinical characteristics and
anxiety and the “distressed” (Type D)
personality, depression was independently
associated with 1-5 fold increased risk for
7-year mortality in patients treated with PCI.
The authors recommended early identification
and treatment of depression in order to curb the
adverse effects of depression on health outcome. 

Hassan Alshahrani presented research exploring
decision delay in patients presenting with a
myocardial infarction in the Kingdom of Saudi
Arabia. Mr Alshahrani currently studying in
University of Ulster, Belfast, cited that previous
research in Western countries found many
factors that affected delay. However, these
factors may differ in different cultures. Hence,
this study was designed by Mr Alshahrani and
colleagues. Results revealed that in all 21% of
participants tried a self-help remedy, 18%
wished or prayed their pain would go away.
Only 45% thought the symptoms were related
to their heart. In addition 87% of patients had
not heard of thrombolytic drugs and 41% did
not realise the importance of their symptoms.
Across 189 eligible patients, women delayed
longer than men (3 hours versus 2 hours).
Participants without a past history of MI had
longer delay time, participants who were in a
public place when they had MI symptoms
delayed longer and those who were asleep also
delayed longer. This is important information in
light of our multicultural society. 

Ireland and cardiovascular nursing practice can
hold its own in Europe. Accordingly, it was great
to hear Dr Sharon O’Donnell from Trinity
College Dublin present her research. Dr
O’Donnell examined the validity of two ACS
presentation phenomena “slow-onset” and “fast-
onset” ACS presentations and their influence on
pre-hospital delay times. Fast-onset ACS
resembles the “Hollywood” heart attack and is
characterised by sudden, continuous and severe
chest pain. Slow-onset pertains to all other ACS
presentations, many of which involve gradual,
mild and intermittent typical/atypical
symptoms. Surprisingly “fast-onset” ACS was
experienced by 35% as opposed to 65%
experiencing “slow-onset”. Patients who
experience slow-onset ACS were significantly
more likely to have longer pre-hospital delays
then patients with fast onset. A “Slow-onset”
patient was more likely to phone or visit GP
while “fast onset” was more likely to call an
ambulance. A multivariate analysis of delay
revealed that in the presence of other known
delay factors, the only independent predictors
of delay were “slow-onset”/”fast-onset” ACS and
other factors associated with patient
behaviour/appraisal. Dr O’Donnell concluded
that slow-onset ACS and fast onset ACS are
legitimate ACS presentation phenomena that
demand serious consideration when examining
the factors associated with pre-hospital delay.
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The meeting is organised by the ESC Council on
Cardiovascular Nurses and Allied Professions
(CCNAP). The aim of CCNAP is to promote
excellence in CV Nursing and Allied Professions
through practice, education and research. All
registered nurses and allied professionals with
an interest in cardiovascular practice can
become a member and it’s free. Benefits include
participating in scientific and educational
programmes, applying for grants, awards and
post-doctoral mentoring opportunities and
much more. 

CCNAP frequently sets up scientific
programmes at different congresses, in addition
to its own annual Spring Meetings and the ESC
Congress. With the expansion of its activities in
developing scientific programmes serving as
continuing education for nurses, CCNAP has
created a Programme Committee. Its main
responsibility is to provide the CCNAP board
with suggestions of sessions to the above
mentioned scientific congresses and thereby
maintain and improve the quality of the
programmes. As a member of the Scientific
Programme Committee of CCNAP, I attended a
programme committee meeting at the Spring
Meeting in Copenhagen where we worked on a
draft for next year’s spring meeting in Glasgow.
This draft goes to the CCNAP Council and then
to the ESC Council before it’s finally approved.
From my point of view this is a great
opportunity to make suggestions to have some
of our own Irish research and high standard of
cardiovascular practice included in the
programmes. For example at one of the Main
Scientific Sessions entitled “Nurse led initiatives
to improve outcomes in cardiac surgery”, Mary
Kingston, Advanced Nurse Practitioner St James

Hospital, gave an excellent account of managing
the surgical patient’s journey from referral to
discharge. To this end I encourage nurses from
INCA, to forward to INCA or myself, any work
that they think might be included in the
scientific programme. The more I can suggest
the greater opportunity we have of having the
Irish perspective included.

Subsequently, the Annual Spring Meeting name
has been changed to EuroHeartCare. The name
change means it is more inclusive of the allied
health professionals, Euro reflects many of the
ESC Congresses e.g. EuroPrevent and in
addition it means that the meeting can be held
at any time of the year besides spring. Thus, I
would encourage as many as possible to attend
the first EuroHeartCare, Glasgow 2013, 22-23
March 2013. Remember bursaries are available
each year from INCA. 

I would like to thank INCA for awarding me
this bursary and giving me the opportunity to
attend the Annual Spring Meeting of CCNAP.
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Council on Cardiovascular Nurses and Allied
Professions (CCNAP).
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The techno-college provided an overview of the
latest developments in the field of
cardiovascular and thoracic surgery. It
highlighted new innovations, different surgical
techniques and also new solutions to old
problems. It included live cases in both human
and pre-clinical work in animals and high
quality video presentations and talks by
innovative leaders in the field. The new
innovation section included a presentation by
Dr Piet Jansen of France on the Carmat
bioprosthetic ‘Total Artificial Heart’ (TAH).

While the number of available donor hearts
remains stagnant, improvements in technology,
patient selection and patient outcomes have
spurred the utilisation of mechanical circulatory
devices to treat end stage heart failure. For
patients suffering from irreversible biventricular
heart failure and for whom a heart transplant is
unavailable, TAH implantation as destination
therapy is becoming a viable option. The
Carmat TAH project was initiated by Professor
Alain Carpentier and a group of engineers from
the European Aeronautic Defence and Space
Company. The design objective was to develop a
bioprosthetic TAH with biocompatible blood
contacting surfaces to reduce thrombo-embolic
complications, with an auto adaptive
physiologic response to the patient needs to
increase quality of life. This may provide a true
alternative to heart transplantation. The TAH
has two ‘ventricles’ each comprising of a blood
compartment and an activation liquid
compartment, separated by a hybrid membrane.
The membrane is made of bovine pericardial
tissue. Electro hydraulic pumps move silicon
fluid deploying the hybrid membrane in a
systolic and diastolic phase. Bio-prosthetic
valves at the inlet and outlet of each blood
compartment maintain forward flow. The
prosthesis is partially surrounded by a flexible
compliance bag. A percutaneous driveline

delivers power to the prosthesis and also serves
as a communication channel. In preparation for
the first in-man clinical study and as part of the
surgical training programme, a series of short
term animal implants were performed to
validate the implantation technique and to
document the interaction of the TAH in a
biological environment for up to 48 hours. The
implantation procedure was similar to that of
heart transplant. The TAH generated pulsatile
flow ranging from 7-8.5 litres/minute with an
arterial pressure of 120/70mmhg and venous
oxygenation of 90%, indicative of normal
physiologic conditions. These pre-clinical
findings will be validated in forthcoming clinical
studies but it seems that the possibility of a total
artificial heart as an alternative to heart trans -
plantation is indeed becoming a real possibility.

The nurse’s forum at the meeting provided an
opportunity for nurses working in
Cardiothoracic Nursing to discuss issues within
the speciality. Presentations included discussion
on professional challenges and emerging roles.
Presenters from Spain spoke about the
introduction of nurse perfusionists to their
service. Theatre ‘scrub’ nurses have completed a
2 year program in perfusion science and are
working as both scrub nurses and perfusionists
depending on the requirements of the service.
While in Holland some hospitals have expanded
the role of the anaesthetic nurse. Traditionally
an anaesthetist is required to sedate the patient
when a trans-oesophageal echocardiograph is
being performed. Anaesthetic nurses are now
providing this service. It was acknowledged that
while many of these changes have evolved as a
response to the European working time
directives and also hospital financial needs, it
seems that across Europe professional
boundaries are blurring and nurses are
continuing to accept changing roles and
innovative work practices.
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The 26th Annual Meeting of the European
Association of Cardiothoracic Surgery was held in
Barcelona, Spain from 27-29th September 2012. 
Niamh Kiely, Cardiothoracic Advanced Nurse Practitioner, St James’s Hospital, Dublin.
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I would like to take this opportunity to thank
the INCA committee for the opportunity to
attend the European Society of Cardiology
Congress 2012 that was held in Munich.

One of the main highlights of the ESC this year
was the promotion of the new ESC cardio -
vascular guidelines for 2012 that had been
launched at EuroPRevent held in Dublin 2012. 

CVD is the main cause of years of life lost from
premature death in Europe and the EU and
leads to over 4 million deaths in Europe (47%)
and over 1.9 million in the EU (40%). CVD is
estimated to cost the EU economy 195 billion
euro annually due to health care costs (54%),
productivity losses (24%) and due to the
informal care of people with CVD (22%).
(www.ehnheart.org European stats 2012).

Prevention of CVD is a set of coordinated
actions at public and individual level aimed at
reducing or eliminating the impact of disease
and related disability. Prevention works and
>50% of the reduction in CHD mortality relates
to changes in risk factors with >40% due to
improvements in diagnosis and treatments.

The following are the New Key Changes in the
guidelines:
•�   Four levels of risk
•�   More European countries at low risk

(including Ireland)
•�   Age – risk concept
•�   Importance of psychosocial risk factors
•�   Limited role of novel biomarkers
•�   No exposure to passive smoking
•�   Role of specific dietary patterns
•�   Underweight a possible risk factor
�•�  Multimodal behavioural intervention

effective

The four levels of risk include very high risk
patients with documented CVD by invasive or
non-invasive testing, patients with a previous
history of CV event including CVA and PVD,
Diabetes Mellitus (Type 1 or 2) with one or
more CV risk factor &/or target organ damage,
chronic kidney disease (CKD) or a SCORE ≥ 10
for 10 yr risk of fatal CVD. High risk patients
include those with a markedly elevated single
risk factor, DM, Moderate CKD or SCORE >5
and <10. Moderate risk include those with a
SCORE >1 and <5 and Low risk: SCORE <1.
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Report on European Society of Cardiology 
Congress 2012
Scribed by: Noeleen Fallon, CNS Cardiac Rehabilitation, AMNCH, Tallaght Hospital, Dublin

The risk age of a
young person with
several risk factors is
displayed as that of a
person of greater age
(more than 20 years).

*This table is available for full review in
the ESC Guidelines or on
http://www.escardio.org/guidelines

INCA news Spring2013_INCA NEWS Spring 13  04/02/2013  09:49  Page 8



Dietary guidelines remain similar with
saturated fat to account for <10% of total energy
intake and trans-fatty acids < 1% (WHO, 2003
NICE, 2010). Increase fibre 30-45g per day
with an increase in fruit and vegetable 2-3
servings per day. Fish is recommended twice
weekly and oily fish once per week. Salt should
be < 5g per day and alcohol intake not exceed
20g/dl for men and 10g/dl for women daily.

The strongly recommended target levels for
lipids with evidence level 1A are:
•�   Total cholesterol < 5mmol/L in low/mod

risk
•�   LDL < 3mmols/L in low/mod risk
•�   LDL < 2.5mmol/L in high risk
•�   LDL < 1.8mmol/L in very high risk or ≥50%

reduction in LDL
•�   Statins (high doses) for patients with ACS
•�   Lipid lowering therapy used to treat familial

hypercholesterolaemia

Overweight and obesity is associated with
increased risk of CVD mortality with a positive
linear link with BMI and all-cause mortality. The
latter is lowest with BMI of 20-25kg/m2 but BMI
<20kg/m2 cannot be considered protective.
Healthy adults should accumulate 2.5 - 5 hours

moderate physical activity weekly or 1 - 2.5
hours intense activity while sedentary subjects
are required to commence light intensity
exercise. Cardiac rehabilitation programs are
recommended for very high risk patients with
CVD and heart failure once risk stratification is
complete.

Multimodal interventional behaviours
integrating health education and exercise with
psychological therapy for psychological risk
factors including coping strategies should be
prescribed. Psychotherapy or medication may
be necessary for significant psychological
problems of anxiety, depression or hostility to
improve quality of life. 

The levels of blood pressure (BP) required to
achieve target have been increased with BP
<140/90mmHg acceptable for all hypertensive
patients. Lifestyles measures for example the
DASH diet are recommended and all
hypertensive patients with CVD should
commence Statin therapy. All major
antihypertensive drug classes do not differ in
their BP lowering effect. The following table
indicate the definition and classification of
blood pressure measurements.
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Smoking as we are all aware is a
strong independent RF for CVD and
has to be avoided. Exposure to passive
smoking increases risk of CVD by 25%
and must be avoided. All young people
should be encouraged to Quit with
ALL smokers given advice to Quit and
offer assistance and follow up.

Behavioural change is recognised with Evidence level Class 1A that includes cognitive behavioural
strategies such as motivational interviewing to facilitate lifestyle changes such as stopping smoking.
This involves nurses, dieticians and psychologists with CR programs and recommended for all the
very high risk patients

*This table is available for full review in the ESC Guidelines
or on http://www.escardio.org/guidelines
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With regard to Diabetes Mellitus the target
HbA1c to prevent CVD in DM is < 7.0% and
avoidance of hypoglycaemia and weight gain is
encouraged. Statins are recommended to reduce
CV risk and Metformin is used if tolerated. The
BP target is increased to <140/80mmHg.

With regard to anti thrombotic therapy, dual
antiplatelet therapy (Ticagralor or Prasugrel) for
12 months post ACS if there are no bleeding
contraindications. Use Clopidogrel if the above
are not tolerated and Dipyridamole + Aspirin or
Clopidogrel for secondary prevention in non-
cardio-embolic TIA or ischaemic stroke.

It is vital to establish patient’s adherence to
medication and identify reasons for non-
adherence. It is recommended to reduce the
dose of medications to the lowest possible
acceptable level. It is important to have regular
feedback and reinforcement and introduce
behavioural intervention in the case of non-
adherence.

Once again a sincere thank you to the INCA
committee for having received this wonderful
opportunity to attend the ESC.

INCA NEWS • Spring 2013Page 10

Finally some other risk
recommendations are
included in the opposite
table. Just to re-iterate
these are guidelines based
on evidence and expert
opinion and can
dramatically reduce the
level of CVD globally if
implemented carefully into
practice.

*These tables are available for full review in the ESC Guidelines or on http://www.escardio.org/guidelines

*This table is available for full review in the ESC Guidelines or on http://www.escardio.org/guidelines
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One of the main focuses for me at this years’
ESC was to hear all about the new “Guidelines on
the management of valvular heart disease”. They
are a joint effort between the European Society
of Cardiology (ESC) and the European
Association of Cardio-Thoracic Surgery
(EACTS). It is the first time the two organisa -
tions have come together on valves and follow a
previous collaboration on Guidelines for
myocardial infarction. The new guidelines
contain a number of new elements since the last
ESC Guidelines published in 2007.

The Guidelines incorporate a chapter for general
comments and an emphasis on risk stratification
evaluation. There are chapters covering each
specific valve disease: aortic regurgitation, aortic
stenosis, mitral regurgitation, mitral stenosis
and tricuspid disease. The remaining chapters
are: combined and multiple valve diseases;
management of patients with prosthetic valve;
management during non-cardiac surgery; and
management during pregnancy. 

These guidelines focus on acquired valvular
heart disease (VHD) and are orientated towards
management. They do not deal with
endocarditis or congenital valve disease,
including pulmonary valve disease because
recent guidelines have been produced by ESC
on these topics. These guidelines are in pocket-
sized versions and personal digital assistant
(PDA) downloadable versions.

I also attended Prof Jania Stepinska’s talk on the
management of cardiogenic shock.  This
presentation informed us that the incidence of
cardiogenic shock (CS) according to the
registries is between 4-11%. The leading cause
is acute coronary syndrome (ACS). The overall
incidence of CS in ACS decreased from 13% to
7-8%. Only 2.3% are reported to have CS with

ACS on admission but mostly CS developed
during hospitalisation. The study compared the
characteristics of patients with CS with those
patients only admitted with ACS shows that the
group with CS is older, has more comorbidities
more often presented with STEMI and after
cardiac arrest. 

Catheterisation is performed in only 57% and
in-hospital revascularisation in 47% of patients.
Prof Stepinska stated that CS is the result of
acute or sub-acute derangements in the
circulatory system with relevant ‘biologic’
component.  She went to on to state that CS
means the emergency indication for treatment
and in ACS the indication for intervention.
Regardless of age, the patient should be
revasularised. Patients should be haemo -
dynamically monitored to confirm diagnosis
and guide treatment. Inotropes (Dobutamine
inotrope of choice) can be used to decrease
mortality and reserved for patients with severe
reduction in cardiac output.  Intra-aortic
balloon pump (IABP) is underused in CS.  

Finally Prof Stepinska asked the question “how
to treat CS in multi-vessel disease”.  Prof Thiele
(Leipzig Denmark who presented “Prevention
by early intervention”) is planning a new trial to
compare the results of culprit lesions versus
multi-vessel revascularisation: the culprit shock
trial.

The ESC was not only educational but it gave
me a real insight into what’s happening not only
in Europe but all over the world.  Thank you
INCA for giving me this opportunity!
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Report on European Society of Cardiology
Congress Munich 2012
Emer Lodge, Cardiothoracic Advanced Nurse Practitioner, St James’s Hospital, Dublin.
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After introductions from Mary Kerins, President
of INCA and the President of the ICS, Dr Carol
Wilson, Ms Kate O’ Donovan, Post-Graduate
Co-ordinator, MMUH, gave a presentation.

Heart Mate II: The Background. 
Ms O’Donovan gave the group an introduction
to ventricular assist devices with specific
reference to the Heart Mate II. As the prevalence
of heart failure is increasing, not only in the
older population but across all age spans, an
increasing demand is placed on heart
transplantation. Heart transplant remains the
gold standard treatment for heart failure,
however due to dwindling organ availability;
ventricular assist devices (VAD) have been
identified as a means to improving and
sustaining quality of life for patients with heart
failure. The device can be used as a bridge to
transplant, bridge to recovery or as destination/
palliative therapy. 

In an Irish context, the 1st VAD was implanted
in 2005 in the MMUH, and the 1st Heart Mate
II was implanted in 2009. The Heart Mate II is a
para-corpeal left ventricular assist device which
removes blood from the left ventricle and
propels it to the aortic cannula for systemic
circulation. The only exposed element of the
device is the driveline which connects the
controller and battery pack. Kate went on to
explain the studies behind the use of the device,
including Heart Mate II study (Slaugher, 2009).
In this study Slaughter compared the Heart
Mate II with the Heart Mate XVE over a 2-year
period, with the primary endpoints being
survival, free from disabling stroke and
reoperation to repair or replace the device. The
results of this trial found that survival at 2-years
for those fitted with the Heart Mate II was 58%
versus 24% of those with the Heart Mate XVE.

However, there are challenges to using the Heart
Mate II including; infection, anti-coagulation,
education and psychological care for the
recipient and their family. 

Ms O’Donovan went on to introduce Mr Colin
Forbes who gave the delegates a valuable insight
into everyday living with an LVAD. Mr Forbes
was a recipient of the Heart Mate II device. His
presentation was: Life Experience – Living with
a Heart Mate II. Mr Forbes took the group
through his journey from his initial diagnosis of
heart failure to the present day. 

Mr Forbes was diagnosed with heart failure in
2005. After attending his GP with symptoms he
was referred to hospital where the diagnosis was
made. Between 2005 and 2008, he was
admitted to hospital 8–10 times with
decompensated heart failure. Medical manage -
ment of his symptoms was becoming difficult
and in 2007 he developed renal failure and at
this point he was referred to Prof Woods in the
MMUH with a view to heart transplant. Mr
Forbes continued working until January 2008
but, as poor circulation, increasing shortness of
breath and tiredness worsened, he was forced to
stop working. In February 2008 he was again
admitted to hospital with renal failure and this
time was referred to Dr Jim McCarthy where he
was placed on the heart transplant list. 

Mr Forbes described his journey from that time
to the present day as uncertain and surreal. He
became terrified at the phone ringing; the
unknown if a heart was available. After time he
became acclimatised to it. In October 2008, Mr
Forbes was readmitted to hospital and
subsequently spent almost 2 years as an
inpatient. He described his admission as living
in the hospital and becoming almost part of the
staff. Admittedly, he states his behaviour
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Report on: Irish Cardiac Society Nurses Day 
Carton House October 2012
Audrey Kearns CNM 2 Urgent Cardiac Care, Mater Private Hospital Dublin 
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towards people at times was not the best but at
the time he wasn’t sure how to deal with his
circumstances. He paid gratitude to the staff for
“putting up” with this behaviour. He explained
it to the group as very daunting living in an
acute hospital, under 24/7 medical supervision. 
As time progressed and he became mobile again
and his condition stabilised, it was decided that
he was not a good recipient for a heart
transplant. The proposition was put to him that
he would be a candidate for an LVAD, a Heart
Mate 2. He would be the 4th person in Ireland
to be fitted with the device. He spoke with other
patients about the device and decided to go
ahead with it. On the 24th of February 2010 the
LVAD was implanted. 

Mr Forbes then described the hours of
education that were involved after the device
was implanted. Education ranged from
preventing infection, using the device, cleaning
the equipment, warfarin therapy. The device
itself weighs 1.27kg and when he is tired he
feels it is very heavy. He also has fluctuating INR
levels and warfarin therapy is monitored closely.

Aside from the physical implications, the
psychological implications were challenging.
There was now change everywhere, he had lived
in an acute hospital for almost 2 years, hadn’t
worked. He had to begin a transition into
mainstream life on discharge from the hospital.
He gave a valuable patient perspective that for
all the education we give, the patient themselves
must learn how to adapt and live on discharge.
Mr Forbes then decided it was time to join the
workforce again, and during his job interview
his ICD discharged. He got the job! 

Throughout his experience Mr Forbes found
incredible kindness from family, friends and
colleagues. He was overwhelmed by the support
he received. By talking to our group at the ICS
he feels he is giving something back by telling
the story of his experience so we as nurses can
gain an insight into the patient’s journey. It was
our pleasure to have Mr Forbes as a speaker at
the ICS and to listen to his perspective. 

Mr Jim McCarthy, MMUH then presented a
talk titled: 

What Happens on the Night of a Heart
Transplant. 
Heart transplants involve many multi -
disciplinary teams from the initial decision to be
made as to whether a patient is suitable for
heart transplant surgery through to living well
after surgery. 

A Friday meeting is held in the MMUH to
discuss the list of potential recipients who are
either an inpatient in MMUH or in other
hospitals where a referral has been made. Mr
McCarthy highlighted that early referral is key
as often when referrals are made it is too late.
This meeting includes the doctors and
transplant co-ordinators. The MMUH team
work very closely with the Beaumont Donor
Procurement team. Over 30 hospitals are
involved in the donation of organs. 

Assessment is crucial to identifying a recipient-
the patient must be “sick enough” to be placed
on the transplant list. Mr McCarthy then spoke
about the importance of sizing when
considering donors and recipients, Male donors
will be larger and female donors will be smaller.
Height in the donor and recipient is also
important when sizing. Female donors may also
have increased antibodies if they had previous
pregnancies, which can affect the likelihood of
rejection. The cause of death in the donor is also
a factor. Haemodynamic stability is needed and
only low dose inotropes should be in progress.
There should be no history of drug use and of
course the blood group must match. Echo is
needed to assess left ventricular function. If all
these criteria are met there is a good chance the
heart will transplant successfully. 

After a donor has been identified, the organ is
then offered to the surgeon. However the
decision to transplant isn’t made by just one
surgeon. Mr McCarthy along with Dr Niall
Mahon will discuss which patients best suit the
criteria for the donor heart. 2 patients are then
called to come to the hospital. 1 patient will
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receive the heart and other will be a backup
patient if there is a problem with the 1st
identified recipient. 

After the heart arrives, timing is crucial. The
longer the heart is out of the body the chance of
rejection increases. Mr McCarthy gave these
figures; 6 hours out - transplant won’t work, 5
hours - might work, 3-4 hours are better, 2
hours better and 1 hour is best. He also gave the
figures of 4-6 hours for lung transplants to
work. When the heart is received the patient is
already in theatre ready for transplant. Sizing,
left ventricle and right ventricular function are
checked. The heart is palpated for coronary
disease. The heart and patient are cooled to
4 degrees during transplantation. Timing is key
for successful implantation. 

Mr McCarthy gave the group an account of the
Mater Transplant Programme to date. Ten heart
transplants had been completed between
January and October 2012 with 7 people
actively on the list. 12 lung transplants had
been performed with 33 actively waiting
surgery. 

Prof Ian M Graham, Trinity College, Dublin
presented the 

2012 ESC Guidelines European Joint
Guidelines on Cardiovascular Disease
Prevention in Clinical Practice. 
Scribed by: Rita Smith, Lecturer, School of
Nursing Midwifery & Health Systems,
University College Dublin

Professor Graham very wisely noted that
prevention, cardiovascular research and audit
are far too important to be left to cardiologists
and he suggested that if you want the job done
properly it was better to ask a nurse! Therefore,
the remit of cardiovascular nurses in CVD
prevention is clear. Our colleague, Noeleen
Fallon, CNS Cardiac Rehabilitation, AMNCH,
has provided a very succinct presentation on the
new guidelines earlier in this newsletter based
on the presentation she attended in Munich so
this is a brief summary! 

The new guidelines are based on the five
principles:
1.   What is CVD prevention
2.   Why is CVD prevention needed
3.   Who needs CVD prevention
4.   How is CVD prevention applied
5.   Where should CVD prevention be offered
The answers to these questions pose a very clear
opportunity for nursing to address CVD
prevention in primary and secondary care and
to share and use up to date evidenced based
knowledge in patient education. The guidelines
were launched at EuroPRevent which was held
in Dublin in May 2012, these new guidelines
were also promoted at the ESC Congress in
August. It is useful to be fully familiar with the
rationale behind CVD prevention and the main
points as presented by Prof Graham are now
outlined: 
•    CVD if the biggest cause of death world

wide
•    The underlying atherosclerosis develops

slowly but is usually advanced by the time
that symptoms emerge

•    Most deaths occur rapidly, before treatment
is available

•    Most CVD occurs in apparently healthy
people with modest elevations of several
risk factors

•    The major causes of CVD are known
•    There is irrefutable evidence that effective

risk factor control reduces CVD mortality
and morbidity

•    IMPACT modelling indicates that, in
general, >50% of reductions in CVD relate
to risk factor changes

Prof. Graham stated that in relation to strategies
and risk estimation, the key messages in relation
to CVD prevention are:
•    In apparently healthy people, CVD is usually

the result of multiple interacting risk factors
•    Therefore a risk estimation system such as

SCORE can assist in decision making, and
to avoid over or under treatment. 

•    More information on HDL-C
•    Low and high risk countries have been re-

defined, and a group of very high risk
countries defined
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•    SCORE is not needed in those who declare
themselves to be at very high risk

•    Young people may be at low absolute but
very high relative risk. Two approaches: the
relative risk chart and the adoption of risk
age

•    While women appear to be at lower risk
than men this is misleading because risk is
deferred by 10 years rather than avoided

Prof Graham outlined that the new guidelines
provide strategies for risk estimation. SCORE
has new definitions of low and high risk
countries, risk age, 4 categories of risk, and
targets are defined. Regarding genetics, Prof
Graham suggested it is crucial to check relatives
of patients who have premature CVD. He
outlined that age and gender deserve the same
treatment. An important point to remember in
relation to psychosocial risk factors is that the
poor DO die young and stress and deprivation
impede adherence. Knowledge of these key
points presented by Prof Graham allows us to
understand the crucial role nurses can play in
CVD prevention. 

For further details on the new ESC - CVD
prevention guidelines see: European Heart
Journal (2012) 33, 1635-1701 and European
Journal of Preventive Cardiology (2012) 19(4),
586-667. The new guidelines are available to
download at www.escardio.org/guidelines

Dr Sharon O’Donnell, Associate Professor
School of Nursing & Midwifery, 
Trinity College Dublin, then gave a very
interesting presentation on 

The Impact of Fear on Help-Seeking
Behaviour in ACS. 
Our colleague, Catherine Bellew, Cardiac
Rehabilitation Co-ordinator, Connolly Hospital
has outlined a synopsis of Dr O’Donnell’s
research earlier in this newsletter based on a
presentation she attended at the 12th Annual
Spring Meeting on Cardiovascular Nurses, in

Copenhagen, 2012, so I have aimed to present
an overview of the research.

Background Literature: The time from onset
of symptoms to the initiation of reperfusion
treatments is an important determinant of
survival following MI (Thiele et al 2007).
Improvements are now evident in relation to in-
hospital treatments times (Gibson et al 2008),
however efforts to reduce pre-hospital delays
have been relatively unsuccessful (King &
Maguire 2007). There is a lack of understanding
about complex socio-psychological and clinical
dimensions associated with the phenomenon of
help-seeking behavior (Khraim & Carey 2009).

Dr O’Donnell gave a clear outline of the concept
of fear and anxiety and how these are
experienced. She presented a number of studies
which outline that patients with ACS do
experience fear. The question then emerges,
does fear trigger or impede the help-seeking
process - 75% of patients with ACS
experience some fear. Increased chest
pain=increased fear. Increased fear= shorter
delay-times.

The research question addressed by O’Donnell
& Moser (2012) was: Do patients with ACS
experience fear? If so, what causes fear in
patients with ACS? The aims of this study were
to: 
�•   Qualitatively perform an in-depth analysis

of patients' MI symptom experiences 
�•   Describe their help-seeking behavior in

response to the symptom experiences using
Leventhals Common Sense Model
(Leventhal et al 1980) as a framework

The study had a Qualitative Descriptive Design /
In-depth interviews / 42 participants (19
women, 23 men). Participants were interviewed
2-4 days following their admission to one of two
Coronary Care Units in Dublin, Ireland. Dr
O’Donnell presented the main findings.
Emerging from the ‘symptom’ findings, were
rich detailed descriptions about symptom onset,
location, nature and intensity. Two new distinct
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MI presentations emerged: Fast-onset MI and
Slow-onset MI and each presentation associated
with distinct behavioural and fear patterns. 

Those who had ‘Fast Onset MI’ had an abrupt
onset of symptoms (‘Hollywood Heart attack’).
This always involved sudden, severe and
continuous chest pain, it was an always an acute
and dramatic event. This was experienced by
only 15 participants (8 men, 7 women).

Those who had ‘Slow-onset MI’ had a gradual
onset of MI symptoms which may have
included typical or ‘atypical’ symptoms. There
was a combination of gradual, mild, and
intermittent symptoms. Thus was experienced
by 27 (15 men, 12 women) participants. In
relation to ACS beliefs, all 42 participants
believed a heart attack would be similar to Fast-
onset MI i.e. the ‘Hollywood Heart Attack’.

In relation to F-MI and Help Seeking Behaviour:
Participants (n=15) with ‘Fast Onset MI’ (F-MI)
recognised the sinister nature of their symptoms
almost immediately, they experienced intense
fear, death anxiety or panic and spent very little
time trying to control/cure symptoms. When
coping strategies failed they sought help
immediately and they reached hospital <2hours
following symptom onset.

The Help-Seeking Behaviour for those who had
‘Slow-onset MI’ (S-MI) was influenced by the
symptoms. Participants with S-MI had difficulty
assigning an illness ‘label’ to their mild
symptoms. They experienced low-moderate
levels of fear which gradually intensified and
when coping attempts failed, they tried
alternatives. They expended much time trying
to control/cure symptoms and they reached
hospital >2hours following symptom onset. 

Dr O’Donnell presented an in-depth analysis of
behaviour patterns and influences on decision
making and independent predictors of delay.
She concluded that Slow-onset and Fast-onset
ACS presentations are independent predictors of
pre-hospital delay and are associated with

distinct behavioural and fear patterns and they
provide new and plausible ACS definition
alternatives to what is currently in use. They are
legitimate presentation phenomena that demand
serious consideration when examining the
factors associated with pre-hospital delay. For
further reading on this research see: 
O'Donnell S, Moser D.K., (2012) Slow onset
Myocardial Infarction and its Influence on Help-
Seeking Behaviours., Journal of Cardiovascular
Nursing, 27, (4), 2012, p334 – 344

The next presentation was by Ms Emer
Lodge RANP, Cardiothoracic Surgery
St James’s Hospital, who presented a very
interesting case study on a patient who was
referred by cardiology to the cardiothoracic
team for surgical management of his aortic
stenosis. 

Aortic Stenosis occurs when a valve doesn't
open fully. The valve may have become
hardened or stiff with calcium deposits or
scarring. Blood has to flow through a smaller
opening, so less blood gets through the valve
into the next chamber.

Ms Lodge outlined the Cardiac Pre-Admission
assessment for aortic valve surgery which is a
multidisciplinary approach with review and
physical assessment by the ANP (Advanced
Nurse Practitioner). The patient is then
reviewed by the anaesthetist, the pharmacist,
physiotherapist, clinical nutritionist, cardiac
rehabilitation nurse and social worker.

Ms Lodge defined the surgery options for Valve
replacement: Mechanical valves are created from
man-made materials. Lifelong anticoagulant
therapy is required with warfarin. Warfarin
prevents blood clots from forming on or around
the valve. 

Biological replacement valves do not require
lifelong coagulants (may be required for several
weeks after surgery). Biological valves do not
last as long as mechanical and require
replacement in ten to 15 years.  Age is a factor
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in how long the biological replacement will last;
they break down more slowly in the elderly and
faster in young adults and children.

Post-Operative Care:

This patient required noradrenaline support
overnight and was sedated on Propofol and
Remifentanil infusions and a morphine infusion
for analgesia and the patient was extubated on
night of surgery. Cardiac Pacing remained in
place for three days.

Day 3: Telemetry discontinued and patient is up
mobilising 

Day 4: Pacing wires removed. A repeat Echo
showed the valve well seated with no
paravalvular leak. Work up for discharge
included education by a nurse, the pharmacist
addressed medication and warfarin therapy. He
was reviewed by the dietician and cardiac
rehabilitation nurse. 

Day 5/6: Discharge home on with an OPD
appointment for 6 weeks

Possible post-operative complications are: 
•    Arrhythmia’s (Fast Atrial fibrillation which

is treated with IV Amiodarone + Beta-
blockers) Pneumonia requiring IV
Antibiotics, BIPAP/CPAP therapy 

•    Wound dehiscence 

Ms Lodge advised the audience about the
availability of the new ESC/EACTS Guidelines
on the management of Valvular Heart Disease
2012 which can be downloaded from the ESC
website 

Ms Mary Kerins Cardiac Rehabilitation
Co-ordinator, St James’s Hospital, then
presented a case study on a patient who had a
complication of cardiac surgery. The 69 year old
man, an ex-smoker had triple vessel CVD and
had Coronary Artery ByPass Grafts X 3. He was
also diagnosed with new onset atrial fibrillation.
He was attending a Cardiac Rehabilitation Phase

III programme. He was diagnosed with
Subclavian Steal Syndrome following the
emergence of a marked blood pressure deficit in
one arm. 

Ms Kerins gave a succinct definition of
Subclavian Steal Syndrome which results when
there is stenosis / occlusion of the Subclavian
artery proximal to the vertebral artery origin
causing reversed flow in the ipsilateral vertebral
artery. Blood is “stolen” from the circular
vertebrobasilar system to supply the distal part
of the occluded /stenosed artery. Coronary-
subclavian steal may occur in patients who have
received a CABG using the internal mammary
artery (ITA). As a result of this procedure, the
distal end of the ITA is diverted to one of the
coronary arteries facilitating blood supply to the
heart. In the setting of increased resistance in
the proximal subclavian artery, blood may flow
backward away from the heart along the ITA
causing myocardial ischaemia. 

The range of symptoms can include: dizziness,
syncope, presyncope, neurological deficits, poor
balance, numbness of the arms, blood pressure
deficit and the hands may show vascular
problems.

Fisher named the combination as “Subclavian
Steal Syndrome” The occurrence of this
syndrome is rare, in about 2.5% of patients
undergoing CABG. The diagnosis is made by
Doppler and/or Angiogram. The treatment is
revascularization if deemed necessary and
antiplatelet treatment for life.

In clinical practice it is important to check BP
on both arms /and to advise the patient to have
BP checked on the arm that has the higher BP.
Further reading available at:
http://www.patient.co.uk/doctor/Subclavian-
Steal-Phenomenon.htm#ref-2
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The afternoon session was opened by Fiona
Kehoe, Arrhythmia Nurse in the Mater
Hospital Dublin. Her presentation focused on
ICD deactivation in end of life care. Implantable
defibrillators have proven their efficacy in
terminating life threatening arrhythmias and
reduce mortality but ICD deactivation has
become a topic for discussion in improving end
of life care as many patients who have an ICD
are reaching their end of life expectancy. ICD
activation during the active phase of dying can
be painful and uncomfortable to the patient and
distressing to family members. Currently there
are no formal policies or procedures in relation
to the steps involved in deactivation of the
device. This lack of policy perpetuates lack of
discussion and planning in relation to
deactivating the device with the patient and
family and often the relevant personnel and
equipment required to turn off therapies are not
available at short notice. 

From a legal and ethical perspective there is no
specific legal precedent to ICD deactivation but
a consensus exists that such decisions can be
legally justifiable. Ms Kehoe recalled the work of
Salber who stated that it is unethical not to
prepare patients for the impact an ICD on
quality of life but what about the impact on
quality of death? Although no formal policy
exists expert groups such as the European
Society of Cardiology and the American College
of Cardiology advocate that patient care should
encompass end of life issues. Ms Kehoe gave an
overview of what prospective guidelines should
include: inform the patient of the consequences
of deactivation, order for deactivation should
accompany a do not resuscitate order,
psychological assessment if required, ethics
consultation if a differing medical opinion exists
and a second opinion if required. 

Factors that may initiate the process include
patient profile and clinical status such as
advanced age, symptoms persisting despite
optimal medical therapy, dependency for more
than 3 Activity of Daily Living, comorbidity
with a poor prognosis such as a terminal cancer
for example. Active involvement of the patient
in this decision making process is integral to
holistic patient care and empowerment. Benefits
versus the risk must be outlined to the patient
in an understandable manner and the patient
should demonstrate an understanding of the
implications of deactivation. Ms Kehoe
illustrated a study undertaken by Russo 2011
which demonstrated that discussion in relation
to deactivation does not commonly take place.
In this study fewer than 45% of patients who
had a Do Not Resuscitate order had discussed
deactivation of the device. The study
recommended that information in relation to
deactivation should be included when obtaining
informed consent for device insertion. Ms
Kehoe concluded the presentation by
highlighting the role nurses who care for
patients with ICDS have such as identification
of patients that may require device deactivation,
establishment of educational programmes and
their role in future research.

The following presentation linked very well
with Ms Kehoe’s. Dr Siobhan O’Sullivan Chief
Bioethics Officer with the Department of
Health spoke about Do Not Attempt
Resuscitation (DNAR) policy which will be
nationally implemented. Dr O’Sullivan provided
an overview of CPR in healthcare with the
following statistics: In hospital cardiac arrest –
13 -20% survive to discharge, out of hospital
cardiac arrest – 5-10% survive to discharge.
Previously there has been no national policy on
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CPR/DNAR orders which has resulted in a lack
of consistency in decision making and a
reluctance to discuss DNAR orders. The
objective of this policy is to ensure decisions
relating to resuscitation and DNAR orders are
made in a consistent transparent manner in line
with best practice. This policy will apply to all
institutions providing services for the HSE and
only applies to CPR. The general principles of
the policy involves open sensitive and on-going
communication, the need for accurate and up to
date information about CPR and the requisite
for training, knowledge and proficient
communication skills. Patient involvement is
integral to this policy but if a patient hasn’t the
ability to make an informed decision the role of
the family is not to make the final decision but
to assist healthcare professionals in making the
most appropriate decision for the patient.
Regarding CPR, for those who have made it
known in an advance directive that CPR is not
to be carried out, this request must be respected
if valid and applicable. Documentation and
reviewing of DNAR decisions should be clearly
and accurately documented. There is a
possibility of introducing DNAR cards. Review
of a DNAR decision is relevant when the clinical
condition changes, patient’s preference may
change , if the patient regains capacity to make
an informed decision or if clinical responsibility
for the patient changes. Dr O’Sullivan
concluded the presentation by outlining future
plans for the policy including implementation
and review of the policy.

Scribed by: Emer Lodge RANP
Cardiothoracic Surgery, 
St James’s Hospital,

The final presenation at the ICS meeting was by
Ms Daniela Lehwaldt, Lecturer, School of
Nursing and Human Sciences, Dublin City
University who presented us with an over view
of her literature review for her PhD on
RN4CAST – Cardiac Staffing Levels. This study
is also part of one of the largest nursing
workplace studies in the European Union
comprising of twelve countries.

The presentaion discussed nurse characteristics
and workload. Getting nurse-patient ratios
right. 

Numerous research studies were presented
ranging from 2001 to 2011 relating to the
impact of nurse staffing and patient outcome.
The research involved outcomes such as
mortality, failure-to-rescue, medication errors,
wound infections, pneumonia, urinary tract
infection, falls, pressure ulcer, patient
satisfaction (hospital care/nursing care), patient
length of stay and reduced emergency
department visits within 30 days of discharge.

She also discussed how the impact of nurse
staffing on patient outcomes can be measured.
There are two main categories ‘dose’ (ratio such
as the number of hours of nursing care per
patient day or the number of nurses-to-the
number of patients) and ‘skill mix’ (proportion
of nursing care provided by registered nurses of
all nursing care provided).

The impact of nurse characteristics on patient
outcomes was described by a number of
authors. Early research carried out by Aiken et
al (1994) found lower risk adjusted 30-day
mortality rates in 39 Magnet hospitals than in a
matched sample of 195 non-Magnet hospitals.
The benefits of higher staffing levels have also
been shown in subsequent studies (Needleman
et al 2002a,b, Aiken et al 2002, Silber). Later,
Westbrook et al (2011) also demonstrated
inexperienced nurses (0-6 years) incurred more
medication errors. Logistic regression showed
that with each year of experience (0-6 years) the
likelihood of the risk of serious error (error led
to increased length of patient stay, required
surgical intervention, caused permanent damage
or is likely to cause death) is reduced by 18.5%.
Daniela also pointed out the limitations of these
studies, a small sample size of 107 nurses and
limited hospital sites that included two teaching
hospitals and therefore findings may not be
generalisable. 
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RNE CAST: Nurse Forecasting: Human
resources planning in nursing study.
This study is a European Commission FP7
funded project (Framework ‘Health’). It
involved 12 EU countries (Belgium, Finland,
Greece, Germany, Ireland, Poland, Spain,
Sweden, Switzerland, the Netherlands, Norway
and the UK) with 3 observer countries
Botswana, China, South Africa. 

The overall objective of the RN4CAST project
was to expand typical forecasting models with
factors that take into account how features of
work environments and qualifications of the
nursing workforce impact on nurse and patient
outcomes. This represents the largest nurse
workforce planning study conducted in Europe
with samples of 486 hospitals, 33,541 nurse
survey responses and 11,318 patient satisfaction
surveys obtained from patients across European
hospitals (Aiken et al 2011).

One of the findings was in relation to nurse
staffing and practice work environemnts. It was
found that better practice work environments
and better nurse staffing levels were associated

with higher care quality and higher patient
satisfaction. Hospitals with the worst practice
work environments were, despite good staffing
levels, associated with lower quality and lower
patient satisfaction 

Ms Lehwaldt outlined some of the limitations
and questions related to the CNE CAST Study. It
involved large-scale American studies, some
European, RN4CAST. These encorporated cross-
sectional data, statistical model – controlling for
or exploring factors? Much of the data come
from medical and surgical wards so are they
relevant to cardiovascular nursing. Nurse
education levels measured exclude
cardiovascular nursing courses such as CCU /
ACCU specialist training and so on. Finally she
spoke of the need to develop research focusing
on cardiovascular nurse staffing.

Ms Lehwaldt’s talk was both interesting and
informative and we look forward to hearing
more from the RN4-CAST study. We would also
like to take this opportunity to wish Ms
Lehwaldt all the best in her PhD.

INCA NEWS • Spring 2013Page 20

Cardiac nurse’s cardiac risk factor and guideline
knowledge project update.
Dr Gabrielle McKee, Associate Professor, School of Nursing and Midwifery, 
Trinity College Dublin

Our aim is to promote the advancement of
knowledge and nursing research so as to
enhance the standards of nursing care for
cardiac patients. This INCA research study seeks
to explore cardiac nurses’ knowledge and to
identify how cardiac nurses acquire this
knowledge. 

Thanks to all who completed our questionnaire
for the above Irish Heart Foundation funded
project. We had 52 participants in total.  We are
currently analysing the results and have had an
abstract accepted for EuroHeart Care 2013 in

Glasgow. The main findings to date indicate that
cardiac nurse’s knowledge was in general very
good, however knowledge of exact guidelines
levels was less so. The main sources of
information were formal education and paper
guidelines.  We will present a more complete
short report on the study in the next newsletter.

Winner of INCA study participation raffle for
€100 voucher Geraldine Lynch

If you would like further information of the study
please contact INCA committee member Gabrielle
McKee, Email: gmckee@tcd.ie 
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NATIONAL MEETINGS

•     INCA:  Annual Spring Meeting April 19th Bewleys Hotel, Ballsbridge, Dublin 4.

EUROPEAN MEETINGS

•     Euro Heart Care Glasgow – Scotland, March 22nd - 23rd 2013

•     EuroPRevent 2013 Rome – Italy April 18th - 20th 2013

•     Nuclear Cardiology and Cardiac CT Berlin – Germany May 5th - 8th 2013

•     Heart Failure 2013 Lisbon – Portugal 25 May 25th - 28th 2013

•     EUROPPACE 2013 Athens – Greece June 23rd - 26th 2013

•     ESC Congress 2013  Amsterdam – Netherland August 31st - September 4th 2013

•     Euro Echo Imaging 2013  Istanbul – Turkey December 11th - 14th 2013

For more information on European meetings please log on to www.escardio.org

•     German Networking Group APN & ANP International Congress 'Everything remains different'
Activities and competencies of Advanced Practice Nurses, September 27th -28th Berlin

•     Deadline for submission of abstracts is 31st March. The Irish Association for Advanced Nursing
and Midwifery Practice (IAANMP) is a co-operating partner at the congress. 

•     Deutsches Netzwerk Advanced Practice Nursing Advanced Nursing Practice www.dnapn.de

DATES FOR YOUR DIARY
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