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Achtergrond	  

•  Secundaire	  preven;e	  kan	  toekoms;ge	  
klinische	  complica;es	  voorkomen	  

•  Na;onale	  en	  interna;onale	  richtlijnen	  zijn	  
hiervoor	  gemaakt	  (ESC,	  AHA/ACC,	  NVVC)	  

•  Doelen	  richtlijnen	  worden	  in	  de	  prak;jk	  niet	  
gehaald	  



EUROASPIRE	  III	  

•  Europese	  studie	  
•  Pa;enten	  met	  hart-‐	  en	  vaatziekten	  
•  Doelen:	  

– Meten	  van	  risicofactoren	  
– Registreren	  lifestyle	  en	  geneesmiddelengebruik	  
– Obje;veren	  van	  de	  klinische	  implementa;e	  van	  
de	  huidige	  evidence	  based	  medicine	  



EUROASPIRE	  III	  
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Het	  probleem	  

EuroAspire (n=8966) 
Roken 17% 
Obesitas (BMI≥30) 35% 
Centrale obesitas 53% 
SBD>140/90 56% 
TC>4.5 51% 
Plaatjesremmers 91% 
Betablokkers 80% 
ACE/AII 71% 
Ca-antagonisten 25% 
Statines 78% 

Kotseva	  et	  al.	  EUROASPIRE	  III.	  EJCPR	  (2009)	  vol.	  16	  (2)	  pp.	  121-‐37	  



Achtergrond	  

•  Secundaire	  preven;e	  kan	  toekoms;ge	  
klinische	  complica;es	  voorkomen	  

•  Na;onale	  en	  interna;onale	  richtlijnen	  zijn	  
hiervoor	  gemaakt	  (ESC,	  AHA/ACC,	  NVVC)	  

•  Doelen	  richtlijnen	  worden	  in	  de	  prak;jk	  niet	  
gehaald	  

•  Nieuwe,	  prak;sche	  en	  gemakkelijk	  te	  
implementeren	  ini;a;even	  zijn	  nodig	  



Wat	  wisten	  we	  al?	  

insights. The review was limited to the past 8 years, and
the sample size was small. We were unable to identify
unpublished studies or those not referenced in PubMed
or CINAHL. Thus, the study characteristics and find-
ings are limited to those found in published reports. The
inclusion criteria were somewhat stringent in an effort
to maximize the likelihood of unbiased results, which
may have resulted in the exclusion of some valuable
studies.

Implications for Future Research

The results of this systematic review raise several
important questions for future nursing research in this
area. What is the optimal combination and dose of
intervention strategies? Which features are most respon-
sible for changes in outcomes? What are the long-term
outcomes of nursing interventions? What subgroups
benefit most/least from nursing interventions? What is
the cost-effectiveness of various nursing interventions?
What are the results when translated into real-world
settings? How do we translate successful interventions
into clinical practice?

Conclusion

Most trials reviewed demonstrated a beneficial impact
of nursing interventions for secondary prevention in
patients with CAD or heart failure. However, the op-
timal combination of intervention components, includ-
ing strategy, mode of delivery, frequency, and duration,
remains unknown. There is a need to improve the rigor
of reporting of trials to further develop this important
area of cardiovascular nursing science.
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TABLE 3 Prevalence of Trials With Statistically
Significant Results by Outcome

Outcome

No. of Significant
Results/No. With

Outcome

Blood pressure 3/7
Lipids 5/9
Physical activity 4/5
Dietary intake 3/3
Smoking 5/9
Body mass index/weight loss 4/5
Quality of life 6/11
Psychosocial (anxiety, depression,
adjustment, self-efficacy)

3/10

Healthcare utilization (ED visits,
hospitalizations)

7/16

Mortality (or combined with HCU) 8/14

Abbreviations: ED, emergency department; HCU, health care utilization.

What’s New and Important

h The majority of published clinical trials over the past
nine years demonstrate a beneficial impact of nursing
interventions for secondary prevention in patients
with coronary artery disease or heart failure.

h The optimal combination of intervention
components, including strategy, mode of delivery,
frequency and duration remains unknown.

h Establishing consensus regarding outcomes
measures, thorough description of interventions,
inclusion of adequate, representative samples,
along with cost effectiveness analyses will promote
translation into practice.
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Conclusies	  review	  

•  De	  meerderheid	  van	  VPK	  programmas	  laten	  
een	  posi;eve	  effect	  zien	  op	  1	  of	  meerdere	  
risicofactoren	  

•  De	  op;male	  combina;e	  van	  
interven;ecomponenten,	  strategie,	  manier	  
van	  uitvoeren,	  hoevaak	  en	  hoelang	  is	  nog	  
onbekend	  



	  
Secundaire	  preven<e	  van	  

atherosclero<sche	  complica<es:	  	  
inzet	  van	  een	  verpleegkundig	  

spreekuur	  
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ABSTRACT
Objective To quantify the impact of a practical,
hospital-based nurse-coordinated prevention programme
on cardiovascular risk, integrated into the routine clinical
care of patients discharged after an acute coronary
syndrome, as compared with usual care only.
Design RESPONSE (Randomised Evaluation of
Secondary Prevention by Outpatient Nurse SpEcialists)
was a randomised clinical trial.
Setting Multicentre trial in secondary and tertiary
healthcare settings.
Participants 754 patients admitted for acute coronary
syndrome.
Intervention A nurse-coordinated prevention
programme, consisting of four outpatient nurse clinic
visits, focusing on healthy lifestyles, biometric risk factors
and medication adherence, in addition to usual care.
Main outcome measures The main outcome was
10-year cardiovascular mortality risk as estimated by
Systematic Coronary Risk Evaluation at 12 months follow-
up. Secondary outcomes included Framingham Coronary
Risk Score at 12 months, in addition to changes in
individual risk factors. Risk factor control was classified as
‘poor’ if 0 to 3 factors were on target, ‘fair’ if 4 to 6 factors
were on target, and ‘good’ if 7 to 9 were on target.
Results The mean Systematic Coronary Risk Evaluation at
12 months was 4.4 per cent (SD 4.5) in the intervention
group and 5.4 per cent (SD 6.2) in the control group
(p=0.021), representing a 17.4% relative risk reduction.
At 12 months, risk factor control classified as ‘good’ was
achieved in 35% of patients in the intervention group
compared with 25% in the control group (p=0.003).
Attendance to the nurse-coordinated prevention
programme was 92%. In the intervention group, 86
rehospitalisations were observed against 132 in the control
group (relative risk reduction 34.8%, p=0.023).
Conclusions The nurse-coordinated hospital-based
prevention programme in addition to usual care is a
practical, yet effective method for reduction of
cardiovascular risk in patients with coronary disease.
Our data suggest that the counselling component of the
programme may lead to a reduction in hospital
readmissions.
Trial Registration trialregister.nl Identifier
TC1290.

INTRODUCTION
Patients with established coronary artery disease
(CAD) are at high risk of recurrent coronary events
and mortality. Effective secondary prevention can
reduce this risk, and comprehensive guidelines for
the long-term management of patients with CAD
have been issued by the American Heart
Association/American College of Cardiology,1 and
the European Society of Cardiology.2

At present, a considerable gap exists between
these guidelines and their implementation in clin-
ical practice.3 Nurse-coordinated prevention pro-
grammes may contribute to better achievement
of preventive targets. Previous trials evaluating
such initiatives have been performed in primary
care, or have included complex multidisciplinary
interventions.4–6 We designed the Randomised
Evaluation of Secondary Prevention by Outpatient
Nurse SpEcialists (RESPONSE) trial to quantify
the impact of a practical, hospital-based nurse-
coordinated prevention programme integrated into
the routine clinical care of patients who have sus-
tained an acute coronary syndrome (ACS).

METHODS
Design
RESPONSE is a multicentre, randomised clinical
trial that was conducted in 11 centres in The
Netherlands. Detailed study methods have been
published elsewhere and are summarised here.7

The protocol was approved by the institutional
committees on human research of all recruiting
hospitals.

Trial participants
Patients aged 18–80 years were eligible if they had
been diagnosed with an ACS (ST segment elevation
myocardial infarction, non-ST segment elevation
myocardial infarction or unstable angina pectoris),
within 8 weeks prior to entry into the study.
Patients were ineligible if they met any of the fol-
lowing exclusion criteria: visits to the nurse-
coordinated prevention programmes not feasible;
not available for follow-up; surgery, percutaneous
coronary intervention or other interventions
expected within 8 weeks after inclusion; limited life

Jorstad HT, et al. Heart 2013;0:1–10. doi:10.1136/heartjnl-2013-303989 1
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Studieontwerp	  

•  Randomised	  Evalua;on	  of	  Secondary	  
Preven;on	  by	  Outpa;ent	  Nurse	  SpEcialists	  

•  Een	  Nederlandse	  muli;center	  (n=11)	  trial	  



Studie	  ontwerp	  

Studiedoel:	  
•  Het	  kwan;ficeren	  van	  de	  impact	  van	  een	  
verpleegkundig	  spreekuur	  op	  cardiovasculaire	  
risico	  in	  pa;ënten	  met	  een	  recent	  acuut	  coronair	  
syndroom	  (ACS)	  

	  
Popula;e	  
•  Pa;ënten	  18-‐80	  jaar	  (n=754)	  
•  ACS	  binnen	  8	  weken	  voor	  inclusie	  
	  



Studie	  schema	  

Baseline 
(within 8 weeks)

Visit 1
Visit 2
Visit 3
Visit 4

Control
(usual care only)Nurse program

6 months

12 months

ACS



Verpleegkundige	  doelen	  

  Risicofactor Doel 
1. Body mass index (BMI) <25 kg/m2 
2. Buikomvang ♀ ≤80 cm, ♂ ≤94 cm 
3. Systolische bloeddruk  <140 mmHg  
4. LDL cholesterol  ≤2.5 mmol/L  
5. Roken Niet roken 
6. Lichamelijke activitieit 5x/w ≥30 min matige intensiteit 
7. Alcohol ♀ ≤2 u/dag, ♂ ≤3 u/dag 
8. Groenten ≥200 gram dagelijks 
9. Fruit ≥2 stuk dagelijks 

Plus Correcte cardiovasculaire medicatie 
Diabetes screenen 

De Backer et al. 2003. Eur J Prev Car 
Burgers et al. 2007. Ned Tijdschr Geneeskd 



Verpleegkundige	  handelingen	  

1.  Adviseren/	  counsellen	  (incl.	  mo;va;onal	  
interviewing)	  gezonde	  leefs;jl	  

2.  Risicofactoren	  meten	  en	  controleren	  

3.  Medica;e	  controleren	  

4.  Medica;e	  bijstellen	  (io.	  met	  arts)	  
5.  Zn.	  verwijzen	  naar	  andere	  specialisten	  



Uitkomsten	  

•  Individuele	  risicofactoren	  ‘on	  target’	  
•  Veranderingen	  in	  risicofactoren	  
	  
Samengevat	  in	  
•  Systema;c	  Coronary	  Risk	  Evalua;on	  (SCORE)	  
(Hoofduitkomst)	  



Hoofduitkomst	  

SCORE	  risicoschagng	  op	  12	  maanden	  
•  10-‐jaar	  cardiovasculaire	  sterhe	  o.b.v.:	  

– Geslacht	  &	  Leehijd	  
– Roken	  
– Totaal	  cholesterol	  
– Systolisch	  bloeddruk	  



Baseline	  
    Randomisatie 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

    (N=366) (N=367) 
Leeftijd, jaren 57.5 57.8 
Vrouw 20% 20% 
Diagnose bij index event 

STEMI 50% 48% 
NSTEMI 33% 33% 
Instabiele Angina Pectoris 17% 19% 

Therapeutische interventie bij index event 
Geen revascularisatie 19% 22% 
PCI 78% 75% 
CABG 6% 6% 

Vaatlijden voor inclusie in studie 26% 27% 
Cardiovasculaire risicofactoren 

Positieve familieanamnese 60% 60% 
Gediagnosticeerde diabetes mellitus 13% 14% 
Dyslipidemie 69% 72% 
Roken (a) 46% 43% 
Ex-roker 37% 39% 

  Hypertensie 39% 36% 
(a)Status van roken van voor index event 



Geschame	  10	  jaar	  CV	  mortaliteit	  
(SCORE)	  
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Risicoreduc<e	  17.4%	  

Amendance	  92%	  



SBP	  <140mmHg	  

VPK

Con
tro

le
0

20

40

60

80

100

75%

61%

%
 o

n 
ta

rg
et

p<0.001



LDL<2.5mmol/L	  
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Adequate	  lichamelijke	  ac;viteit	  
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Adequate	  groente	  intake	  
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Adequate	  fruit	  intake	  
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Risicofactors	  ‘on	  target’	  

    Baseline   12 maanden  
follow-up 

12 maanden 
P-waarde 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

    (n=366) (n=367)   (n=358) (n=348)   
Hoofdparameters 

BMI ≤25 kg/m2 23% 29% 20% 26% 0.06 
Buikomvang♂ ≤94 cm, ♀ ≤80 cm 20% 27% 22% 24% 0.47 
Systolische bloeddruk ≤140 mmHg 68% 73% 75% 61% <0.001 
LDL-cholesterol ≤2.5 mmol/L 67% 67% 73% 64% 0.009 
Roken(a) 46% 43% 23% 25% 0.72 
Lich. activiteit ≥30 min, ≥5 x/week 51% 50% 66% 52% <0.001 
Alcohol ♂ ≤3 units/d, ♀ ≤2 units/day 95% 93% 98% 96% 0.18 
Groenten ≥200 g /dag 71% 66% 81% 71% 0.002 
Fruit ≥2 stuk /dag 80% 84% 94% 85% <0.001 

Andere parameters 
Triglyceriden ≤2.0 mmol/L 80% 80% 77% 80% 0.35 
HDL-cholesterol ≥1.0 mmol/L 58% 57% 69% 69% 0.99 
Diastolische bloeddruk≤90 mmHg 86% 87% 84% 80% 0.14 

  Totaal cholesterol ≤4.5 mmol/L 70% 70%   71% 72% 0.73 

(a) Percentage patienten die roken, baseline data geeft weer roken voor index event 



Risicofactors	  ‘on	  target’	  
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Reguliere 
zorg 

    (n=366) (n=367)   (n=358) (n=348)   
Hoofdparameters 

BMI ≤25 kg/m2 23% 29% 20% 26% 0.06 
Buikomvang♂ ≤94 cm, ♀ ≤80 cm 20% 27% 22% 24% 0.47 
Systolische bloeddruk ≤140 mmHg 68% 73% 75% 61% <0.001 
LDL-cholesterol ≤2.5 mmol/L 67% 67% 73% 64% 0.009 
Roken(a) 46% 43% 23% 25% 0.72 
Lich. activiteit ≥30 min, ≥5 x/week 51% 50% 66% 52% <0.001 
Alcohol ♂ ≤3 units/d, ♀ ≤2 units/day 95% 93% 98% 96% 0.18 
Groenten ≥200 g /dag 71% 66% 81% 71% 0.002 
Fruit ≥2 stuk /dag 80% 84% 94% 85% <0.001 

Andere parameters 
Triglyceriden ≤2.0 mmol/L 80% 80% 77% 80% 0.35 
HDL-cholesterol ≥1.0 mmol/L 58% 57% 69% 69% 0.99 
Diastolische bloeddruk≤90 mmHg 86% 87% 84% 80% 0.14 

  Totaal cholesterol ≤4.5 mmol/L 70% 70%   71% 72% 0.73 

(a) Percentage patienten die roken, baseline data geeft weer roken voor index event 



Risicofactoren	  ‘on	  target’	  
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Risicofactoren	  ‘on	  target’	  
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Veranderingen	  in	  risicofactoren	  

  
Waarde op baseline   Verandering op 12 

maanden 
12 maanden 

P-waarde 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

  (n=366) (n=367)   (n=358) (n=348)   
Gewicht, kg 87.2 84.2 0.5 1.1 0.26 
BMI, kg/m2 28.3 27.4 0.29 0.31 0.87 
Buikomvang, cm 100.9 99.1 -0.9 1.2 <0.001 
Systolische bloeddruk, mmHg 133.2 131.9 -0.1 4.2 0.002 
Diastolische bloeddruk, mmHg 79.4 78.8 1.9 3.0 0.2 
Totaal cholesterol, mmol/L 4.1 4.1 0.08 0.08 0.93 
LDL-cholesterol, mmol/L 2.3 2.3 -0.03 0.04 0.29 
HDL-cholesterol, mmol/L 1.1 1.1 0.1 0.04 0.020 
Triglyceriden, mmol/L 1.6 1.5   0.04 -0.01 0.45 



Medica;e	  

  Baseline  12 maanden follow-up 12 maanden 
p-value 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

Verpleegkundig 
spreekuur 

Reguliere 
zorg 

(N=366) (n=367) (n=348) (n=342) 
Plaatjesremmers(a) 99% 99%  98% 98% 0.99 
Lipidenverlagers(b) 96% 96% 93% 94% 0.64 

Betablokkers 90% 89% 76% 78% 0.53 

Calciumantagonisten 18% 18% 22% 19% 0.35 

Diuretica 14% 15% 21% 15% 0.04 

ACE-remmers 55% 48% 57% 46% 0.005 

Angiotensine II antagonisten 10% 9% 16% 16% 0.92 
Alfablokkers 0% 1%  0% 1% 0.06 
Baseline medicatie is na index event 

(a)Plaatjesremmers zijn aspirine, clopidogrel, dipyridamol of orale anticoagulantia.  

(b)Lipidenverlagers zijn statines of non-statine lipidenverlagers.  



Diabetes	  Mellitus	  

  Baseline   12 maanden 
Verpleegkundig 

spreekuur 
Reguliere 

zorg 
Verpleegkundig 

spreekuur 
Reguliere 

zorg 
  (n=366) (n=367)   (n=358) (n=348) 
Klinische diagnose Diabetes Mellitus 49 (13.4%) 48 (13.1%) 58 (16.2%) 58 (16.7%) 

verwezen maar geen diagnose       45 (12.6%) NVT 



Kwaliteit	  van	  Leven	  

•  Macnew	  vragenlijst	  

Totaalscore	  kwaliteit	  van	  leven	  
Subschalen:	  
-‐ 	  Emo;oneel	  
-‐ 	  Fysiek	  
-‐ 	  Sociaal	  



Kwaliteit	  van	  Leven	  

•  Macnew	  vragenlijst	  

	  

De	  hele	  'jd	  	  	  	  1—2—3—4—5—6—7	  	  	  	  Nooit	  

Voorbeeld:	  
Hoe	  vaak	  hee)	  u	  zich	  de	  laatste	  twee	  weken	  
gefrustreerd,	  ongeduldig	  of	  geïrriteerd	  gevoeld?	  



Kwaliteit	  van	  Leven	  

	  	   Baseline	   	   Verandering	  op	  12	  
maanden	   	  P-‐waarde	  

Verpleegkundig	  
spreekuur	  

Reguliere	  
zorg	   	   Verpleegkundig	  spreekuur	  

Reguliere	  
zorg	  

	  	   (n=308)	   (n=309)	   	   (n=308)	   (n=309)	   	  	  

MacNew	  Totaal	   5.17	   5.18	   0.57	   0.42	   0.03	  

	  	  Emo<oneel	   5.04	   5.03	   0.51	   0.37	   0.07	  

	  	  Fysiek	   5.01	   5.07	   0.64	   0.46	   0.03	  

	  	  Sociaal	   5.51	   5.54	   	  	   0.64	   0.49	   0.06	  



Ervaringen	  verpleegkundigen	  





Samenwerking	  



Conclusies	  (1)	  

•  Het	  RESPONSE	  verpleegkundig	  spreekuur	  
vermindert	  het	  cardiovasculaire	  risico	  bij	  
pa;ënten	  met	  een	  recente	  acuut	  coronair	  
syndroom.	  

•  Deze	  vermindering	  werd	  bereikt	  bovenop	  een	  
zeer	  goede	  reguliere	  zorg.	  



Conclusies	  (2)	  

•  Het	  spreekuur	  was	  effec;ef	  in	  het	  bereiken	  
van	  doelen	  voor:	  
– systolische	  bloeddruk	  
– LDL-‐cholesterol	  
– gezonde	  leefs;jl.	  

•  Het	  spreekuur	  had	  geen	  invloed	  op	  gewicht	  en	  
roken.	  

•  Het	  spreekuur	  leidde	  niet	  tot	  een	  verlies	  van	  
kwaliteit	  van	  leven.	  



Conclusies	  (3)	  

•  Het	  spreekuur,	  met	  max.	  4	  bezoeken,	  werd	  
goed	  bezocht	  en	  was	  goed	  uitvoerbaar.	  

•  Verpleegkundigen	  vinden	  de	  spreekuur	  
belangrijk	  en	  willen	  graag	  hiermee	  blijven	  
werken.	  

•  Het	  verpleegkundig	  spreekuur	  kan	  snel	  en	  
gemakkelijk	  geïmplementeerd	  worden	  in	  de	  
dagelijkse	  prak;jk.	  



In	  het	  kort	  

•  Een	  verpleegkundige	  spreekuur	  werkt	  

•  Medica;e	  gaat	  goed	  
•  Leefs;jl	  gaat	  minder	  goed	  
•  Nauwelijks	  effect	  op	  gewicht	  
•  Geen	  effect	  op	  roken	  
•  Diabetes	  slecht	  opgevangen	  



Europese	  richtlijn	  

Eigen	  hoofdstuk	  ESC	  richtlijn:	  
	  

Introduction
As mentioned in Section 2, prevention of CVD is a lifetime ap-
proach, starting ideally before birth by educating young parents,
and continuing in the pre-school age (kindergarten) and through-
out the advancing grades of the school system. During this
phase, the emphasis should be on conveying the pleasures of
healthy nutrition and the joys and feelings of wellbeing associated
with physical activity, rather than focusing on the prevention of
disease. Beginning in the sixth grade (age 11–12 years—or even
earlier, depending on the social environment), non-smoking behav-
iour should be actively encouraged.

In the adult age group—depending on the healthcare system—
different options are available to promote risk-adjusted prevention:
nurse-based activities in the community, preventive efforts of
general practitioners and practising cardiologists, hospital-based
programmes, and society-based programmes.

In addition, legislative activities, such as restricting the use of
trans fatty acids or protecting non-smokers from ‘second-hand’
smoke, banning tobacco commercials, and programmes to increase
risk factor awareness produced by non-governmental organiza-
tions and medical societies, can ideally supplement each other in
striving for a healthy population.

After a cardiovascular event, secondary preventive efforts within
a structured rehabilitation programme have been shown to be par-
ticularly important and cost-effective.

All of these programmes are important components for pre-
venting CVD, but to improve the health status of the citizens of
our communities we cannot rely on our health system alone; as
Brown and O’Connor formulated it: ‘We need to create healthy
communities and incorporate prevention into our daily lives as
health care providers and citizens.’529

Most important new information

† Smoking bans in public places, by law, lead to a decrease in in-
cidence of myocardial infarction.

5.1 Cardiovascular disease prevention in
primary care: role of nurses
Key message

† Nurse-co-ordinated prevention programmes are effective
across a variety of practice settings.

Nurse case management models tested in several randomized
trials of secondary prevention have shown significant improve-
ments in risk factors, exercise tolerance, glucose control, and ap-
propriate medication use, along with decreases in cardiac events
and mortality, regression of coronary atherosclerosis, and
improved patient perception of health compared with usual
care.530,531 Other studies have demonstrated the effectiveness of
nurse-led prevention clinics in primary care compared with usual
care, with greater success in secondary as opposed to primary pre-
vention.532 –534

5.1.1 Nurse-co-ordinated prevention programmes
effective in various healthcare systems
A nurse-co-ordinated multidisciplinary prevention programme in
both hospitals and primary care practices was evaluated in the
EUROACTION trial studying patients with CHD and those at
high risk of CVD in eight countries.35 The approach was family
centred and led to healthier lifestyle changes in terms of diet
and physical activity, improvements in lifestyle (diet and physical ac-
tivity), and more effective control of risk factors such as blood
pressure in both patients and their partners in the intervention
arm compared with usual care. A particular strength of the pro-
gramme was the demonstration of the feasibility of this type of
programme in hospitals and in general practice, outside of specialist
centres, and in eight different healthcare systems across Europe.

Differences are found in the degree of effectiveness of various
nurse-led programmes, which could reflect an inadequate dose
of the intervention, inconsistencies in the components of the inter-
vention, or lack of specific expertise, as well as the inherent diffi-
culty in achieving meaningful change in multiple factors. Nurse
case management models which were more intensive with more
sustained contact have shown the most successful outcomes, in-
cluding regression of atherosclerosis and decreased cardiac
events.535 The EUROACTION trial consisted of eight visits with
a multidisciplinary team, and attendance at a group workshop
and supervised exercise class over a 16-week period; other
studies have evaluated interventions of shorter duration.

5.1.2 Sustained contact is necessary for lifestyle change
Strategies used to elicit behavioural change and healthy lifestyles in
various trials included individualized assessment, risk communica-
tion, shared decision-making, inclusion of family, goal setting, indi-
vidual and group education, and motivational interviewing. Because
of differing intensity, duration, and intervention components in
these trials, the optimal ‘dose’ of contact or most effective and
cost-effective components needed for long-term results are not
known, or how they may vary by patient characteristics. Type
and duration of training for nurses to deliver the intervention
also differed in these trials, as has the involvement of multidiscip-
linary teams. The success of the interventions despite these differ-
ences support the basic concept that more sustained contact is
necessary to achieve changes in lifestyle and improvement of com-
pliance. Further research is needed to determine the optimal
format of interventions necessary to achieve sustained risk reduc-
tion, and how these can be titrated and adapted for people with
different risks and healthcare needs in a variety of healthcare and
community settings. Although there is evidence that these

Recommendation on nurse-co-ordinated care

Recommendations Classa Levelb GRADE Ref C

Nurse-co-ordinated 
prevention programmes 
should be well integrated into 
healthcare systems. 

IIa B Strong
35, 
530, 
531

aClass of recommendation.
bLevel of evidence.
cReferences.
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multifactorial process arising from immune and non-immune
pathogenic mechanisms, the approach to cardiac allograft vasculo-
pathy has been modification of underlying traditional risk factors
and optimization of immune suppression. Important non-immune
risk factors include hyperlipidaemia, hypertension, diabetes melli-
tus, and hyperhomocysteinaemia. Administration of statins
improves endothelial dysfunction, slows the development of
cardiac allograft vasculopathy, and benefits survival.194

Most important new information

† Treatment of periodontitis improves endothelial dysfunction,
one of the earliest signs of atherosclerosis.

Remaining gaps in the evidence

† Randomized studies are lacking except in patients with vascular
disease after transplantation.

4. How can cardiovascular disease
prevention be used?

4.1 Principles of behaviour change
Key message

† Cognitive-behavioural methods are effective in supporting
persons in adopting a healthy lifestyle.

4.1.1 Introduction: why do individuals find it hard to
change their lifestyle?
‘Lifestyle’ is usually based on long-standing behavioural patterns.
These patterns are framed during childhood and adolescence by
an interaction of environmental and genetic factors, and are main-
tained or even promoted by the individual’s social environment as
an adult. Consequently, marked differences in health behaviour
between individuals but also between social groups can be
observed. In addition, these factors impede the ability to adopt a
healthy lifestyle, as does complex or confusing advice from
medical caregivers. Increased awareness of these factors facilitates
empathy and counselling (simple and explicit advice), thus facilitat-
ing behavioural change.

4.1.2 Effective communication and cognitive-behavioural
strategies as a means towards lifestyle change
A friendly and positive interaction is a powerful tool to enhance an
individual’s ability to cope with illness and adhere to recommended
lifestyle changes and medication use. Social support provided by
caregivers may be of importance in helping individuals maintain
healthy habits and follow medical advice. It is of special importance
to explore each individual patient’s experiences, thoughts and
worries, previous knowledge, and circumstances of everyday life.
Individualized counselling is the basis for evoking and gaining the
patient’s motivation and commitment. Decision-making should be
shared between caregiver and patient (also including the indivi-
dual’s spouse and family) to the greatest extent possible, thus
ensuring the active involvement of both the individual and family
in lifestyle change and medication adherence. Use of the following
principles of communication will facilitate treatment and
prevention of CVD (Table 7).

Recommendations for behavioural change

Recommendations Classa Levelb GRADE Ref C

Established cognitive-
behavioural strategies (e.g. 
motivational interviewing) to 
facilitate lifestyle change are 
recommended.

I A Strong 195, 
196

Specialized healthcare 
professionals (e.g. nurses, 
dieticians, psychologists, etc.) 
should be involved whenever 
necessary and feasible.

IIa A Strong
185, 
197, 
198

In individuals at very high 
CVD risk, multimodal 
interventions, integrating 
education on healthy lifestyle 
and medical resources, 
exercise training, stress 
management, and counselling 
on psychosocial risk factors, 
are recommended.

I A Strong

195, 
197, 
199, 
200

CVD ¼ cardiovascular disease.
aClass of recommendation.
bLevel of evidence.
cReferences.

Table 7 Principles of effective communication to
facilitate behavioural change

• Spend enough time with the individual to create a therapeutic 
 relationship—even a few more minutes can make a difference.

• Acknowledge the individual’s personal view of his/her disease and 
 contributing factors.

• Encourage expression of worries and anxieties, concerns, and
 self-evaluation of motivation for behaviour change and chances of 
 success.

• Speak to the individual in his/her own language and be supportive of 
 every improvement in lifestyle.

• Ask questions to check that the individual has understood the advice 
 and has any support they require to follow it.

• Acknowledge that changing life-long habits can be difficult and that 
 gradual change that is sustained is often more permanent than a 
 rapid change.

• Accept that individuals may need support for a long time and that 
 repeated efforts to encourage and maintain lifestyle change may be 
 necessary in many individuals.

• Make sure that all health professionals involved provide consistent 
 information.

Joint ESC GuidelinesPage 26 of 77

Introduction
As mentioned in Section 2, prevention of CVD is a lifetime ap-
proach, starting ideally before birth by educating young parents,
and continuing in the pre-school age (kindergarten) and through-
out the advancing grades of the school system. During this
phase, the emphasis should be on conveying the pleasures of
healthy nutrition and the joys and feelings of wellbeing associated
with physical activity, rather than focusing on the prevention of
disease. Beginning in the sixth grade (age 11–12 years—or even
earlier, depending on the social environment), non-smoking behav-
iour should be actively encouraged.

In the adult age group—depending on the healthcare system—
different options are available to promote risk-adjusted prevention:
nurse-based activities in the community, preventive efforts of
general practitioners and practising cardiologists, hospital-based
programmes, and society-based programmes.

In addition, legislative activities, such as restricting the use of
trans fatty acids or protecting non-smokers from ‘second-hand’
smoke, banning tobacco commercials, and programmes to increase
risk factor awareness produced by non-governmental organiza-
tions and medical societies, can ideally supplement each other in
striving for a healthy population.

After a cardiovascular event, secondary preventive efforts within
a structured rehabilitation programme have been shown to be par-
ticularly important and cost-effective.

All of these programmes are important components for pre-
venting CVD, but to improve the health status of the citizens of
our communities we cannot rely on our health system alone; as
Brown and O’Connor formulated it: ‘We need to create healthy
communities and incorporate prevention into our daily lives as
health care providers and citizens.’529

Most important new information

† Smoking bans in public places, by law, lead to a decrease in in-
cidence of myocardial infarction.

5.1 Cardiovascular disease prevention in
primary care: role of nurses
Key message

† Nurse-co-ordinated prevention programmes are effective
across a variety of practice settings.

Nurse case management models tested in several randomized
trials of secondary prevention have shown significant improve-
ments in risk factors, exercise tolerance, glucose control, and ap-
propriate medication use, along with decreases in cardiac events
and mortality, regression of coronary atherosclerosis, and
improved patient perception of health compared with usual
care.530,531 Other studies have demonstrated the effectiveness of
nurse-led prevention clinics in primary care compared with usual
care, with greater success in secondary as opposed to primary pre-
vention.532 –534

5.1.1 Nurse-co-ordinated prevention programmes
effective in various healthcare systems
A nurse-co-ordinated multidisciplinary prevention programme in
both hospitals and primary care practices was evaluated in the
EUROACTION trial studying patients with CHD and those at
high risk of CVD in eight countries.35 The approach was family
centred and led to healthier lifestyle changes in terms of diet
and physical activity, improvements in lifestyle (diet and physical ac-
tivity), and more effective control of risk factors such as blood
pressure in both patients and their partners in the intervention
arm compared with usual care. A particular strength of the pro-
gramme was the demonstration of the feasibility of this type of
programme in hospitals and in general practice, outside of specialist
centres, and in eight different healthcare systems across Europe.

Differences are found in the degree of effectiveness of various
nurse-led programmes, which could reflect an inadequate dose
of the intervention, inconsistencies in the components of the inter-
vention, or lack of specific expertise, as well as the inherent diffi-
culty in achieving meaningful change in multiple factors. Nurse
case management models which were more intensive with more
sustained contact have shown the most successful outcomes, in-
cluding regression of atherosclerosis and decreased cardiac
events.535 The EUROACTION trial consisted of eight visits with
a multidisciplinary team, and attendance at a group workshop
and supervised exercise class over a 16-week period; other
studies have evaluated interventions of shorter duration.

5.1.2 Sustained contact is necessary for lifestyle change
Strategies used to elicit behavioural change and healthy lifestyles in
various trials included individualized assessment, risk communica-
tion, shared decision-making, inclusion of family, goal setting, indi-
vidual and group education, and motivational interviewing. Because
of differing intensity, duration, and intervention components in
these trials, the optimal ‘dose’ of contact or most effective and
cost-effective components needed for long-term results are not
known, or how they may vary by patient characteristics. Type
and duration of training for nurses to deliver the intervention
also differed in these trials, as has the involvement of multidiscip-
linary teams. The success of the interventions despite these differ-
ences support the basic concept that more sustained contact is
necessary to achieve changes in lifestyle and improvement of com-
pliance. Further research is needed to determine the optimal
format of interventions necessary to achieve sustained risk reduc-
tion, and how these can be titrated and adapted for people with
different risks and healthcare needs in a variety of healthcare and
community settings. Although there is evidence that these

Recommendation on nurse-co-ordinated care

Recommendations Classa Levelb GRADE Ref C

Nurse-co-ordinated 
prevention programmes 
should be well integrated into 
healthcare systems. 

IIa B Strong
35, 
530, 
531

aClass of recommendation.
bLevel of evidence.
cReferences.
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•  Nurse-‐led	  clinics	  or	  nurse-‐coordinated	  
mul;disciplinary	  preven;on	  programmes	  are	  
more	  effec;ve	  than	  usual	  care	  in	  reducing	  
cardiovascular	  risk,	  in	  a	  variety	  of	  healthcare	  
segngs.	  	  



Blik	  in	  de	  toekomst	  



•  Multicenter, randomised controlled trial 
•  2 maal 500 patiënten na opname ACS 
•  1 jaar follow up 
•  Extra aandacht voor Roken, Gewicht, 

Bewegen 
–  (cotinine, BMI, 6 MWT) 



Deelnemende	  ziekenhuizen	  



Deelnemende	  ziekenhuizen	  
Academisch	  Medisch	  Centrum	   Amsterdam	   April	  2013	  

OLVG	   Amsterdam	   juni	  2013	  

Atrium	  MC	  	   Heerlen	   augustus	  2013	  

Tergooi	  ziekenhuizen	   Hilversum	   september	  2013	  

Catharina	  ziekenhuis	  	   Eindhoven	   september	  2013	  

Gelderse	  Vallei	  	   Ede	   september	  2013	  

Flevo	  ziekenhuis	  	   Almere	   oktober	  2013	  

Slotervaart	  ziekenhuis	  	   Amsterdam	   november	  2013	  

Mar;ni	  ziekenhuis	   Groningen	   november	  2013	  

Groene	  Hart	  ziekenhuis	  	   Gouda	   maart	  2014	  

St.	  Antonius	  ziekenhuis	  	   Nieuwegein	   april	  2014	  

Beatrix	  ziekenhuis	   Gorichem	   mei	  2014	  

MC	  Leeuwarden	   Leeuwarden	   juni	  2014	  

Rijnstate	   Arnhem	   juni	  2014	  

Wesuries	  Gasthuis	   Hoorn	   juni	  2014	  



Taak	  verpleegkundige	  

•  Verpleegkundige	  spreekuur	  met	  “extras”	  
• 	   De	  verpleegkundige	  heeh	  een	  centrale	  rol:	  

– Coördina;e	  zorg	  
– Medica;e	  controleren,	  evt.	  instellen	  
– Mo;veren	  voor	  leefs;jl	  verandering	  

•  Verwijzen	  naar	  externe	  leefs;jlprogramma’s	  





Luchtsignaal®	  
Begeleiding	  bij	  het	  stoppen	  met	  roken:	  
a) 	  Gedragsma;ge	  behandeling	  
b) 	  Farmacologische	  ondersteuning	  
	  
	  De	  mo;va;e	  van	  de	  roker	  is	  bepalend	  voor	  
het	  succes	  van	  de	  stoppen-‐met-‐roken	  
behandeling!	  

	  
 



Weight Watchers®	  

•  Secundaire 
preventie 

•  Duur interventie: 1 
jaar 

•  Wekelijkse 
bijeenkomsten (30 
minuten) met een 
coach 

•  Online 
ondersteuning 



Philips Directlife®	  
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Take	  home	  

	  
	  

De	  verpleegkundige	  kan	  een	  belangrijke	  rol	  
spelen	  bij	  het	  verbeteren	  van	  cardiovasculaire	  

risicofactoren	  bij	  ACS-‐pa;enten	  



Met	  dank	  aan	  
De	  RESPONSE-‐verpleegkundigen	  



DE	  RESPONSE	  studiegroup	  

Supported	  by	  an	  unrestricted	  grant	  from	  AstraZeneca,	  the	  Netherlands.	  	  


