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Just as football is Scotland's national game so has coronary
heart disease become its national disease. But no incon-
sistencies such as bedevil its World Cup performances
embarrass the supremacy of heart disease: Scotland is at the
very top of this international league. ' Mortality from coronary
heart disease is high in the United Kingdom when compared
with other developed European countries. But within the
United Kingdom the highest rates are in Scotland, where for
men aged between 35 and 65 the mortality is 30-40% higher
than in England. For women the differences are even more
striking. 2 Last year nearly 4000 men and women in Scotland
died from coronary heart disease before the age of 65, and it is
by far the single most common cause of premature death. I

This is not, however, a problem confined to Scotland-as is
shown by the equally high mortality from coronary heart
disease in Northern Ireland and the less dramatic but still high
rates in Wales. Nor can it simply be the expression of a rogue
genetic endowment from the Celts, because coronary heart
disease is as much a problem in some parts of England,
notably the north, as in Scotland.4 Striking variability is found
within the countries themselves and within their districts.
What, then, is the cause of this variation? The "Scottish"

factor has been investigated already,56 but recently the
distribution of coronary heart disease has been studied
intensively by the Scottish heart health study organised by the
department of cardiovascular epidemiology in Dundee.7 In
this study 10359 men and women from 22 local authority
districts were selected, giving a representative sample in
terms of geography, social class, and mortality from coronary
heart disease. The collected data on the major risk factors
were related to the standardised mortality ratios (SMR) for
coronary heart disease during the five years before the study.
The three most important findings were:
* Firstly, that serum cholesterol concentrations were high in
all districts and bore no relation to the SMR. Thus the mean
total cholesterol in Eastwood of 6-4 mmol/l, where the SMR
was lowest at 51, was identical with that in Monklands, where
the SMR was highest at 136; high density cholesterol
lipoprotein concentrations were unremarkable
* Secondly, blood pressures were similar in these two areas
and, in general, the values throughout Scotland were not
unusually high by European standards' 9
* Thirdly, however, there were striking differences in
smoking; though only 29% of men in Eastwood smoked
cigarettes and 30% had never smoked, in Monklands 51% of

the men smoked and only 17% had never smoked. Similar
relations among the three main risk factors were found in
women, with differences in smoking being even more
prominent.'0"

The hypothesis is, therefore, that a high prevalence of
coronary heart disease would be expected in a population with
a high mean cholesterol value such as is present throughout
the United Kingdom and that regional differences are
explained at least partly by regional variations in cigarette
smoking. This explanation is supported by the findings of the
British regional heart study and is consistent with other data
on risk factors in Europe.'2 13 Exceptions may prove the rule,
but the Scottish heart health study has important messages
not only for Scotland but for the rest of the United
Kingdom."

Ironically, coronary heart disease was once considered the
disease of the affluent; but the striking contrast between
middle class Eastwood and working class Monklands (which
resembles those in other parts of the United Kingdom) leaves
no room for doubt: nowadays in population terms coronary
heart disease is inversely related to social class. Does smoking
simply cluster with socioeconomic state? Are other uniden-
tified factors concerned with lifestyle equally or more impor-
tant? For example, is inadequate consumption of fruit and
vegetables (which contain the antioxidant vitamins C and E)
important, as has recently been suggested?7' It would be
naive to believe that smoking was the only important variable
and that just stopping smoking would eventually lead to
approximation of mortality throughout the United Kingdom.
Nevertheless, in the American multiple risk factor inter-
vention trial (MRFIT) normotensive smokers whose
cholesterol concentration was >6-2 mmol/l (around Scot-
land's average) had over four times the risk of developing
coronary heart disease than non-smokers with lower
cholesterol values.'6 Not surprisingly, therefore, when high
cholesterol concentrations and cigarette smoking can be
substantially and simultaneously reduced impressive
reductions in coronary heart disease have followed. "

We need not necessarily be too pessimistic about the future,
because the mortality from coronary heart disease in Scotland
is decreasing, especially in younger men. ' The mortality from
this cause in the United States-which was even higher than
in Scotland 20 years ago- has fallen much more dramati-
cally.'0 To what extent this has been due to "doing the right
things" concerning smoking, cholesterol, blood pressure, and
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exercise must-probably for ever-remain controversial.'9
But this is a sterile debate: who would deny that stopping
smoking, taking more exercise, controlling high blood pres-
sure, and having nutritional counselling to reduce excess body
weight and needlessly high cholesterol concentrations are
reasonable strategies in pursuing a healthier lifestyle?
What of those who already have evidence of coronary heart

disease? Aspirin, thrombolysis, 3 blockers, angiotensin con-
verting enzyme inhibitors, risk stratification by cardiological
investigation, revascularisation by surgery or angioplasty,
and transplantation are some of the factors that have
generated justifiable optimism in cardiology during the past
decade.20 Yet with resources scarce and under pressure there
can be no complacency about the monumental problem of
managing coronary heart disease not just in Scotland but
world wide. The cost ofthese techniques and treatments is the
greatest stimulus to invest more modest resources in a
healthier future. Without doubt, preventive strategies must
be strengthened for those already known to have coronary
heart disease, with the aim of preventing the progression of
atheroma or even inducing regression,2 22 especially since the
results of trials of secondary prevention have been
encouraging."2-25
And primary prevention? We have to acknowledge that the

major risk factors and socioeconomic influences explain only
part of the overall prevalence of coronary heart disease; other
possible mechanisms include climate, latitude, stress, water
softness, and viruses.26 27 But even if half of all coronary heart
disease is not explicable on the basis of current knowledge the
other half leaves plenty of scope for action. Thanks to projects
such as the Scottish heart health study and the Scottish
MONICA study28 we have more information on risk factors
and the prevalence of coronary heart disease than anywhere
else in the United Kingdom. Yet Scotland is the only country
within the United Kingdom that has no national programme
aimed specifically at coronary heart disease. The priority that
coronary heart disease deserves in Scotland has already been
recognised in several local initiatives such as "Good Hearted
Glasgow" in its programme of public education and
individual counselling. In a population with high cholesterol
values nutritional change is the key,29 while the contribution of
lipid lowering drugs will become clearer as the results of
prevention studies become available.
A holistic approach, as envisaged by the Scottish Health

Education Group, has advantages over one that is disease
specific.30 Firstly, it addresses other common preventable
diseases whose risk factors or markers overlap with those for
coronary heart disease. Secondly, it does address the risk
factors, albeit indirectly; and, thirdly, it should be supported
by those who remain sceptical about the results of trials of risk
factor modification in coronary heart disease but who never-
theless accept that their control is in line with the promotion
of a healthy lifestyle.
What is required now is a much more vigorous and

committed effort in health promotion that recognises the
priority of coronary heart disease in Scotland. This popula-
tion approach should be complemented by a programme to
detect and manage people at high risk-justified by the
dramatic reduction in risk that can be achieved by simul-
taneous attention to nutritional counselling and cigarette
smoking on an individual basis.'73' The complexities of the
direct association between ill health and poor social circum-
stances should be seen as a challenge, not a deterrent, to
everyone concerned in health promotion.32

Finally, any serious commitment to the problem of
coronary heart disease in Scotland requires adequate funding.
The results of the Scottish heart health study have shown
where extra resources might be needed most. Scotland needs

the diversion of a fraction of that fervour so evident in the
sporting arenas of the world towards creating a healthier
national lifestyle. Winning the international league cham-
pionships for coronary heart disease year after year is
becoming boring; this is one title the Scots can afford to lose.

HENRY J DARGIE
Consultant Cardiologist,
Western Infirmary,
Glasgow GIl 6NT
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Osteoarthritis

Diagnosis is not as simple as it seems

Osteoarthritis costs Britain millions of pounds annually. It is
the most common of the rheumatic diseases, results in many
days lost from work, puts more on the national drug bill than
does any other arthritic disease, and is the most frequent
reason for arthroplasty. It is second only to cardiovascular
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