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SUMMING UP

The paediatrician's responsibility for the prevention of coronary heart disease

OTTO H. WOLFF
M.D., F.R.C.P.

Institute of Child Health, London WCJN JEH

Summary
A strong case exists in favour of encouraging children
not to smoke, to be reasonably physically active and to
eat in moderation to avoid obesity. The principal role
of the paediatrician is in the education of health
personnel who are in a position to influence children
and their families to adopt these measures. Paedia-
tricians will also be involved with children at special
risk of ischaemic heart disease. They have a responsi-
bility to promote reasearch to determine the efficacy
of these measures in the prevention of coronary heart
disease.

WHEN discussing preventive measures, we need to
consider the groups of individuals to whom we
wish to apply these measures. Are we thinking of the
whole population or of special groups known to be
at increased risk? Before recommending a certain
measure for the whole population of children we
must be in a position to answer certain critical
questions. Amongst these questions are the follow-
ing:

(1) How strong is the evidence that this particular
measure, if introduced in childhood, will lower
morbidity and mortality from coronary heart
disease?

(2) What are the difficulties of introducing the
measure:
(a) from the economic point of view?
(b) from the point of view of disturbing established
family habits?

(3) Are there other reasons, apart from the preven-
tion of coronary heart disease, for the introduction
of the particular measure? If there are other
reasons, such as the established relationships
between smoking and carcinoma of the lung, and
between smoking and lower-respiratory-tract in-
fections including chronic bronchitis, then the
case for recommending measures to reduce the
incidence of that particular risk factor in children
and adolescents becomes much stronger.

Smoking
The evidence for a causal link between smoking

and coronary heart disease is strong. There are at
least three other conditions (carcinoma of the lung,
respiratory infections including chronic bronchitis
and peripheral vascular disease) in whose aetiology
smoking is implicated. There is, therefore, a strong
indication for population action.

Blood pressure
The evidence for a causal link is again strong.

Hypertension is also known to play an important
part in the aetiology of other conditions such, as
cerebro-vascular disease and renal disease. There are,
however, as Professor Lauer's paper showed, cer-
tain questions that require to be answered before we
can recommend nation-wide screening for hyper-
tension in childhood. What is the 'normal' range of
blood pressure at various ages of childhood and
adolescence? At what level is treatment with hypo-
tensive agents indicated? What are the effects of
lifelong hypotensive therapy started in childhood?
The author, therefcre, considers that at present a
strong case cannot be made out for population action,
but he would suggest that the evidence is already
sufficiently strong for paediatricians to include a
blood pressure reading as part of the routine
examination.

Obesity
The evidence for a direct causal link between

obesity and coronary heart disease is probably not
as strong as it is for smoking and hypertension but
there are many other conditions such as diabetes
mellitus in whose aetiology obesity is involved and,
therefore, it seems that a strong case can be made
out for population action.

Lipids
The evidence for a causal link between raised

levels of blood cholesterol and coronary heart
disease is strong even if one excludes the inherited
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hyperlipoproteinaemias. The author knows of no
other conditions that would benefit from measures
which lower levels of serum cholesterol and, for
reasons summarized by Professor Lloyd, he is not
yet convinced that a strong case can be made out for
population screening in childhood. A case exists,
however, on a population basis for recommending a
reduced intake of saturated fat and possibly a moder-
ate increase in the intake of polyunsaturated fat, and
for such a dietary modification to be made already
in childhood.

Physical activity
The evidence for a causal link between physical

inactivity and coronary heart disease is not as strong
as it is for smoking, hypertension and cholesterol.
Increased physical activity is likely to play a part in
the prevention of other conditions such as obesity
and the author, therefore, suggests that a case exists
for encouraging the population as a whole to become
physically more active.
There are certain conditions or circumstances

which are known to increase the chances of a child
having one of the risk factors. Children whose
parents smoke are at high risk of taking up smoking.
Children of whom one or both parents have hyper-
tension, run an increased risk of hypertension.
Certain groups of children are at special risk of
becoming obese. Obesity in a first-degree relative
places the child at such an increased risk. Mental
retardation, cerebral palsy (except for the athetoid
variety), meningomyelocele and the myopathies
interfere with normal physical activity and, therefore,
predispose the child to the development of obesity.
Long-term treatment with corticosteroids is also
associated with the development of obesity. Finally,
a family history of premature coronary heart disease
and of familial hypercholesterolaemia increase the
chances of a child having raised levels of cholesterol.
For children belonging to one of these special

risk groups, a strong case exists for screening for the
particular risk factor and for institution of preven-
tive or early therapeutic measures. This case becomes
even stronger when several risk factors co-exist. For
instance, in a child with familial hypercholesterol-
aemia, apart from introducing measures aimed at the
reduction of serum levels of cholesterol and 3-lipo-
protein, special efforts should be made to dissuade
the child from smoking and to prevent obesity.
Thus most of us would agree that a strong case

exists in favour of encouraging children not to
smoke, to be physically reasonably active, and to eat
in moderation so as to avoid obesity. There are two
reasons for attempting to start these preventive
measures in childhood. Firstly, there is evidence,
critically and convincingly reviewed in this sym-
posium, that atherosclerosis starts in infancy - if not

in fetal life. Secondly, habits of eating, exercise and
smoking (or not smoking) are often acquired in
childhood or adolescence and are then likely to
persist into adult life. What then is the specific func-
tion of the paediatrician in this as yet relatively un-
explored area of preventive medicine or health
education?
The paediatrician's main role will lie in the

education of other health personnel who are in a
better position to influence children and families to
make these changes in their eating and other habits.
In this educational task he will co-operate with
adult physicians and community physicians. These
educational efforts will be directed towards health
visitors, social workers, doctors working in child
welfare clinics, the school health services, and in
general practice. The non-medical healtb workers
have intentionally been mentioned before the medical
ones because at the present time many, though not
all, doctors providing primary care see their main
function as a curative rather than a preventive one.
The importance of prevention is only slowly being
recognized. The principle that cure and prevention
should in general be provided by the same primary
care team is, surely, correct.
Another reason for stressing the vital contribution

non-medical health workers have to make in this
field is that disadvantaged families, if they seek
advice at all, tend to reject preventive advice given by
the medical profession, probably because of the
cultural gap between themselves and the doctor.
For instance, advice to give up smoking has been
followed over recent years mainly by social classes 1
and 2 and hardly by classes 4 and 5. Similarly,
obesity is more common amongst classes 4 and 5
than 1 and 2. It is likely that advice given by health
visitors will be more acceptable. Teachers and
voluntary workers are likely to make an increasing
contribution to health education. Further, we need
to explore means of involving members of social
classes 4 and 5 in these preventive activities, possibly
on a part-time basis, because their efforts may prove
the most effective.

Thus, one of the duties of the paediatrician and
adult physician will be as teacher of the educators,
be they medical or non-medical health workers, or
personnel outside the formal health services. He can
also exert influence through the media and by acting
as adviser to Government and the food industry.
How the paediatrician should undertake this

educational task will not presently be discussed in
detail but there is one warning which must be given.
Preventive health advice must be given with sensi-
tivity. When advice aims to change the eating habits
of a family, one treads on delicate ground. One must
remember that the giving of food is one of the main
ways in which a mother shows her love to her child
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and her family. Meal-time has a central and com-
plex place in family life and the parents' own child-
hood experience will usually be reflected in the way
food is given and taken. Dogmatic advice usually
implies criticism of the parents and, at best, will not
be taken and, at worst, will do harm to family
relationships and to the relationship between the
family and the health worker. Similarly, there is no
indication for exaggerating the dangers of the con-
dition one wishes to prevent and thereby to interfere
unnecessarily with normal family life which in-
evitably and rightly must include some risk-taking.
The' clinician who has learnt to use words and
phrases with care and who has trained himself to
be sensitive to the deeper impact of advice given to
parents and their children is aware of the conflicting
dangers of, on the one hand, neglecting prevention
and, on the other hand, being too dogmatic when
advising preventive measures. He must now learn to
teach others how to handle these delicate interviews.
Here one is dealing with an important but as yet
relatively unexplored aspect of health education.

The paediatrician has a more direct curative
and preventive role in the management of children
at special risk of ischaemic heart disease, for instance,
those with familial hyperchclesterolaemia. Here, he
will be concerned not only with treatment aimed at
lowering levels of cholesterol and ,-lipoprotein but
also with advice regarding other risk factors such as
smoking and obesity.

Finally, the paediatrician has an important role
concerned with research. Jointly with other scientists,
he should engage in long-term research designed to
ascertain to what extent the detection of risk factors
in childhood, and where possible their reversal,
will, in fact, lower morbidity and mortality from
ischaemic heart disease. There is alsoneed forresearch
into the efficacy of various educational methods
aimed at bringing about changes in behaviour and
habits relating to smoking. physical activity and
diet. Such research should also be concerned with a
better definition of the part various health and other
professionals and volunteers can play in this import-
ant aspect of preventive medicine.
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