
numeracy at year 5. This could be due to improved T1D
management in South Australia
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Aim To investigate the proportional contributions of coronary
heart disease (CHD) determinants to the observed CHD mor-
tality rates in Ireland between 2000–2015.
Methods The validated IMPACT model on CHD mortality,
which has been developed with the purpose of merging epide-
miological data that is available for each country, was utilized
for the estimations. Data on population statistics, CHD patient
numbers, treatment uptakes and population trends on key risk
factors (eg. smoking, total cholesterol, hypertension, obesity,
DM and physical inactivity) were sourced from national regis-
tries, hospital administration systems, national health surveys,
large cohort studies, international registries and meta-analyses.
CHD Deaths Prevented or Postponed (DPPs) were used as
outcome measurement.
Results CHD mortality in Ireland fell by 56% (4060 fewer
deaths), faster in women than in men (63% vs 53%), in the
period 2000–2015 in those aged 25–84 years. Improvements
in CHD risk factors, ie decrease in smoking prevalence (5%),
population systolic blood pressure (-25%) and mean choles-
terol serum levels (-11%), contributed to 30% of the decline
with 785 DPPs in men vs 425 in women. In women, both
systolic blood pressure reductions and cholesterol reductions
contributed equally (200 DPPs each), and decreased smoking
prevalence contributed to 80 DPPs. Likewise, DPPs in men
followed a similar trend (SBP - 825; total cholesterol- 250;
and, smoking-110).

Improvements in cardiological treatments, specially in sec-
ondary prevention and heart failure treatments, contributed
to approximately 60% of the observed decline (1620 DPPs
in men and 825 in women). Both males and females benefit-
ted the most DPPs from improvements in secondary preven-
tion (850 and 355 DPPs, respectively). These gains were
offset by increases in physical inactivity (2%), diabetes preva-
lence (6%) and BMI (4%). Overall, improvements in CHD
treatments were more beneficial to men whilst better risk
factor contribution were higher in women. Advancements in
CHD treatments were more beneficial than risk factors in all
age groups. These proportions remained relatively consistent
across a wide range of assumptions and estimates in a sensi-
tivity analysis except for physical inactivity which has tran-
scended the null line.
Conclusion The CHD mortality decline has continued between
2000–2015 of which 90% can be explained by improvements
in cardiological treatments and population risk factors with
the IMPACT modelling study. However, worsening trends in
diabetes prevalence, obesity and physical inactivity have
reversed the gains. Investments in improving CHD death
determinants and targeted policies are necessary to sustain a
further decline in CHD mortality rates in Ireland.
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Background Cause-of-death statistics underestimate the end-of-
life occurrence of many diseases, including diabetes. Our aim
is to estimate the end-of-life occurrence of diabetes by com-
bining multiple cause of death data with register data covering
primary care, hospital care and medication prescriptions. We
investigate the added value of each medical register and assess
the extent to which reporting of diabetes as a cause of death
is associated with disease severity.
Methods Our study population consisted of all deaths in the
Netherlands (2015–2016) included in the Dutch primary care
database (NIVEL-PCD; N=18.162). The proportion of deaths
with diabetes (type I or II) within the last two years of life was
calculated using cause of death and medical register data in iso-
lation and combined. We assessed whether the proportion of
diabetes reported in the causes of death registries varied accord-
ing to disease severity as defined by medication prescriptions.
Results Of all deaths, 2.2% had diabetes reported as the
underlying cause of death, while 7.7% of the death certificates
mentioned diabetes. Primary care registration yielded the high-
est rate in isolation (27.1%), followed by the medication
(22.4%) and the hospital-any diagnosis (17.1%) data, while
hospital-main diagnosis was limited (1.1%). According to all
data sources combined, 28.7% of the study population had
diabetes at the end of life. Of all deaths among those who
were prescribed insulin (indicating severe diabetes), 11.9% had
diabetes recorded as the underlying cause of death and 35.8%
of the death certificates mentioned diabetes as a cause of
death. For patients using oral antidiabetic medication, these
proportions were only 5.7% and 24.2%, and for patients not
using antidiabetic medication 4.2% and 16.7%.
Conclusion More than one fourth of the Dutch population
has diabetes at the end of life. Only a minority of this end-
of-life diabetes occurrence is recorded as a cause of death,
even for persons with severe diabetes. In the Netherlands,
combining primary care data with multiple causes of death
allows to find most cases with diabetes at the end of life.
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Background Breast cancer is the leading cause of cancer death
in women worldwide. Besides reproductive and hormonal
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