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CONCLUSIONS
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ACS patients need risk factor and medication optimisation. We propose
a post ACS secondary prevention clinic to achieve this.

tients to identify h f th tients had +  <5% of patients met NICE guidelines with regards to
patients to identify how many of these patients ha secondary prevention at three months Figure 2.

known CVD, and of tho;e With knowq CYD how *  44.5% of ACS admissions with known CVD were not
many met cholesterol criteria on admission. 6/52 Category optimised for cholesterol. With a further 21.5% whose
optimisation is unknown

OBJECTIVES 1 These audits have confirmed significant gaps in secondary

. " ; : ; prevention services.
Identlfy gaps In secpndary prevention Services Secondary prevention clinics have been shown to reduce
for patients presenting with ACS to University

! discharge. mortality (3). Primary and secondary prevention needs to occur
Hospital Southampton(UHS).

across health care with joined up approaches between primary
* Initiate improvements to secondary prevention. and secondary care.

SOLUTION

Secondary care based nurse/ pharmacist led follow up of ACS
patients to provide aggressive secondary prevention, figure 3.
6 152 Category »  Patients to be discharged on automatic up-titration

Protocol led

2/52
Rehab call

Figure 1: CVD Prevent Audit data: Percentage of Patients
Aged 18 or Over with known CVD in whom the most recent

and drug

(within 12 months) non-HDL Cholesterol/ LDL cholesterol is u p_

<2.5mmol/L / <1.8mmol/L (4) titration protocols for ACE/ARBs and other appropriate secondary
2 prevention medication with a plan for diabetes
i . optimisation where appropriate.
National value ] Prescriber +  Cardiac rehab phone call at 2 weeks with confirmation to
System median —— review for up- continue up-itration of drugs as appropriate.

+ Blood test at 4-6 weeks

Hampshire and IOW I RESULTS titration and  Follow up at 6 weeks then

] ] link back to * 6 weekly follow up until patients are optimised to NICE
0% 20% 40% 60% 80% 100% Of three months of ACS patients admitted: 4/52 targets on cholesterol, blood pressure and ACE/ARBS.
+  122/150(81%) had admission cholesterol The limitation to putting this service in place has been access

. . rofile when presenting with ACS. to long-term funding. Estimated costs for this clinic for ACS
Meet criteria @ Do not meet criteria o ’ 9 > Admin patients at UHS are £60,000/year for an estimated new 700

*  98(65%) had an admission HbAlc. ;
@D Telephone appointments patients/year.

*  60(40%) had a repeat cholesterol profile at
@D Blood test REFERENCES

: three months where 29(19%) met NICE -
| I |erg I ng guidelines for cholesterol. < Optional extra telephone 1)  Public Health England. 2019. “Health Matters: Preventing cardiovascular
. 30(20%) had up-titration of ACE/ARB with Figure 3: Proposed UHS Secondary prevention clinic pathway. disease”, 14/2/2019

I—eaderS ’ ) 2) Raleigh, V, Jefferies, D and Wellings, D (202) Cardiovascular Disease in
23 patients on maximum dose. England: Supporting leaders to take actions. King’s Fund

* 7 patients met NICE guidelines for ACKNOWLEDGEMENTS 3)  Campbell N C. 2004. Secondary Prevention Clinics: Improving quality of life

PrOg ral | || |e cholesterol and ACE/ARB inhibitor up- UHS Interventional Cardiologists: James Wilkinson, Nick Curzen, Simon and outcome. Heart. Heart 2004;90(Suppl 1V):iv29-iv32. doi:
titration 3 months post admission. Corbett, Rohit Sirohi, John Rawlins, Meli Mahmoudi, Richard Jabbour 10.1136/hrt.2004.037606 ‘ , )
British Cardiovascular Society Audit contributors: Balen Abdulrahman, Chitsa Seyani, Rameen Habib, 4)  CVDPREVENT (undated b). ‘Data explorer’. Available at:

Jenat Akhtar, Kit Morris, Ahmed Elshafey, Maram Alsheikh, Colin Hubbard www.cvdprevent.nhs.uk/data-explorer. Accessed on 11/5/2023.



http://www.cvdprevent.nhs.uk/data-explorer

