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Aim of secondary prevention

Prevent further
cardiovascular
events in people
with existing disease



Presenter
Presentation Notes
We know that acute coronary syndrome is highly prevalent and is a major global health burden.  It includes acute events of unstable angina or heart attack.

However, despite international recommendations that all patients attend a structured secondary prevention program after ACS – more than 70% do not access existing cardiac rehabilitation programs.

To add to the problem, we recently demonstrated that patients not accessing rehabilitation actually have a higher level of risk than those about to commence.
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This graph summarises our early research and shows a comparison of the proportion of ACS patients with risk factors above national targets in a group not accessing rehabilitation represented in yellow and a group about to commence rehabilitation in blue.

The x axis represents various risk factors and the y-axis the proportion of patients.  



The prevalence of all risk factors shown was consistently higher in patients not accessing rehabilitation.

One of the biggest differences was in fact for physical inactivity where almost 80% of patients not accessing rehabilitation were inactive compared to only 23% of those about to commence.



Patients not accessing rehabilitation were also more likely to have moderate to high global risk based on a LIPID risk score of 5 or more.



Also, despite the entire cohort having been recently hospitalised with an ACS knowledge of risk factors was very poor – 3/4 of patients could not name even one of their own risk factors.



Our concern about this large gap in secondary prevention led us to design an intervention to specifically target patients who had been hospitalised with an ACS but were not participating in cardiac rehabilitation.




Best available evidence

Reducing risk factors (secondary prevention)
* responsible for reduced cardiovascular deaths
« decreases events
» decreases hospitalisations
« decreases the need for revascularisation

WHO, CSANZ and NHFA recommend all heart
event survivors should participate in a formal
secondary prevention program
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Presentation Notes
We know that acute coronary syndrome is highly prevalent and is a major global health burden.  It includes acute events of unstable angina or heart attack.





Define secondary prevention

 


Evidence-practice gap

* Despite international recommendations, most
Australian patients with CVD do not access
existing risk factor reduction programs

» Strong evidence that individualised, patient-
centred programs that target risk factor
lowering are effective but are not readily
available



Secondary prevention contributions
to decline in recent CHD deaths

Ford et al — US

* 50%

Unal et al - UK

* 50%

‘Taylor et al
* =75%

Tobias et al
* 50-80%

Explaining the Decrease in U.S. Deaths
from Coronary Disease, 1980-2000

ft, Ph.D.,
- : e . .H‘, P}"I,D.,
.D. = H. M M.S., anc vell, I
aining the Decline in Coronary Heart Disease l\lortallt\

H in England and Wales Between 1981 and 2000
Australia | T ane a e Tetween 17 and 2

\ V4

o Julia Alison Crite DPhil; Simon Ce ell, MD

Our
e attributed

The IM PA i - . C ne and anal
ments and risk or and ¢ The main d
in men and 45% in women 25 tc
m ibuted to [It‘llll'lt‘ﬁ[- in indi
||11.1|Lt|nn and 3%
blood pressur

Cone

nd th.ut m

disease mortality in Australia over three decaides. i ond: - - i ilure. Tl

an Journal o

-
|

Ciriginal Scientific Papers

din

itation. 13



Systematic reviews

* Jolliffe JA et al 2000 Cochrane Database (8440
patients)

» Decreased cardiac and all-cause mortality

« McAlister FA et al 2001 BMJ (9803 patients)

» Decreased hospital admissions and improved risk
factors

« Taylor RS et al 2004 Am J Med (8940 patients)

* Deduced all-cause mortality, cardiac mortality and
risk factors



Systematic reviews

« Clark AM et al 2005 (21295 patients)

* Programs with and without structured exercise
components decreased cardiac all-cause mortality
and recurrent Ml to a similar degree

 Clark AM et al 2007 Eur J CV Prev Rehab (18821
patients)

 Brief and long programs resulted in decreased
mortality
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CHOICE program

* Patient-centred

« Choice

* Flexibility
 Therapeutic alliance

« Self management


Presenter
Presentation Notes
The CHOICE intervention was developed based on evidence for maximising long-term behaviour change and chronic disease management.



The principles of patient-centred care were incorporated by providing patients with structured choice and flexibility where patients chose which risk factors they would lower and the method by which they would lower them. 



The program also fostered a therapeutic alliance including an active partnership between the patient and their health care providers and the self management skills described by Lorig.


Depression Nutrition
- Agreed goal-setting |

* Menu-style choice
* Written action plan

» Telephnne follow-up

smoking

J Blood
pressure
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The CHOICE intervention is based on patient-centred care utilising a brief intervention consisting of an initial consultation of one hour and an average of 4 x 10minute phone calls over 3 months.



All patients who participate in the program will participate in a module for lowering cholesterol and can then select additional modules based on their own need and preference for improving depression, BP, physical activity, quitting smoking and nutrition.



Within each risk factor module an agreed goal is set and then the patient can chose a risk factor modification strategy from a menu-style list.  



Potential strategies include participating in an existing hospital-based program, local community services including the general practitioner or self-help.



Patients then make a self-commitment to a written action plan and are formally referred as appropriate.  The program also includes telephone follow-up.  

http://au.wrs.yahoo.com/_ylt=A9FJqhyZUFBFs3IAJfQN5gt./SIG=1gg7k7d1v/EXP=1162977817/**http%3A//au.search.yahoo.com/search/images/view%3Fback=http%253A%252F%252Fau.search.yahoo.com%252Fsearch%252Fimages%253Fp%253Dcholesterol%252Bpicture%2526ei%253DUTF-8%2526fr%253Dfp%2526x%253Dwrt%26w=269%26h=231%26imgurl=www.jimnshelle.net%252Fsunybank%252Farchives%252Fcholesterol-picture.gif%26rurl=http%253A%252F%252Fwww.jimnshelle.net%252Fsunybank%252Farchives%252F002558.html%26size=8.3kB%26name=cholesterol-picture.gif%26p=cholesterol%2Bpicture%26type=gif%26no=8%26tt=336%26oid=327a5185819d2368%26ei=UTF-8




CHOICE RCT in ACS
patients
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In this graph showing the results for TC the x axis represents the assessment time point, and the y axis the mean TC level.  The green line represents the control group, the blue line the modular intervention group and red the rehabilitation group.  Asterisks represent a significant difference within a group from baseline and p values a significant difference between the control and modular groups. The dashed line at 4mmol/L represents the recommended level for TC where lower cholesterol contributes to fewer heart events.



As you can see, there was no significant change in the control group and a significant reduction in the TC of the modular group at 3 months and importantly this fall was maintained for 12 months.  Therefore, the intervention significantly lowered TC in a group of patients who were previously not accessing any formal program.



Compared to the rehabilitation group, the TC of the modular group was higher at baseline, but achieved a similar mean level at both follow-up up time points.






CHOICE RCT results summary

Compared to control
* Lower cholesterol, BP, BMI
* Higher physical activity level
* Fewer smokers
 Better risk factor knowledge
* Fewer with 3 or more modifiable risk factors

Compared to cardiac rehabilitation
« Similar risk factor levels and better knowledge



Freguency of medical consultations

» 85% of patients saw GP = 5 times
* 60% saw cardiologist = once
 Still no change in risk factors in control group

* Frequent medical consultations in CHOICE group
was associated with lower SBP but not TC or LDL

* A structured and patient-mediated program as well
as medical visits is needed for effective secondary
prevention



Summary

» Evidence-practice gap affects about 24,000
Australians annually

 Brief patient-centred interventions improve risk
factors in patients with CHD

 CHOICE program is one proven and clinically
practical vehicle

« Chronic disease management presents emerging
challenges for health professionals
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In summary


The merry-go-round

« Combine medical visits with a structured
risk factor prevention program

* Patient-mediated interventions with
choices and options are effective

* Major risk factors are common to most
disease processes
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